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ON BOZEMAN’S METHOD OF OPERATING FOR 
VESICO-VAGINAL FISTULA. 


By Dr. Lupwic Banp1, of Vienna.* 


IT is now about thirty years ago that Dieffenbach made use 
of the expression, so little creditable to the healing art, that 
the cure of a vesico-vaginal fistula must still be reckoned as 
a rarity, or at any rate was less frequent than the failure of 
the operation. These words show sufficiently in what posi- 
tion the operation for the urinary fistulae of women then 
stood, although the most celebrated surgeons did their 
utmost for the cure of this affection. 

The incorrect assumption that all want of success was due 
to the irritating effect of the urine upon the fresh wound, 
deprived surgeons of confidence in the operation, and the 
defective instruments for the exact adaptation of the fistula, 
hindered all progress. The false notion about the poisonous 
effect of the urine drove them to expedients which, now that 
we see clearly the causes of the frequent failures, we can only 
lament, because they. caused needless pain and. torture to 
so many women. I will only mention Wutzer, who in a 


* Abridged from the Wiener Medizinische Wochenschrift. 
No. XXXVII.—VOL. IV. B 
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large number of cases opened the bladder above the pubes, 
and compelled the patients by girths and buckles to remain 
for many days in the prone position ; nevertheless, he is said 
to have succeeded in healing only a small proportion of the 
fistule. 

According to Bozeman, the Dutch surgeon Roonhuyzen, 
so long ago as the year 1663, made use of sutures to unite 
fistulae, and yet. for almost two centuries scarcely any con- 
siderable lesion of the bladder was cured. The present 
results are certainly among the greatest and most splendid 
successes of operative surgery ; for scarcely any opening in 
the bladder can. be great enough, or its position difficult 
enough, to lead us to despair of success in its cure. For this 
we have to thank a small number of thinking and acute 
men, who, within a short period, laboured independently at. 
the cure of this affection, and even devoted many years 
exclusively to this object. 

The way for this result was certainly opened by the first 
papers of Jobert in 1845 and 1849, which taught us, by 
drawing down the uterus with forceps, to bring the fistula 
to the entrance of the vagina, and there to unite it. In the 
idea that the tension of the surrounding tissues hindered the 
union of the surfaces, he recommended that these should be 
divided by deep incisions. In the year 1853 appeared the 
first paper of Marion Sims, which made known to us his 
now celebrated speculum for rendering the vagina accessible, 
and thereby showed that many fistule at any rate could be 
cured without drawing down the uterus. Sims himself has 
since abandoned his special suture, by which the incised 
surfaces were brought together with silver wires, fastened to 
rods of metal at some distance from their edges. Neverthe- 
less, in his paper of 1858 he warmly recommends the silver 
sutures, which he now fastens by simple torsion, and sees in 
them the whole secret of success. His follower, Emmet, has 
already released a hundred women from their sufferings, and 
has communicated a large proportion of these cases in a work 
of 250 pages. In Germany it was Professor Simon who first 
brought the operation to greater perfection. In his first 
paper, in the year 1854, he described a double suture of thin 
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silk, which is very, successful in overcoming tension. This, 
with some slight: modifications, he still uses, and it is. em- 
ployed by most operators in Germany and in Austria. In 
his work of 1862 he showed, by the favourable results 
obtained, that the secret of success is to be found neither in 
the dividing incisions of Jobert, nor in the silver sutures of 
Sims, but in the careful paring and adaptation of the 
surfaces. He gave a very convenient handle to Sims’ 
speculum. Simon’s further communications, and especially 
his longer paper of 1868, showed that the greatest openings, 
in the bladder are merely to be treated according to the 
general principles, of surgery. By the plan of dividing the 
operation into sections, and closing one part of the aperture 
before the remainder, and by his mode of uniting the surfaces 
in T or Y shapes, he made a further important step in ad- 
vance. In Vienna Ulrich was the first who succeeded in 
curing: the majority even of the severer cases of fistula. In 
his, papers of 1863, 1864, and 1865 he communicated these 
cases, and described an apparatus for bringing the fistula 
conveniently into view, and sparing the hands of assistants. 
An apparatus having a similar purpose has lately been de- 
scribed by Neugebauer. Professor Braun has also pub- 
lished. a series of successful cases ; he placed the patients in 
a prone position, and used sutures of silk-worm gut. 
Among the most earnest, unwearying, and successful 
improvers of the operation for vesico-vaginal fistulae must be 
reckoned Bozeman, who published his first paper, containing 
four cases of cure by means of a newly devised suture, in the 
year 1856. Upon this followed a longer paper, in the year 
1857, communicating improvements in the mode of opera- 
tion, and fifteen successful cases, mostly of a severe kind. 
In order to bring his mode of operation to perfection, he 
did not shrink from a journey across the ocean, after which, 
in a paper dated 1860, he reported a series of successful 
operations performed in London, Edinburgh, Glasgow, and 
Paris, in the presence of the most distinguished specialists of 
those cities. On his journey he visited Heidelberg, and 
performed several operations in the wards of Prof. Simon, 
in’ which he won the applause of the German professor. 
B 2 
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Thence he came to Vienna, and Prof. Braun handed over 
to him three of the most difficult cases, and one of an easier 
kind. He remained almost three months, and cured all four 
women without having to repeat the operation in any case. 
I had the opportunity on this occasion of becoming thoroughly » 
acquainted with his mode of procedure, and I think that I 
can make him no better return than that of publishing the 
cases. 

After this short retrospect I will enter on the description 
of Bozeman’s mode of operating. In my opinion an im- 
portant condition for success is to be found in the prepara- 
tory treatment, which Bozeman was one of the first to adopt, 
and of which Emmet, the renowned surgeon of the New 
York Hospital for Women, who can show fully a hundred 
cases of cure, justly says, that in this lies the secret of success, 
and that the most skilfully performed operation may fail 
if it be omitted. This preparatory treatment consists in the 
methodical dilatation of the vagina by the glass dilator 
employed by Sims. _, 

It is not here a question of incisions, of which others 
make use, to render accessible a fistula which is obscured 
by cicatrices ; nor is it a question merely of the dilatation of 
a contracted canal, for many have practised this, and amongst 
others Ulrich. Bozeman starts upon the principle that 
the united surfaces are to be exposed to as little tension as 
possible from the surrounding tissues. He ascribes to this 
cause a great proportion of the failures in the case of fistulz 
which often seemed quite simple, and endeavours to search 
out by eye and by finger every cicatritial band or thickening 
of tissue, and to do away with it. A cicatritial band which 
is often barely visible may cause the failure of an operation. 
This was very evident in the first case operated on, in which 
a cicatrix running near the position of a suture was certainly 
the cause of an aperture remaining in the course of the 
wire, exactly as Bozeman had predicted. 

After all that I have seen of the preparatory treatment during 
Bozeman’s visit of almost three months, I am convinced of its 
great value. I have seen that it renders success more certain ; 
the vagina becomes more accessible, and even when the fistula 
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is situated high up the drawing down of the uterus is made 
unnecessary. By this proceeding the adaptation of the 
edges of the fistula is often rendered practicable in cases which 
hitherto it has been thought possible to cure only by stitching 
the posterior lip of the uterus to the lower margin of the 
fistula, or by oblique or transverse obliteration of the vagina. 

Attention is first directed to the excoriations in the vagina, 
and at the borders of the fistula. The hair about the posterior 
commissure, which becomes encrusted with urine salts, and acts 
as an irritant upon the excoriated spots, is carefully cut away, 
and all sore places in the vagina and outside are painted with 
a 2 per cent. solution of nitrate of silver. This is found to 
give a remarkable relief from discomfort. At the same 
time, on the first examination, the most prominent cicatrices 
are incised, the incisions are stretched by the fingers, and 
dilatation is commenced. For the dilatation Bozeman now 
employs balls of 3-6 cm. (1°2—2°35 inches), and cylinders of 
gum elastic of 3-6 cm. in diameter, and 6—9 cm. (2°35-— 
3°6 inches) in length. Balls and cylinders are perforated 
near the surface, and are provided wi.ha string, which serves 
to withdraw them. According to the space afforded by the 
vagina, a small or medium-sized cylinder is first introduced, 
and is withdrawn at the end of from four to six hours. The 
vagina is then syringed out with cold water, or a hip bath is 
taken. After three or four days a surprising effect is pro- 
duced. The firm uniform pressure on the vaginal walls 
softens the tissue, and cicatritial bands are often felt pro- 
jecting, of the existence of which there was before no sus- 
picion. The margins of the fistula have become more visible, 
and—-what is an important gain in cases in which, from the 
magnitude of the opening, the posterior wall of the bladder 
had prolapsed outside the vulva—it now remains in place, 
when the knee-elbow position is adopted, and the bladder 
has visibly gained in capacity. Snallow incisions are now 
again made in any projecting bands, and a larger dilator, 
cylinder or ball, as may seem most convenient, is introduced. 
The women become accustomed to this procedure after a few 
days, and even gladly submit to it, because, when the dilator 
is in place, they often remain dry in bed for hours. They 
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can also move about without pain, and even sleep while it 
remains in position. -After a treatment of from three to five 
weeks or more, the vagina is ‘softened and dilated, the 
cicatrices themselves at length take part in the dilatation, 
and the margins of the fistula lie open to the daylight. 

How much is accomplished by this methodical dilatation 
for the clear exhibition of the fistula even when most un- 
favourably placed, for rendering its margins easily accessible 
and for insuring the success of the first operation, will only 
be believed by one who has seen it. But the cases hereafter 
to be reported will prove it to some extent. Cases II. and 
IV. bear the strongest testimony to the effect of the dilata- 
tion, for it was only by this means that it was possible to 
avoid either uniting the uterus with the bladder or obliterating 
the vagina, and to restore the patients to the full enjoyment 
of their natural functions. For in Case IL, in spite of in- 
cisions in the surrounding Cicatrices, it was only after three 
weeks’ treatment that the upper margin of the fistula became 
so moveable that it“could be united with the lower; and in 
‘Case IV. it was only ‘made clear by ‘a careful preparatory 
treatment of many weeks’ duration, that it was still possible 
to unite the margins of the fistula and avoid shutting up the 
uterus within the bladder. 

During the preparatory treatment the patients become 
accustomed ‘to the position in which Bozeman performs the 
operation. This differs from that adopted by the most well 
known operators; for Simon places the patients on the back 
with the buttocks ‘much raised; Baker Brown and Ulrich 
adopt the lithotomy position; Sims and Emmet the left 
side position. Bozeman places the patients upon a specially 
‘constructed table, on which they are fixed in the prone posi- 
tion by straps, which ‘encircle the thighs and legs, while the 
chest and head rest upon cushions, and a girth around the 
waist keeps the body steady. This table, which weighs only 
seventeen pounds, he brought, with his other instruments, 
from America. It can be clamped upon any ordinary table, 
and when the patient is made fast upon it, the operator is 
undisturbed by any movement on her part. The abdominal 
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muscles are relaxed, the vagina is opened wide, breathing and 
circulation are in no way disturbed, the administration of | 
chloroform can be continued for hours, and even the vomiting 
of the patient loses much of its disturbing influence upon the 
operator. 

In all his proceedings Bozeman keeps especially in view 
the object of being able to operate with as little assistance 
as possible. With this intention several operators have 
adopted various mechanical contrivances for fixing the spe- 
culum. Thus Spencer Wells is said to have operated on 
several fistula without assistance, making use of Foveaux’s 
modification of Sims’ speculum, in which the blade is fixed 
by means of a sacral plate to which it is attached. I have 
often assisted in the application of this apparatus in our 
wards, but I found that the sacral plate required so much 
attention that I would almost rather have had to hold a 
Sims’ speculum, provided with Simon’s handle. Emmet has 
added a similar plate to a bivalve speculum, but remarks 
that it does not always fulfil its object so well as Sims’ 
speculum. 

Just as Bozeman’s table renders superfluous any hands to 
hold the body, so his two-bladed, or really three-bladed spe- 
culum needs no assistant, but remains fixed by itself, when 
its blades are expanded by the screw, against the anterior 
vaginal wall. Figures of the table and speculum were pub- 
lished in the New York Medical Fournal for February, 1869. 
It fulfilled its object in the most admirable manner in all 
cases in which the vagina had been previously dilated—l 
lay stress upon this—and I know of no similar bivalve spe- 
culum which can be compared with it. It renders possible 
the minute examination, or the performance of any opera- 
tion on the cervix or vagina in any position of the patient 
without much assistance. Bozeman uses four sizes of the 
speculum, according to the circumstances of the vagina, and 
the general rule is that the larger the fistula the smaller 
should be the speculum... The speculum consists of two 
lateral blades, connected by means of arms about three 
inches long with a hinge upon which they are moved by 
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means of a screw. When the speculum is expanded a third 
posterior blade is fitted in between the two lateral blades. To 
tell the whole truth, I must say that the third blade did not 
answer in all cases, and Bozeman often had the posterior 
vaginal wall held back by special retractors, of which he 
uses various shapes and sizes, The two-bladed speculum, 
however, loses nothing thereby of its admirable effect. Boze- 
man employed in his operations only two assistants, one to 
administer the anesthetic, the other to hand him the in- 
struments. The second he can dispense with in case of 
need. 

The mode of incising the margins of the fistula differs in 
no respect from that -practised by Prof. Simon. Bozeman 
makes his incisions parallel, or inclined at an acute angle, 
through the whole thickness of the wall of the vagina and 
bladder, and does not shrink from paring also, if it seems de- 
sirable, the soft and protruding mucous membrane of the 
bladder. He specially avoids bevelling the-edges, and so 
taking more tissue from the vagina than from the bladder, 
a proceeding which is now advocated by few. The pecu- 
liarity in his mode of making the incisions and inserting the 
sutures is, that he never draws down the uterus, a measure 
which certainly cannot be avoided in the case of fistule 
situated very high up, unless preparatory treatment has been 
adopted. To make the incisions Bozeman uses long-handled 
right-handed and left-handed knives, some straight, some 
bent at an obtuse angle, and also two pairs of scissors, which 
are used chiefly to finish off the angle ; small hooks are used 
to fix the edges. 3 

In paring the edges of large apertures he pays the 
greatest attention to the openings of the ureters on the 
upper margins of the fistula. In one case previous to his 
paper of 1857, he had slit up both ureters towards the 
bladder with a slightly curved knife, and so insured their 
opening into the bladder after the incisions had united. 
Simon also calls attention to this condition: up to the year 
1868, he had four times seen the ureter on the border of the 
fistula, and once he had slit it up. Simon is not acquainted 
with any case in which the occlusion of the ureter has given 
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rise to symptoms, but Bozeman cautions us strongly against 
including it in the suture; he is convinced that a failure of 
the operation may be caused in this way. Bleeding at the 
time of, and after the paring is carefully checked by the in- 
jection of cold water. 


(Zo be continued.) 


PUERPERAL SEPTICAIMIA. 


By Hucu Miter, M.D., Fell. Obst. Soc. Lond. 

Physician-Accoucheur to the Glasgow Maternity Hospital. 
THE following notes of an epidemic which attacked the 
patients in the hospital during the month of January last, 
are submitted as a contribution to the recent interesting 
inquiry into the. existence of puerperal fever as a zymotic 
disease. The confinements followed so closely one upon the 
other that six patients were brought under the influence of 
the infection before rigid measures could be adopted for 
stamping it out. I am indebted to Mr. Thompson, the House 
Surgeon, for the reports of the cases of which I present the 
following brief details :— 


I.—M. C., aged twenty-four, was near her full time when ad- 
mitted to the hospital on 19th January last. Eight years ago 
she was attacked by scarlatina, and since then she has been 
weakly and delicate. Her first confinement took place on 
19th October, 1874. She was in labour, she says, for five 
days. The child was stillborn. Her recovery was favour- 
able till the fifth day, when her left leg became swollen. 
Under treatment it improved, but it has felt weak, and has 
remained swollen since. During this pregnancy she has been 
almost free from any sympathetic derangement, and her 
general health continued good until two days ago, when she 
sustained a shock from a severe fall in the street. When 
admitted she was in labour, and on examination it was found 
that the head was presenting along with the funis. The cord 
was pulseless. Eighteen hours after admission she was 
delivered of a male child stillborn, and evidently of a 
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syphilitic taint. After waiting two hours the placenta was 
found to be adherent. The usual means were employed for 
its removal, and it is believed that it was entirely taken 
away. During the next few hours the patient did well, and 
appeared as if making a good recovery. Without being pre- 
ceded by a rigor, a sudden rise of temperature was observed 
fifteen hours after childbirth, and on examination it was 
found that the temperature was 103°, and that her pulse had 
risen from go to 160, and was dicrotous. She complained of 
severe pains in her legs and arms. The uterus had not 
enlarged and the lochial discharge continued. In my absence 
Dr. Sloan kindly saw her, and ordered her to have half a 
drop of the tincture of aconite (B. P.) every hour, and with 
the first dose to have also a mixture of sweet spirits of nitre 
with liquor acetatis ammonia. Next morning the tempera- 
ture was 101° and the pulse 120. An erythematous rash 
was now observed over the lower limbs. She had no sore 
throat, but she complained of a harassing laryngeal cough. 
Her tongue was furred, and dry, but it did not present any 
specific febrile character. She was not aware of being near 
any case of scarlatina recently. Directions were given to 
have the diaphoretic mixture repeated with a dose of Batley’s 
sedative liquid added to it. In the evening the temperature 
and the pulse were unaltered, but she felt more exhausted 
and was allowed small quantities of whisky at intervals. A 
solution of the chlorate of potass was given to allay thirst. 
Next morning at 8 A.M. the temperature was 99° and the 
pulse 96. By the same evening her general condition had 
greatly improved ; with the exception of the cough, which 
was frequent and very harassing, she had nothing to complain 
of. The cough gradually improved under the use of tartar 
emetic and tincture of hyoscyamus. That night she slept 
well, and next morning the temperature was normal. The 
pulse was 90 and weak, and the patient expressed herself as 
feeling much improved. Next day she was free from any 
unusual condition, and two days afterwards she was dis- 
missed quite convalescent. 


II.—On the 2oth, the next day, M. H. was admitted ; she 
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was confined that evening of a stillborn child, which appeared 
to have been dead for some time. On the 22nd I found 
her suffering ftom acute peritonitis, which did well under the 
treatment with turpentine stupes, and Dover's powder. She 
left the hospital eight days after admission, quite recovered. 


III.—On the same day A. B. had in every way an easy 
labour ; next day she had a rigor followed by febrile excite- 
ment with pain over fundus uteri, and with a scanty and pu- 
tulent discharge. This patient received similar treatment to 
that given in Case Il., and in addition, after a consultation 
with Dr. J. G. Wilson, the consulting physician of the hos- 
pital, we ordered the intra-uterine injection of a solution of 
chlorozone. On the oth February she had quite recovered 
and left the hospital. 


I directed that all the patients should now have the bisul- 
phite of magnesia regularly. These three patients were in 
one ward, and new cases were to be placed in another room. 
The next case was admitted on the 24th of January. 


IV.—A. McD., a primipara, was the next case admitted. 
‘She was delivered of a stillborn child. The placenta being 
retained was removed by introducing the hand forty-five 
minutes after the birth of the child. She was then removed 
to a freshly disinfected recovery ward. In due time she ex- 
hibited similar symptoms to Case III. ; she received identical 
treatment and recovered sufficiently to leave on the 9th of 
February. 


V.—G. H. was delivered about the same time as Case IV. 
She was put in the same recovery ward, suffered from similar 
‘symptoms, and recovered under the same treatment. 


VI—J. McD., a primipara, having a ‘weak intellect, was 
seized after her labour -with a similar train of symptoms, 
which, however, wete more intense. She received the same 
treatment as the others, and was able to leave with them on 
the oth of February. 
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So many cases occurring within a few days and presenting 
similar symptoms led me to seek for the exciting cause in 
the state of the hospital itself. I was satisfied that the 
wards had been kept scrupulously clean, that strict attention 
had been paid to the ventilation, and that every opportunity 
had been seized for fumigating the wards with burnt sul- 
phur or with carbolic acid. |The beds are made up of 
chopped straw, and are frequently renewed. On admission 
the patients themselves have always to submit to a hot bath, 
including a good wash, and they have a comfortable change 
of clothing provided for them. The nurses could not have 
been the means of transmitting the virus, for new nurses 
were appointed to wait on the fresh cases admitted, without 
the patients (IV., V., and VI.) being freed from the influence 
of the infection. It appeared to me that if any infecting in- 
fluence was present it must have its origin in the confine- 
ment ward. I ordered therefore the bedding to be destroyed. 
The room was thoroughly disinfected, and after being well 
cleansed, new beds were put in it, and patients again admitted. 
The hospital record says that “since then the patients are 
making excellent recoveries.” 

Many questions arise in one’s mind while endeavouring to 
account for this rapid spread of disease. Could miasmatic 
influences produce it? The patients were kept only an hour 
or two at most in the confinement ward before their removal 
into the recovery one. Thorough ventilation meanwhile had 
been maintained, and every sanitary means employed to pro- 
tect the mother and her offspring. Supposing even that the 
earliest taint had been produced there, was it possible in such 
circumstances to become so virulent as to affect each suc- 
ceeding case? In labours similar to No. I. we find the poi- 
soned condition of the blood a result of the absorption, and 
not a precursor of the disease. Indeed, as an example of 
auto-infection (Schroeder) due to a portion of the placenta 
becoming poisonous, and of afterwards being absorbed, Case I. 
should have been very slow in developing any infecting 
material. Previous to the admission of Case I. the wards 
of the hospital were healthy. 

These records will at least demonstrate how easily and 
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how rapidly a puerperal epidemic can spread. Whatever 
influences may be at work to originate the poison, it evidently 
requires only a nidus that it may spread rapidly. Especially 
do we find this to be true in hospital experience. I am of 
opinion that in all cases where manual interference may be 
necessary it is our duty to exercise extra precautions against 
septic poisoning ; and that where interference is necessary 
we should employ a disinfecting solution soon after delivery 
to the vaginal and intra-uterine regions. Thus the parts will 
be kept clean, and the discharges prevented from taking on 
unhealthy action, or of acting by absorption through the 
lacerations frequently produced by childbirth. 


THE GENESIS OF PUERPERAL FEVER. 
By JAMES CLAPPERTON, L.R.C.P. 


DURING the discussion on puerperal fever at the Obstetrical 
Society in the early part of last year, it was suggested by 
some of the Fellows of the Society, that country practitioners 
who had opportunities of attending isolated cases of puer- 
peral fever should put them on record. The following are 
the only instances that have occurred in my practice out of 
1200 cases of midwifery :— 


CASE I.—Mrs. G., aged thirty-five years, who was having 
her family very quickly, summoned me to attend her in her 
sixth confinement on the 6th December, 1870. The pains 
on my arrival were very active. After rupturing the mem- 
branes the delivery of a fine healthy child was soon effected, 
the placenta and membranes coming away soon afterwards, 
the uterus being well contracted. 

Dec. 7th.—Mother and child going on well. Before leaving 
I was requested to see one of the other children, who was not 
very well. I found the little patient, a boy, suffering from 
an attack of scarlet fever, the rash being well out and the 
throat slightly affected. Isolation was impossible, as the 
house consisted of a kitchen and two bedrooms over the 
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kitchen ; so I ordered him to be kept in the kitchen, and 
disinfectants to be used in the rooms. — 

8¢i.—Found both patients doing very well. 

9t#—I found the mother had passed a restless night, 
with sore throat, and was very feverish, The usual dose of 
castor-oil had been given and had taken effect. 

- 10th.—Had passed a better night, Throat and tem- 
perature the same as.on the previous day ; rash appearing on 
face, neck, and chest. To continue with the saline mixture. 
The uterine discharges quite healthy. 

1122.—Rash well out over the whole body. 

- 12th—Going on nicely; discharges quite natural; no 
tenderness over the lower part of the abdomen, and as much 
secretion of milk as hitherto. From this’: date up to the 
time of my ceasing attendance she had not one unfavourable 
symptom. 

Remarks.—This was a mild case of scarlet fever in one 
not protected by a previous attack, and the peculiar physio- 
logical condition of the lying-in woman so ably described by 
several authors, did not seem to alter the type of fever in this 
case. The next case I have to record shows how differently 
scarlet fever affected another patient. She had suffered from 
it when a child. 


CASE II.—Mrs. H., aged thirty-four years, a fine, healthy- 
looking woman, the mother of six children, all living, sent 
for me to attend her in her confinement on the 17th March, 
1874. On my arrival I found her in a small room in bed, 
and in an adjoining bed three of her children, suffering from 
scarlet fever, which was prevalent in the village in a malig- 
nant form ; two children having died from it in the adjoining 
house. Others in the village were succumbing to the same 
poison. This caused her to be very uneasy for her own 
safety as well as that of her children. Her labour was a 
quick one, and the patient went on well until the fourth day, 
when she complained of rigors, sickness, and pain in the left 
leg. Her temperature was 104° ; the calf and inside of the 
thigh were tender to the touch, inflamed and swollen ; the 
lochia still healthy. No secretion of milk. The infant. 
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-was ordered to be kept downstairs and fed with milk and 
water. 

March 21st-—Passed a restless night ; temp, 10472 ; in- 
flammation more extended; no tenderness over the ab- 
domen ; uterine discharges remained healthy. 

22ud.—Temp. 103°; other symptoms much about the 
same, with the exception of the erysipelas, which was creep- 
ing over the hip. 

24¢h and 25¢4.—-Symptoms more favourable, 

26t4.—The erysipelas travelling from left hip to the 
right, and down the right leg, 

27th.—Swelling and tenderness less in the left leg, right 
same as before. 

284 and 29¢4,—No change. 

30¢#.—Erysipelas returning in left leg; not so severe as 
before, and changing from left to right for the following 
week, when it disappeared. She was up and about the 
house on the 18th April. 

Having only the one room the children remained in the 
lying-in room until convalescent. 


CASE III.—Mrs. T., aged twenty-five years, primipara, 
suffered a great deal from cedema of both legs during the 
last two months of pregnancy. She summoned me to attend 
her on the 18th January, 1874. The pains were strong 
and the os dilating quickly ; after a few hours she was 
delivered of a stillborn baby. The placenta and membranes 
came away entire, and the uterus contracted firmly. Every- 
thing went on well until the fourth day, when she com- 
plained of having passed a restless night, of rigors, great 
prostration, thirst, and pain across the lower part of the 
abdomen, with considerable tenderness on pressure. The 
lochia being scanty and very offensive, I gave the nurse 
instructions how to wash out the vagina and uterus with a 
weak solution of carbolic acid in warm water; hot fomen- 
tations with turpentine to be applied over the abdomen, and 
an effervescing mixture to be taken internally, with an opiate 
at bedtime. 

Fan. 25¢2,—Had slept a little during the night. There 
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was increased swelling, with tenderness and tympanitic 
resonance over the lower part of the abdomen. To con- 
tinue the treatment. On visiting her in the evening I found 
all her symptoms aggravated, and she continued to get 
worse in spite of all that my partner and self could suggest 
until she died. 

Remarks—This case appears to me to be, as Dr. Barnes 
would call it, “ autogenetic,” as I had no cases of 
erysipelas, or any of the eruptive fevers, on my list at the 
time ; neither could any cause from without be traced ; and 
I may add that I attended several other women in their 
confinement about the same time without infecting them in any 
way. The only precaution I took was change of clothing, 
and washing my hands in a strong solution of carbolic 
acid. 


CASE IV.—Mrs. L., aged thirty-nine years, was confined 
with her ninth child on 22nd of last April. Her labour 
was abnormal, being a case of placenta previa. She lived 
about five miles from the surgery, so a good deal of time 
was lost before my partner could get to her assistance ; 
consequently the hemorrhage was considerable. He quickly 
turned the child and delivered the woman, the entire 
placenta coming away shortly afterwards. In the course of 
an hour the woman had rallied, and he left. | 

April 23rd—Mother and infant doing very well. Two 
of her children, and several in the adjoining houses, were 
suffering from measles, so I ordered them to be kept away 
from the lying-in room. 

24th and 25tk,—Going on well; the bowels were relieved 
by castor-oil. 

27th.—The patient had passed a restless night, bathed 
in perspiration ; complained of rigors, sickness, and pain 
over lower part of the abdomen: uterine discharges nearly 
stopped and very fcetid. I showed the nurse how to wash 
the vagina and uterus out with an injection of carbolic acid 
in warm water; hot fomentations with turpentine were 
applied over the abdomen, and an effervescing mixture given 
every four hours, with a calomel and opium pill. 
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28¢i.—Had a better night ; sickness stopped, tenderness 
over abdomen less, uterine discharges not so offensive, 
diarrhoea troublesome. 

29¢i.—Felt very low and as if sinking through the bed ; 
more tenderness and swelling, and tympanitis over the 
abdomen. From this date she gradually became weaker, 
until she sank exhausted. The baby died a few days after- 
wards with the lymphatic system undergoing suppuration. 
It had been nursed by the mother until the secretion of 
milk stopped ; then it was fed with milk and water. 

The husband had the house, bed, and bedding disinfected, 
or at least said he had. He then slept in the bed, and soon 
was attacked with phlegmonous erysipelas of the head and 
face, and was delirious. His daughter, who had only been 
confined a fortnight, came home to nurse him. I pointed 
out the great risk she was running in nursing her father, 
being so recently confined herself. She rejected the advice, 
and she and her infant fell victims to the disease in the 
course of a few days, as the following: notes of the case will 
show. For these notes I am indebted to Mr. Morgan, of 
Stamford, who attended her and the infant. “She came 
out of Yorkshire a fortnight after her confinement to nurse 
her father; after a few days, I believe the third week, she 
had puerperal peritonitis, and died after three or four days’ 
illness ; also a lodger in the house was taken very ill, but 
ultimately recovered.” The week following Thomas L., who 
assisted in nursing his brother Benjamin, who was now 
nearly convalescent, next sent for me. I found him 
suffering from an attack of erysipelas similar to his brother, 
which lasted six weeks with ultimate recovery. 

Remarks.—-In the first of these five cases measles in this 
and the adjoining houses appears to have been the source of 
the poison, though there was no rash of measles to be seen 
on the woman through her illness. The daughter's infection 
was obviously due to nursing her father, who, with Thomas 
his brother, assigns the cause of their having erysipelas to 
the former sleeping in the bed in which his wife died 
without having the bedding and room thoroughly disinfected, 
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and the latter to nursing his brother and assisting to put 
his niece into the coffin. This is in perfect accord with the 
well-known fact that puerperal fever will produce erysipelas 
in man, 


SUBCUTANEOUS EMPHYSEMA DURING LABOUR. 


By BLENNERHASSETT ATTHILL, L.R.C.P. Lond. 


THE rarity of this complication during parturition induces 
me to place on record a case which occurred in my practice 
during March, 1875. I must also make reference to a case 
described in the Gazette de Paris, No. xliv., 1842, by Dr. 
Depaul ; as also to /two similar cases which have more 
recently been described and of which I give the description 
verbatim. The notes of my case are briefly as follow :— 

On March roth, 1875, M. A., aged twenty, a primipara, © 
being in labour, towards the end of the expulsive stage very 
suddenly complained of difficulty of breathing and of sight. 
Hereupon her face, neck, but especially the eyelids of both 
sides, presented a bladder-like appearance, and in fact the 
whole aspect of the case was one of ordinary subcutaneous 
emphysema. The labour terminated zz a few minutes after- 
wards by the natural efforts. The symptoms which super- 
vened were unimportant, excepting perhaps a slight cough ; 
the patient recovered, the emphysema gradually disappearing 
in the course of about ten days, having extended all over the 
upper half of both back and front of body. Lactation set in 
normally and the process of uterine involution proceeded 
undisturbed. 

We have in this case the simple fact that during the 
expulsive efforts the lung gave way at a weak point, at 
which point there was adhesion of the two surfaces of the 
pleure, allowing of the air to pass into the subcutaneous 
cellular tissue of the neck. Had there not been adhesion 
there would have certainly been pneumothorax and collapse 
of lung. In fact the generally protective adhesion at the 
site of the damaged portion of lung, perhaps a minute cavity, 
failed under the extra force, and so led to the occurrence of 
that which the case presented. 
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The following are the notes of the cases I have referred to— 

“F. N., aged twenty-six, a healthy and well developed 
‘primipara, was, on January 11th, 1876, in the third stage of 
labour, which was protracted in consequence of the face of 
the child presenting towards the pubes of the mother. After 
some severe expulsive pains, unassociated with any advance- 
ment of the foetus, and about one hour before delivery, she 
complained that she could not see with her right eye. It 
was at once found that this eye was closed by an enlarge- 
ment and puffiness of the lids and surrounding skin, which 
presented the usual characteristic crackling on pressure, of 
so called surgical emphysema. Shortly afterwards it was 
noticed that this swelling and crackling extended round and 
about the neck, chest, abdomen, and back, as far down as on 
a level with the umbilicus, disfiguring and distorting the 
features and contour of the upper half of the body. 
Delivery was expedited by the application of the for- 
ceps, and the patient has made a recovery apparently un- 
disturbed by this complication. On January the 17th the 
emphysema had disappeared everywhere except just about the 
upper part of the sternum. There has been since delivery 
no elevation of temperature, nor increase of circulation or 
respiration. 

“Tn seeking for a cause for this emphysema I was first led 
(owing to a statement of the patient—viz. that she felt 
something ‘snap’ in front of her throat, pointing to the 
-crico-thyroid membrane) to think of the possible rupture of 
this membrane during a severe forcible expiratory effort ; 
but further reflection, and the emphysema remaining about 
the top of the sternum as long or longer than anywhere 
‘else, have led me to suggest that the rupture of some mar- 
ginal air-cells into the anterior mediastinum would be suff- 
cient to permit a point of leakage through which, owing to 
the extreme violence of the checked expirations, sufficient 
air escaped into the subcutaneous tissues to cause the symp- 
‘toms described. I may add, however, that there are no evi- 
‘dences of coarse emphysema in our patient. 

: “FRANCIS WORTHINGTON, 


** Lowestoft.” 
; cre 
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The above appeared in the British Medical Fournal of 
January 29th, 1876. 

The following case appeared in the Lancet at the com- 
mencement of this year :— 

“L. T.—A young lady of delicate constitution and very 
spare habit, in labour of her first child, summoned me to 
her assistance. On my arrival I found the first stage well 
nigh completed ; all going on rapidly and comfortably. 

“In due course expulsive pains commenced, but of an 
ordinary character. Very few had been borne, however, when 
‘my patient remarked ‘see how my face is swelling ; and 
surely enough it was, and went on swelling to such an 
extent that in a few minutes both eyes were completely 
closed, and the whole of the cellular tissue of the face, chest, 
and arms became rapidly distended with air. In the space 
of half an hour the distension was so great as to render 
the upper half of the body double its natural size, identity 
being almost destroyed. The perineum being a very rigid 
one, and the pains’ strongly expulsive, I could’ not artifi- 
cially expedite delivery without risk of considerable lace- 
ration, so I allowed labour to terminate naturally, which, 
considering the resistance to be overcome, was somewhat 
rapidly accomplished. Great oppression of breathing and 
troublesome cough were complained of for two or three days ; 
but the air became gradually absorbed, and at the end of a 
fortnight the whole had been removed, no crackling being 
felt on pressure at any point, and I left my patient quite 
well. 7 

“T offer no explanation as to how the air made its way into 
the cellular tissue ; but the condition was quite novel as far 
as my experience (of over 2000 midwifery cases) is con- 
cerned. 


“(A. PRINCE, LRG Pigken 
‘Dudley Grove, Paddington.” 


The other case is that of Dr. Depaul—viz., “ Lungen em- 
physem durch mechanische Zerreisung des Lungengewebes 
bei der Geburt.” Von Dr. Depaul, Gazette de Paris, No. xliv., 
1842. 
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A woman with narrow pelvis and hydrocephalic child. 
Suddenly during labour the respiration became short and 
laboured, and the pulse 140. The face a bluish-red ; she 
complained of great headache, unusual anxiety, and a strong 
desire to be bound up. Died on following evening. Autopsy: 
“Die lungen fiillen die ganze Brust aus, bedecken fast das 
Herz, fallen nicht zusammen, und sind von einer merk- 
wurdigen Leichtigkeit.” 

Then he gives a description of the dladder-like appearance 
of different parts, and goes on: “Aehnliche Falle moégen 
wahrend des geborens sich oft ereignen ohne eine richtige 
erklarung zu finden; man supponirt mit unrecht eine 
erschopfung der Krafte, einen Newenschlag.” 

I believe that there is absolutely nothing else recorded of 
this complication occurring during parturition. 


Reports of Hospital Practice, 


Pere LOS A 


CASE OF PELVIC CARCINOMA. 
Under the care of HENRY GERVIS, M.D. 


THE following case presents features of sufficiently excep- 
tional interest to render it, I think, worthy of record. 

S. E., aged forty-one, was admitted into St. Thomas’s Hos- 
pital, July 23rd,1875. She had had five children, the youngest 
six years ago, and subsequently she had had one miscarriage. 
Her family history was bad: her father had died of “internal 
tumour,” and her mother had “ cancer of the cheek” and died 
of phthisis. She herself had enjoyed good health, with the 
exception of three attacks of acute rheumatism, up to about four 
months previous to her admission. She then, during a cata- 
menial period, was seized with severe pain in the lumbar and 
sacral regions and rigors, The pain continued for a week and 
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then ceased, but returned at the next period in May, again 
ceasing with the period. In June, when the catamenia re- 
turned, the pain again returned, and with it she now 
experienced much difficulty in micturition and in defecation, 
with distressing tenesmus both of bladder and rectum ; of 
the rectum so much so that a considerable prolapse of the 
bowel took place, and had recurred at intervals since. 
From that time to the present she had been under medical 
care in the country. A week before her admission she had 
been for a day or two (she said) unable to pass any water ; 
then suddenly she passed a very large quantity involuntarily 
in her bed, and since then it had been constantly dribbling 
away. The bowels were confined. 

State on Admission—She was much emaciated, and 
extremely weak. Her aspect was one of much suffer- 
ing. Her complexion a dingy yellowish-brown ; her 
conjunctive icteric ; her tongue red and glazed. On exami- 
nation of the abdomen it was found flattened, with much 
rigidity of the recti, but with a singular looseness of the 
integument. There was a good deal of tenderness on 
pressure in the epigastric and supra-pubic regions, and she 
complained of frequent pains of a “ grinding” character in 
the lower abdomen. Heart and lungs normal. P. 120, 
very feeble ; T. 98°°8. On examination of the vagina, the 
entire circumference of its lower two-thirds, or rather more, 
was found covered with a thick dark-grey membrane, in 
some places partially detached, and where detached present- 
ing beneath a raw-looking but smooth surface. There was 
apparently no similar lining to the urethra, but around its 
orifice was a patch of the same character, and pus issued 
from it on slight pressure. The urine was constantly 
dribbling away. So far as could be ascertained at this first 
examination the uterus and upper part of the vagina were 
healthy, but the uterus was fixed, and the vaginal walls felt 
rigid. There had been no action of the bowels for some 
days. There was complete loss of appetite. The vagina 
was directed to be syringed with carbolic-acid lotion. 
Quinine, in large doses, and opium were given as medicines, 
and a generous diet, with wine. On the 27th it was found 
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on examination that the membrane about the vaginal orifice 
and two or three patches which had existed on the vulva and 
near the urethra had disappeared, leaving a red abraded sur- 
face, but that which lined the vagina was still adherent. 
Her general condition was much the same, but although 
she had gained some little power of retaining urine, it 
escaped from her if the catheter were not frequently used. 
The bowels had been opened by an enema. Appetite 
no better. Pulse very weak. ° 

29ti—The slough has almost disappeared from the 
vagina. In the anterior wall of the vagina and about the 
base of the bladder a good deal of hard nodular deposit 
can be felt in the submucous tissue...She can now retain 
her urine to the extent of nearly five ounces. Urine con- 
tains mucus, but no pus. 

Aug. 2nd.—The vaginal surface is now entirely free from 
the membranous slough which had covered it, and the surface 
is red and smooth, and but little. abraded. The uterus 
appears healthy, except for its fixation, and on examination 
per rectum there was found behind and around it much 
deposit of a similar character to that detected in the anterior 
wall of the vagina. She has become somewhat deaf, and 
there is much difficulty in getting her to take her food. 
She has frequent sickness. Bowels confined. 

5 ¢#.—From this date to her death on the 12th her condi- 
tion was one of progressive exhaustion. At the post-mortem 
a dense mass of cancer was found at the base of the bladder 
and around the urethra. The vagina.was thickened with 
cancerous deposit all around, except in about its upper 
fourth, which was healthy. The uterus was perfectly healthy. 
Both ovaries were enlarged and indurated with cancer, 
especially the left, and both, with their Fallopian tubes, were 
adherent to the sides of the uterus. The walls of the 
stomach were infiltrated with cancer, but there was no dis- 
tinct mass which could be felt through the abdominal wall. 

This necrosis of the mucous membrane of the vagina for 
three-fourths of its extent, without any coincident necrosis of 
the cancerous deposits or ulceration of the deeper tissues, 
appears to me an occurrence of sufficient rarity to make it 
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worthy of record. When admitted, the case was looked 
upon momentarily as one of vaginal diphtheria, and seeing 
that the uterus could be felt to be apparently healthy, and 
that it was difficult, from the presence of this quasi false- 
membrane, to ascertain much of the condition of the vagina, 
the opinion was not, perhaps, unreasonable. But when on 
its partial removal the nodular deposit of cancer was detected 
in the anterior wall of the vagina, and by rectal touch the 
uterus was found to be fixed by similar deposit around it, 
the slough of the vaginal mucous membrane was looked upon 
as a sequela of the pelvic cancer, and the prognosis became 
at once unfavourable. 


Notices and Acbiews of Hooks. 


The Student's Guide to the Practice of Midwifery. By VD. 
LLOYD ROBERTS, M.D., M.R.C.P. Lond., Physician to’ 
St. Mary’s Hospital, Manchester, &c. London: J. & A. 
Churchill. 1876. Pp. 299. 


THIs little work appears opportunely to supply a real need. 
Having access to the works of Barnes, Leishman, and 
Schroeder, the advanced student need not want for a scientific 
exposition of the most difficult questions of obstetrics, 
although he may often be perplexed by the contrary recom- 
mendations given on some important practical issues. But 
few of the shorter manuals in common use adequately re- 
present the stage to which the science has now advanced. — 
The book before us is in a print pleasant to read, and is well 
supplied with excellent illustrations, several of them after 
Barnes and Braxton Hicks. All practical points are lucidly 
explained, and reference is made to the latest teaching of 
the most eminent authorities. But containing only 299 
small pages, the scope of the work is necessarily a very 
limited one, and there is no space for the elucidation of 
abstruse points of physiology and pathology, or detailed dis- 
cussion of controverted questions of practice. . 
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On looking over the book to see what Dr. Roberts's 
teaching is on some matters as to which opinions still differ, 
we find that as to pelvic measurements no mention is made 
of external pelvimetry, and the two instruments recom- 
mended are, that of Dr. Greenhalgh, to assist the forefinger 
in estimating the conjugate diameter, and the pelvimeter of 
Dr. Lumley Earle. With regard to the physiology of men- 
struation, it is stated that the uterine mucous membrane be- 
comes congested and tumefied during the period. The view 
of Pouchet, Tyler Smith, and Williams, that the mucous 
membrane exfoliates at each menstruation, is mentioned, but 
without approval, and more sanction is given to the idea 
that there may be permanent communications between the 
capillaries and the utricular glands, closed during the intervals 
by muscular contraction. In the account of the anatomy of 
the placenta, the intervillal spaces are described as part of 
the maternal blood system, formed by coalescence of the 
tortuous vessels, the villi being ultimately covered by one 
membrane only. Reference is made, however, to the con- 
trary view of Dr. Braxton Hicks. 

There is one point on which we think that Dr. Roberts’s 
explanation will be somewhat perplexing to students, and 
that is with regard to the five time-honoured movements of 
the foetal head. For he enumerates obliquity, as well as 
flexion, rotation, extension, and restitution, but he explains 
only an occipito-frontal obliquity, which is the same thing as 
flexion. And though he states that the sagittal suture 
divides the os uteri unequally, he makes no allusion to the 
existence or non-existence of the lateral obliquity, as described 
by Naegele. Passing on to more practical matters, the author 
does not sanction the treatment of placenta previa by 
rupturing the membranes, and recommends, for the great 
majority of cases, the performance of version, as soon as the 
os is sufficiently dilatable. In extra-uterine pregnancy, gas- 
trotomy is suggested after rupture of the sac, or if the cyst 
has become attached to the abdominal walls, and the patient 
is suffering from the irritation, or pyemic symptoms. The 
author advises also the removal of the placenta, if it can be 
accomplished without much difficulty, although allowing that 
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the balance of opinion is against this. Among the indica- 
tions for the application of forceps, uterine inertia is included, 
but not rigidity of the os. In pelvic contraction it is recom- 
mended to make trial of version, if practicable, before having 
recourse to craniotomy, but never to select this operation 
when it is possible to extract by forceps. It is directed that 
short forceps should be applied to the sides of the head, and 
long curved forceps also, if these are used when the head is 
low in the pelvis. For extraction after craniotomy the 
cephalotribe is considered to be far preferable to the crotchet 
or craniotomy forceps. It will thus be seen that there are 
some. points, chiefly theoretical, on which Dr. Roberts's 
teaching may be open to criticism, but we can recommend 
the book as being admirably fitted to fill the place at which 
it aims—-namely, to serve as a short manual for students, 
which may be of use also to busy practitioners. 


Abstracts of Societies’ Proceedings. 





OBSTETRICAL SOCIETY OF LONDON. 
Meeting, March 8th, 1876. 


WILLIAM OVEREND PriestLry, M.D., F.R.C.P., President, 
in the Chair. ee 


THE following gentlemen were elected Fellows of the Society :— 
David Finlay, M.D.; Litton Forbes, L.R.C.S.; Ed. Geo. E. Herman, 
M.R.C.P.; Henry J. Lanchester, M.D.; Geo. H. Lilley, M.R.C.S. 
(Coventry); Henry A. Lovett, M.R.C.S. (Worcester); A. D. L. Napier, 
M.B. (Fraserburgh) ; and C. S. Redmond, L.K.Q.C.P. Ireland. 

A report by Drs. GALABIN and CHALMERS on the latter’s specimen 
of extra-uterine foetation was read. The conclusion arrived at was 
that the bones were portions of a foetus, the remainder of which had 
escaped either by the rectum or vagina, and that the ovum must 
have become fecundated in the ovary, and have been developed in 
the cellular tissue in its neighbourhood. . 





Specimen of Myxoma in a Fetus impeding Delivery. 


Dr. Hayes exhibited for Mr. B. White, of Twickenham, a foetus 
which had presented by the brow. Forceps were applied, but failed 
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to effect delivery. The left frontal eminence was perforated, and 
the head brought down, when a further obstruction was discovered 
by a large tumour near the shoulder extending from the sternum 
nearly to the vertebral column. On opening it some sero-sanguinolent 
fluid escaped, and delivery ensued. It seemed to be a mucoid 
degeneration, probably a myxoma originally. The parts were being 
frozen for subsequent examination. 

The PRESIDENT remarked that in external aspect it resembled an 
enormous nevus he had once seen with Sir James Paget occupying 
the dorsal and cervical regions. It was not sufficiently large to 
obstruct delivery. The child was now living, and the mass shrivelled. 


Rectal Protruder. 


Dr. AVELING exhibited an instrument he had designed for everting 
the anterior wall of the rectum by pressure on the posterior wall of 
the vagina when the resistance was unusually great, or when to 
facilitate any operation the protrusion had to be kept up for some 
time. It consisted of a bulb with a stem bent at right angles two 
inches from the bulb. 


The PRESIDENT announced. that Dr. Arthur Farre had sent a 
further instalment of casts illustrating the condition of the uterus after 
delivery at various periods. A brief description of the ten specimens 
exhibited was read. ‘The first represented the interior of the uterus 
in a woman who died during labour, probably from hemorrhage. 
The second and third, the external and internal appearances of a 
uterus of a woman who died twenty-four hours after delivery at the 
eighth month. The remaining specimens illustrated the condition of 
the uterus at more advanced stages after labour, showing the placental 
site and various stages of involution. These constituted but a small 
portion of the collection which Dr. Farre had presented to the 
Society. . 

Dr. GraILy Hewirr thought this the proper occasion for moving a 
formal resolution of thanks. It was a rare thing for such a gift to be 
presented to the Society, and he proposed a cordial vote of thanks to 
Dr. Farre for his valuable gift, which Dr. Murray seconded, and 
hoped the Society would soon have a room large enough to receive 
the collection. | 

The resolution was carried by acclamation, 


Report on certain Causes of Death in Ewes during and after Parturition, 
with Notes on the “ Navel Ill” in Lambs. 


By JONATHAN Hurcuinson, F.R.CS. 


This was a long and interesting communication, in which the 
author recounted his experience during the !ast three seasons.. The 
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results seemed to prove that the death of the foetus’ before delivery 
was of far more serious consequence in sheep than in the human 
subject, and also that it was far from an infrequent one; the lamb 
after death appearing to become a cause of metritis, and there being 
little tendency to its expulsion. When metritis occurred it was apt 
to run a rapid course, gangrene often ensuing, during which rupture of 
the walls often took place. Peritonitis and pyzemia not infrequently 
occurred in connexion with metritis. Puerperal metritis and peri- 
tonitis, or the consequent pyzmia, seemed to be invariably accidental, 
so to speak, and not the result of contagion. ‘They occurred in 
animals treated in the open air, and yet ran a course almost precisely 
similar to the parallel maladies in the human subject. Ewes during 
lactation seemed liable, by the use of an improper article of food, 
cotton cake, eg., to a sort of idiopathic tetanus, which the same 
article of food showed no tendency to produce in lambs, hoggets, and 
undelivered ewes. Lastly, young lambs were liable, quite indepen- 
dently of any known source of contamination, to the occurrence of 
purulent phlebitis of the umbilical vein, with the consequent pheno- 
mena of pyeemia, a fact which gave strong support to what Mr. Hut- 
chinson believed to be the true hypothesis of all pyzemia strictly 
so called. 

Dr. CooPER Rose referred to the salutary effects of opium in sub- 
duing pain and spasm in sheep. Many ewes died after lambing from 
what was called straining. ‘This he believed to be analogous to after- 
pains, which, if neglected, led in the sheep to metritis, exhaustion, 
anc death. In 1853 he advised a friend who had lost several sheep 
‘from this symptom -to try two-drachm doses of laudanum in warm 
gruel every two hours. ‘This had the effect of entirely curing the 
disease ; all the sheep which were subsequently attacked, with one 
exception, being saved. In order to eliminate all sources of infec- 
tion, he would like to know whether the land had been manured by 
sewage or artificial manures. 

Dr. PLAYFAIR said it would be difficult to over-estimate the value 
of such a paper. It would be well if others would follow Mr. Hut- 
chinson’s example. His conclusions as to contagion having nothing 
to do with the disease seemed hardly justified prima facie, and it 
would be interesting to know if Mr. Hutchinson had really eliminated 
the possibility of the disease having been conveyed to the affected 
ewes. ‘There were many points that forcibly reminded one of the 
epidemics of puerperal fever occasionally occurring in limited localities 
or in the practice of one man. In Mr. Hutchinson’s series the first 
case of all was clearly a case of autogenetic septicaemia, a piece of 
placenta being found in utero after death. Was it not possible that 
the epidemic was started by this case, and conveyed to the other ewes 
by the shepherd or in some other way? 

Dr, Snow Beck, in further illustration of the subject, had brought 
forward some specimens of uteri removed from sheep which had died 
after lambing. These he had carefully examined under water, They 
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were large, flabby, and uncontracted, but otherwise all the tissues 
were perfectly healthy. He had failed to detect any appearance of 
inflammation, nor were there any coagula in the veins. On laying 
open the uterus the inner surface was seen to be covered by a copious 
dirty reddish-yellow purulent-looking fluid, which when washed away 
left the surface flocculent and shaggy, as is usual. Some of the veins 
were found to be filled with a similar fluid to that seen on the internal 
surface of the uterus, but the coats of the veins were healthy. On 
injecting air into these veins, it traversed the sinuses in the walls of 
the organ, and escaped by openings previously concealed, at the 
points where the cotyledons of the placenta had been situated, leading 
to the conclusion that the fluid from. the interior of the uterus had 
been taken up by these veins, owing to the flabby, uncontracted con- 
dition of the uterine walls, and conveyed into the general circuiation, 
in the same manner as in the human female after a miscarriage or 
parturition. The further changes generally found in the human sub- 
ject were not observed in the ewe, owing to the animal being killed at 
an early stage of the affection. 

Dr. WiLTsHIRE thought that there might perhaps be something 
poisonous in the pastures in which the ewes were grazing, and was 
struck with the suggestion that Mr. Hutchinson attributed the mortality 
among his lambing ewes to the use of cotton cake. In America, 
and especially among negresses, cotton root is used as an aborti- 
facient. ‘The symptoms were markedly tetanic. Was there any ele- 
vation of temperature? Was the saliva of the mother poisonous 
through nibbling the umbilicus of the lamb in the disease called 
“ navel ill,” as it is in hydrophobia ? 

br AVELING thought Mr. Hutchinson’s paper very valuable. He 
would remind the Fellows that Harvey, the father of British obstetrics, 
gained a great deal of his obstetric knowledge from the numerons 
and accurate observations he made upon Sect and parturition 
in the deer. He thought our knowledge might be extended by 
studying the parturient p-ocesses of puerperal disorders and diseases of 
the female generative organs in animals. _~ 

Dr. Gratty Hewrrr said that when attached to the British Lying- 
in Hospital he had. noticed a condition analogous to that spoken of 
by Mr. Hutchinson as navel ill. He remembered reading a tract pub- 
lished some years since in which ‘the connexion between morbid pro- 
cesses at the’ navel and icterus of new-born children with distinct 
affection of the liver had been noted. 

Mr. HurcHinson inquired whether the patients generally recovered 
when jaundice was marked, or whether the cases ended fatally with 
symptoms of pyzemia. 

The PresipDENT inquired whether the young lambs suffering from 
navel ill belonged to the ewes affected with tetanus, and whether 
the lambs chembelves showed any symptoms of tetanus. Dr. Osborne 
and Dr. Blair had contributed valuable information to the subject of 

the diseases and complaints of the lower animals from parturition, 
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Dr. Epis thought that in the first year’s experience recorded by 
Mr. Hutchinson, the suggestion offered that the high ratio of difficult 
labours may have been incidental to the breed. The attempt to 
obtain large animals by crossing the breed was in all probability the true 
explanation of the mortality. This was a well-recognised fact among 
sheep farmers, who were always careful to avoid placing rams of a larger 
breed with ewes than experience warranted, for this very reason. 
As to “the death of the foetus before delivery being a far more serious 
occurrence in sheep than in the human subject,” this might be 
explained by the greater apathy among shepherds, owing to their © 
attention being divided among so many, than is the case with 
medical men, who, in addition to special knowledge, individualize 
their cases, and where death of the foetus occurs before labour induce 
delivery at once, before any ill results from decomposition or putrid 
infection have had time to take place ; but where this has been neg- 
lected, septiceemia is by no means infrequent. A case occurring in a 
dog ulustrating these views was given. 

Dr. Braxton Hicks stated that in an epidemic of puerperal fever 
in Paris the children were affected by peritonitis. It would be 

‘interesting to know how far this was in connexion with pyzemic 
origin. There was unquestionably some relation between septicaemia 
and this condition. | 

Mr. HutTcHINSON, in reply, asked whether in the epidemics men- 
tioned by Dr. Hicks any distinct deposits were found in the liver from 
inflammation of the navel. He was surprised to hear children 
suffered so. In all his lambs which died of the navel ill, pyzemic 
deposits were invariably found in the liver. The lambs affected were 
not solely from sheep suffering from tetanus. There was no associa- 
tion between the two as far as he had observed ; the tetanus in the 
ewes was due to the food taken. In one lamb the navel was long, 
and had not been nibbled by the ewe. Many of the lambs had not 
been touched by the shepherd. Dr. Playfair had suggested that the 
cases were possibly those of peritonitis, pyeemia, and metritis, analo- 
gous to puerperal fever in the human subject ; that the first case was 
autogenetic and the others from contagion. The details given showed 
that any supposition of that sort was out of the question, the dates 
- showing that the cases occurred at considerable intervals from each 
other. In several it seemed due‘to the retention of a dead lamb 
before delivery. It was puzzling to explain how one year there were 
many deaths and another none. He had no reason to believe the 
inflammations of the uterus had any relation with each other. They 
seemed to arise of themselves and from independent sources. As 
regards tetanus he had not seen any case among the lambs; and as 

‘to the influence of food he thought this had little to do with it, as last 
' winter the ewes were fed on cotton cake, but there were no cases of 
‘inflammation. The disproportion in the size of the lambs to the 
maternal passages, he considered a very important point. 
‘Dr. Cooper Rose wished to ask one question—viz., whether the 
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Jand was manured by artificial manure ; to which Mr. HUTCHINSON re- 
plied that the ewes were on turnips, not on grass, and that manure 
had been used. . 

Dr. WILTSHIRE inquired whether there were any yew trees about ; 
to which Mr. HurcuInson replied in the negative. 


MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH. 
| | Meeting, February 2nd, 1876. 
Dr. GILLESPIE, President, in the Chair. 


Dermoid Tumour of the Ovary. 


Dr. Fou.is showed a dermoid tumour of the ovary. The tumour 

was removed, by Dr. Thomas Keith, from a girl aged thirteen. The 
girl was very tall, and had an unusually large quantity of black hair 
on her head, about the genitals, and on the pubes. She had never 
menstruated. ‘The tumour consisted of one large cyst, in which were 
a number of secondary smaller cysts. In one part of the tumour a 
piece of the parent cyst, about six inches square, presented on its 
‘inner surface an appearance very similar to the skin on a person’s 
forehead, and it was covered with numerous minute soft hairs. In 
different parts of the tumour locks of black hair, three or four inches 
in length, grew from the epithelial surfaces of some of the smaller 
cysts, and several pieces of bone could be felt embedded in the sub- 
stance of the tumour. Dr. Foulis considers that such structures— 
viz., hair, bone, teeth, &c., in the ovary—have nothing whatever to 
do with abortive foetal developments, as some have supposed, but 
that they are peculiar connective-tissue growths derived from the 
stroma of the ovary. 

Dr. MatrHEws Duncan read a paper on the alleged occasional 
epidemic prevalence of puerperal pyzmia or puerperal fever, and of 
erysipelas. He said that the prevalent, if not the universal opinion, 
still was, that both puerperal fever and erysipelas do prevail epi- 
demically at certain times. In proof of this he quoted a paragraph 
from the recent address of Dr. Priestley to the Obstetrical Society of 

- London, in which he brought forward the authority of Hirsch, of Dr. 
Robert Ferguson, and of Dr. Fordyce Barker, as affording undoubted 
evidence of the epidemic character of puerperal fever, and also 
referred to erysipelas as being undoubtedly and frequently epidemic. 
No attempt, however, had been made by any one to demonstrate 
the truth of the common assertion, and Dr. Duncan felt called 
upon to try to prove the negative. The evidence he adduced was 
based upon the statistics of the mortality of London from 184% to 
1874 inclusive. It was arranged graphically in diagrams, in which 
lines were drawn to represent the rise and fail in the mortality of the 
- several diseases. Correction was made for the increase of population 
by the reduction of the mortality to the population of 1874. 
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Diagram I. represented the yearly mortality of London from cholera, 
small-pox, scarlatina, puerperal fever, erysipelas, and rheumatism. Rheu- 
matism was chosen as a disease, acknowledged not to be epidemic, 
whose average mortality was similar to that “of puerperal fever. ‘The 
great epidemics of cholera, small-pox, and scarlatina were easily seen 
by the eminences of their outline, while rheumatism, erysipelas, and 
puerperal fevers showed only moderate undulations. ‘Thus the 
maximum mortality both of erysipelas and puerperal fever was 3 times 
the minimum mortality, the maximum of rheumatism was 12 times, 
and that of bronchitis 2? times the minimum. On the other hand, 
the maximunf mortality of scarlatina was 11} times, that of small- 
pox 146 times, and that of cholera 370 times the minimum. In 
Diagram II. the zero line was taken as the mean mortality of the various 
diseases compared ; and, with a view to destroying the imposing 
influence of mere numbers, the actual figures were not represented, 
but only the percentages above and below the mean. ‘This figure 
afforded a better means of comparison, and showed a marked contrast 
between the behaviour of epidemic diseases, such as cholera, small- 
pox, and scarlatina, and diseases not epidemic, such as erysipelas and 
puerperal fever. It was to be remarked that this diagram revealed a 
closer correspondence between rheumatism and puerperal fever 
than between erysipelas and puerperal fever. In order to follow 
out fully the comparison with scarlatina, Diagram III. was drawn 
up, representing graphically the mortality from scarlatina, puer- 
peral fever, erysipelas, and rheumatism in each week of the years 
1868 to 1876 inclusive. While the weekly mortality of scarlatina 
varied from 3 to 245, that of erysipelas varied from o to 26, that of 
puerperal fever from o to 19, and that of rheumatism from o to 27. 
Such a variation as from o to 26 is not greater than is found in other 
non-epidemic diseases besides rheumatism, or than might be expected 
from the theory of probabilities to occur in them. This table also 
afforded very strong evidence, although not proof, against the often 
alleged alliance between scarlatina and puerperal fever. No increase 
whatever in the mortality of puerperal fever was shown at the time of 
the greatest scarlatina epidemics, such as those of 1869 and 1870. 
Then all the combined accoucheurs of London did not increase the 
amount of puerperal fever among their patients by attending 
scarlatina and child-bed cases simultaneously. Dr. Duncan con- 
sidered that he had thus proved that puerperal fever and erysipelas 
are not the subjects of epidemic prevalence, the only possible flaw in 
the demonstration being found in the improbable supposition, that 
although the diseases have an epidemic character, there has been no 
epidemic i in London since registration was commenced. 

The PRESIDENT said that the Society was much indebted to Dr. 
Duncan for his able communication on such an interesting subject. 
He was convinced that the non-epidemic nature of puerperal fever 
and erysipelas had been thoroughly shown. The statistics brought 
forward were so large, and extended over such a long period of. time, 
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as to be perfectly trustworthy. He believed that the error arose from 
people mistaking what an epidemic was. The statistics showed, that 
the fact of there being a large number of cases did not prove any 
epidemic nature. The last table given—viz., that on the influence of 
season on puerperal fever, erysipelas, and scarlatina, demonstrated 
_how much the first two differed from the last, All knew the popular 
dread of these three diseases when a midwifery case was under treat- 
ment. He doubted, however, from what Dr. Duncan had brought 
forward, if this fear was well grounded. 

Dr, BALLANTYNE had paid some attention to the literature of 
epidemics in general, and out of four or five hundred epidemics, the 
details of which he had examined, he could only find two of puerperal 
fever. Neither of these had any connexion whatever with scarlet 
fever or erysipelas. 

Dr. TayLor thought that Dr. Duncan deserved a unanimous vote 
of thanks for his paper. The amount of labour required for such a 
production was enough to overawe all who knew anything about 
it, He thought, however, Dr. Duncan had failed in some respects. 
For instance, he had not defined the term epidemic, He indeed 
told them what it is not—viz., not a mere increase of frequency, 
but had not defined what an epidemic really is. There were 
necessarily fallacies in all statistics, and in the present case one 
special fallacy was that the statistics were based on the death-rate. 
There were, however, often epidemics without many deaths, and 
erysipelas was peculiarly one of those. No one regarded it as a 
deadly disease, and probably not one case in seven proved fatal. 
Hence, statistics based upon the death-rate of such a disease must 
necessarily be fallacious. Dr. Duncan’s reasoning seemed also to 
be at fault when he assumed that because we never had a great 
epidemic of certain diseases, therefore they were not epidemic in 
their nature. He might as well argue that because a stickleback 
is not a salmon, therefore it is not a fish. His own siatistics show 
_ that in 1860 (?) erysipelas raged far more virulently than in the 

few years which preceded or followed it, and without any explain- 
able cause. That year, therefore, we had an epidemic of it, although 
asmall epidemic. A few weeks ago Dr. T. was, at the same time, 
attending cases of erysipelas in three widely separated districts in 
Edinburgh. The disease broke out simultaneously, without any 
possibility of intercommunication or contamination, and he believed 
that many of his professional brethren had also cases at the same 
time, also without contagion or infection to propagate them. That 
looked very like an epidemic on a small scate, yet the death-rate was 
not affected by it. As to the relation between scarlatina, puerperal 
fever, and erysipelas, he believed that Dr. D. was right in his opinion 
as regards the non-identity of the poisons, and he had recently been 
attending a case which brought out some interesting facts relating 
to this. The patient was a woman in her third confinement, one of 
whose children had at that time scarlet fever, No bad effects followed 


Pree NV 11. VOL. IV. D 


34 Abstracts of Societies Proceedings. 


in the mother’s case, although the child slept with her. Then another 
of the children was attacked, and finally the baby. At the time of 
the fourth confinement of the same patient, the father was seized 
with erysipelas; but just as in the former case, no bad results followed 
as far as the mother was concerned ; and had it been possible for 
either erysipelas or scarlatina to convey puerperal fever, she could 
hardly have escaped, 

Dr. Bruce said: I have listened with great pleasure to the paper 
read: by Dr. Duncan to-night. I would wish to make some remarks 
from a practical point of view, having been actively, and I may say 
extensively, engaged in midwifery practice during the last twenty 
years. I have often heard about epidemics of puerperal fever occur- 
ring at different periods, but have never observed anything of the 
kind in my own practice. I have had comparatively few cases of 
puerperal fever, and do not remember of ever having had more than 
one or two in close succession. ‘The nearest approach to anything of 
the kind I ever had happened in July, 1874, when, during the course 
of one week, out of eight confinements there was some amount of 
fever present in no less than seven. One patient died of well- 
marked puerperal fever; one turned out to be a case of pelvic 
cellulitis, which ended well; the others were more or less of an 
ephemeral nature, lasting only for a few days, without presenting any 
urgent symptoms, yet, under the circumstances, giving rise to some 
anxiety. It is worthy of mention that scarlet fever was very prevalent 
at the time, but I am not aware that other practitioners had a run of 
similar cases. The mere fact, however, of these cases occurring 
almost simultaneously, by no means proves anything of an epidemic 
character, as I myself might have been the medium of communication. 
The result of my experience leads me entirely to,coincide with Dr. 
Duncan in his opinion that there is no such thing as an epidemic of 
puerperal fever. 

Dr. ANGus MacponaLD believed that the tardiness in criticism 
was not due to any want of interest in the paper; but rather to a 
sense of the enormous amount of work it involved, causing a feeling 
of difficulty as well as of diffidence on the part of the members in 
criticising such merit.” He thought it was certainly one of the ablest 
papers ever brought under the notice of this Society since his con- 
nexion with it, and one that would do more to clear the minds of 
obstetricians than all the discussions in the Obstetrical Society of 
London last year, or the voluminous writings published within the 
last eighteen months. After Dr. Duncan’s demonstration, he did not 
see how any ingenuous mind could escape from acquiescing in the 
accuracy of the results so ably stated and fairly deduced. He had 
been specially struck with the latter quality in reference to the sugges- 
tion of the possible fallacy, that in the twenty-seven years from which 
Dr. Duncan had gathered his data, there might have been no 
epidemic of puerperal fever in London. But in that case we may 
fairly conclude that no epidemic of this disease is ever likely to 
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appear. The whole question had very: important bearings as to 
obstétricians. If any man entered on obstetric practice with the idea 
of puerperal fever being epidemic, then he would be very often 
tempted to neglect the due care of such cases when they happened 
to occur in his practice (and there was no obstetrician of large expe- 
rience who did not occasionally meet them), and allow them to die un- 
aided rather than run the risk of causing the death of his other 
patients, This idea of the infectiousness of puerperal fever was often 
extravagantly put—viz., that an obstetrician absorbed in some way or 
other the puerperal fever poison into his system, and might give the 
disease two or three months afterwards to a woman in labour through 
his secretions, so that there was no security as to the period when an 
obstetrician who had the misfortune to meet with such a casé in his 
practice might safely return to duty. If, however, he only believed 
in its contagiousness being similar to that of other putrid diseases, 
then, by means of care, cleanliness, carbolic acid, and Condy’s fluid, 
he would be able to attend puerperal fever or scarlatinal cases without 
resigning his practice for two or three months. He did not believe 
that there was any more risk in obstetricians attending puerperal 
fever cases than in surgeons attending erysipelas ones, if they trusted 
like the latter, to cleanliness and disinfectants. ; 
Professor SIMPSON agreed with the previous speakers as to the 
high value of Dr. Duncan’s communication. It was the more valu- 
able, too, because it had come at a time when the relation of the 


‘puerperal female to febrile disorders was demanding attention. If 


he might have asked for any definition, it would have been for a de- 
finition of puerperal fever, For it was a wide term, and comprised a 
considerable number of febrile conditions. He thought this was 
important; but it did not invalidate Dr. Duncan’s results. He _ be- 
lieved that scarlet fever was more dangerous to a puerperal patient 
who had not previously had that disorder than to one who had before 
suffered from it. This would explain the result in Dr. Tayloy’s case. 
And, in addition, they could not draw conclusions from negative 
observations. As to the connexion between puerperal fever and 
erysipelas, it would be a mistake to conclude, from the non-identity 
of the maximum of each disease, that it was perfectly safe to attend 
a woman in her confinement after attending a patient with erysipelas. 
He had always wondered that those who alleged that puerperal fever 
was epidemic had not brought forward statistics. He had recently 
been reading Lusk’s work on Puerperal Fever in. Bellevue Hospital. 
New York, and had come to the conclusion from it that puerperal 
fever was not epidemical, but was due to nurses, &c., being the 
media. Such could be seen in any hospital. During the last three 
months the conditions in the Maternity Hospital of their own city 
were unhealthy. Thus, one patient, admitted in her eighth month, 
died after her confinement of scarlet fever. She was removed to the 
infirmary, but although the child died none of the other women were 


affected. They had, however, given each of them doses of sulpho- 
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carbonate of soda. In three other cases, where there were respec- 
tively double pneumonia, pelvic cellulitis, and measles, there was no 
connexion whatever in the way of an epidemical relationship, and no 
bad effects followed as regards the other patients. If, however, 
these had suffered from no previous attacks of scarlatina or measles, 
the effects might have been serious. 

Mr. CHIENE would have liked to start with some definition of an 
epidemic from Dr. Duncan, although he was not prepared to give 
one himself. He wished, however, to put this query: Is it not 
necessary in such an inquiry that we should, for a true comparison, 
have the numbers of those liable to each disorder? He believed 
there was a fallacy in Dr. Duncan taking all the population as being 
in all cases liable to the diseases, the epidemicities of which were 
compared in the tables. Thus, in regard to cholera, all the population 
were probably liable, and therefore the curves were. right. But the 
curve of scarlatina was not, simply because the whole population were 
not liable to scarlatina. The same was the case in regard to puerperal 
fever. 

Dr. ARTHUR MITCHELL asked in what light Dr. Duncan regarded 
the seasonal exaltation of the mortality from puerperal fever in Octo- 
ber and November. The average of thirty years showed this 
exaltation to be emphatic. This involved the frequent, if not con- 
stant, occurrence of the same phenomenon among the individual 
years which made up the thirty. Otherwise there must have happened 
in some one or two of the years a very unusual exaltation, but it had 
been shown that nothing of this kind had taken place. He asked 
if these steadily recurring seasonal exaltations of the death-rate from 
puerperal fever were to be regarded in the light of periodic 
epidemics. In the case of deaths from the disease in question, he 
thought the seasonal increase strongly and sufficiently marked ; but 
it would be easy to find a disease—diarrhcea, for instance—in which 
the seasonal intensification of the death-rate was vastly more pro- 
nounced, and, at the same time, absolutely steady from year to 
year. The difference, indeed, between the mortality from diarrhoea 
in the cold and in the hot months of almost every year was as great 
as the range between whole years of lowest and highest fatality from 
diseases which we commonly regard as violently epidemic. Are 
we then to treat the annual prevalence of diarrhoea in July and 
August as an annual epidemic? It must be borne in mind that 
a curve for diarrhoea constructed for a series of years on the same 
plan as the curves for the diseases in Diagrams I. and II., would be 
a steady curve showing trifling fluctuations, and would entirely con- 
ceal the enormous disturbances which regularly occur within each 
of the years. This regularity of occurrence, Dr. Mitchell thought, 
took all these annual seasonal exaltations of mortality out of the 
region of epidemics. If so, since it may eventually be found, when 
we have observations extending over a much longer series of years to 
deal with, that great special morbilities, manifested in certain whole 
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years, are as steady and periodic in their appearance, and as readily 
accounted for, as great seasonal morbilities appearing more or less 
steadily within each year, we may be forced to the conclusion that 
there is no such thing as an epidemic—such, at least, as we under- 
stand it—a thing, that is, which presents itself at irregular and uncer- 
tain intervals, and without known cause. Dr. Mitchell concluded by 
expressing his great admiration of Dr. Duncan’s paper. 

Dr. TEMPLE WricHT thought Dr. Duncan had acted with caution 
in not giving a definition of the term epidemic. In his own expe- 
rience in India, alleged epidemics often turned out false. Dr. 
Wright then went on to give the results of his observations as 
to the effects of cold, damp, &c., on disease in tropical climates, 
and concluded by expressing his high appreciation of Dr. Duncan’s 
paper. 

Dr. M. Duncan was quite unable to criticise Dr. T. Wright’s 
excellent remarks, as he had had no experience of tropical diseases. 
As to the various effects of cold, &c. in these and other parts, he 
had, however, seen some excellent papers. Of these, one had been 
read to this Society, showing that below a certain latitude, heat was 
the great cause of increased mortality, while with us cold assumed 
this evil prerogative. He was not quite sure if he understood what 
Dr. Arthur Mitchell had said, but he thought he did. His (Dr. 
Mitchell’s) argument was best illustrated by diarrhoea. That disease 
had a tremendous curve-peak in July and August in London. The 
occurrence of that tremendous prevalence of diarrhoea could be surely 
predicted. It was annual. Further, its cause was known with at 
least a high degree of probability. Whether this yearly very great 
degree of prevalence should be called an “ epidemic” of diarrhea, 
he could not decide, for he knew of no trustworthy definition of that 
word. But whether it were so called or not, the case or thesis he 
(Dr. Duncan) wished to prove remained unshaken—as, indeed, Dr. 
Mitchell admitted it was; for the July and August diarrhoea was a 
regular yearly occurrence, and probably accounted for, and therefore 
not an ordinary epidemic. Besides, it had a decidedly epidemic 
character, in so far as its then prevalence was out of all proportion to 
its prevalence at other times. In all these important respects it had 
nothing in common with puerperal fever. ‘lhere was of this disease 
no extraordinary yearly prevalence at a particular time. No one had 
pretended to account for the imaginary epidemics of puerperal fever. 
The rises and falls in puerperal fever were never extraordinary, never 
beyond the range of a general yearly average, as was the case with 
diarrhoea. No disease was, indeed, better than diarrhoea for illus- 
trating the difference between puerperal fever and a disease of occa- 
sional extraordinary or epidemic prevalence. Every year, in the case 
of diarrhoea, there was proof of this particular kind of epidemic pre- 
valence. The prevalence of diarrhcea was, no doubt, seasonal, and. 
there was a seasonal prevalence of puerperal fever and of erysipelas, 
as Buchan and Arthur Mitchell had shown ; but the seasonal preva- 
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lence of these last diseases required the accumulated experience of 
thirty years to bring it out, and then not perfectly. This kind of 
prevalence was totally unlike any epidemic, whether of cholera, or 
scarlet fever, or diarrhoea. It was slight, not extraordinary, never 
going beyond the range of an average of the whole year. It had 
long been known and ascribed to the injurious influence of cold, and 
never confused with the imaginary epidemics, which he (Dr. Duncan) 
had shown never to occur, being mere imaginations. Moreover, if 
this seasonal variation were a sufficient source of epidemics in puer- 
peral fever and erysipelas, then all diseases were epidemic, as all 
had a seasonal variation; and this was a reductio ad absurdum. 
There was no accepted definition of the word “ epidemic,” and he 
was not foolish enough to make one, and run the risk of marring his 
demonstration. He had taken the practical plan—viz., that of 
comparing erysipelas and puerperal fever with undoubted epidemics 
and non-epidemics. The criticisms of Mr. Chiene were undoubtedly 
acute; but he had anticipated and answered them in his paper. 
The second diagram had indeed been drawn up expressly to avoid 
the fallacy attachable to large numbers. He had shown carefully 
that from 1871 to 1873 there was no epidemic of scarlet fever, 
and that when this disease is non-epidemic in the population, it 
affects nearly the same numbers as puerperal fever. As to the num- 
ber lable to puerperal fever, suppose it was five or six thousand, the 
popular opinion was that a very large proportion died in an epidemic, 
instead of it being as he had really shown. But he wished further 
to call Mr. Chiene’s attention to the fact that in the beginning of his 
paper he stated ‘that he recognised numerous errors and imper- 
fections in his statistics.” Mr. Chiene had only pointed out one 
of these. While the whole population was perhaps liable to cholera, 
perhaps not more were liable to scarlet fever than to puerperal 
fever. This, however, was one of the uncertainties or imperfections 
he would be delighted to get over. The remarks of some of the 
other speakers had borne out what was said of the philosophers of 
this country—viz., that they could not theorize without drawing prac- 
tical conclusions. He had been extremely amused with the philoso- 
phers of their Society jumping at once to practice, as his friends Dr. 
Macdonald and Professor Simpson had done, trying how best they 
could push his conclusions to their patients’ advantage. As to the 
rest of the speakers, he could only say, owing to the lateness of the 
hour, that he agreed with them where they agreed with him, but en- 
tirely differed where they did not. 
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OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, Fanuary 12th, 1876. 
PROFESSOR Simpson, President, in the Chair. 


Dr. Marryews Duncan exhibited a specimen of fibrous 
tumour of the round ligament. The tumour was of about the 
size and shape of a hen’s egg. It lay quite free in front of the night 
broad ligament. The night round ligament could be traced to its 
surface, where it ended in the capsule. Its pedicle was small, thick, 
about a quarter of an inch broad. ‘The structure of the tumour was 
that of a dense fibroid, with numerous cretacecus portions near its 
centre, and having a fibrous capsule from the round ligament. Dr. 
Duncan remarked that practically such a tumour was interesting, as 
it might be mistaken for the ovary, if felt during life. 

Dr. MatrHEews DuNCAN, In the absence of Dr. Linton, showed a 
preparation ef an entire ovum, in a case of partial placenta previa. 

Dr. BRUCE mentioned having attended a case of labour in which 
the umbilical cord measured thirty inches only, and yet was coiled 
three times round the infant’s neck. 

Dr. Bruce exhibited a six months’ anencephalous foetus, presenting 
the usual characteristics. The specimen had been preserved in the 
chloral-hydrate solution for a fortnight. with success. 

Dr. MatrHews Duncan then read a paper, entitled “ Against the 
Pendulum Movement in Working the Midwifery Forceps,” which ap- 
peared in the March No. of this Journal, p. 834. 

Dr. Bruce cencurred entirely with Dr. Duncan’s views regarding 
the inutility of the pendulum movement, which, in the earlier years of 
practice, he had adopted, but now discarded. 

Dr. Kr1LLer had iong taught and practised direct traction rather 
than the pendulum movement in werking the forceps. He was under 
the impression that the practice of pendulum movement had generally 
been given up. In certain cases, however, owing to peculiar posi- 
tions of the head, it was justifiable, indeed called for. In working 
the forceps, the natural efforts towards expulsion must be watched 
and assisted, and the best guide to the safe use of the forceps was 
the so-called “mechanism” of labour, without the study and know- 
ledge of which it was difficult to apply and to use the forceps 
aright. The natural passages and efforts were by no means straight, 
and we must guide them accordingly. It ought always, however, to 
be used with great care. In the main he agreed with the views 
brought forward by Dr. Duncan. | P : : 

Dr. ANcus Macponatp regarded pendulum action as a mistake in 
theory, and unnecessary in practice. Formerly he had tried it, but 
now had entirely given it up. 

Dr. Younc (Portobello), Dr. Witson, and Dr. Gorpon also made 
some remarks, 
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Professor Simpson had listened with much interest to the paper, 
and thought that Dr. Duncan had done good service in bringing out 
so clearly the grand action of the forceps asa tractor. But if he had 
understood him aright, he (Professor Simpson) thought Dr. Duncan 
had gone too far in averring that forceps never could and never should 
be used as a double lever. He knew that one blade of the instru- 
ment could be worked so as to move the head by a lever action ; 
and, on a model, the head of a doll could be retracted by means of 
forceps worked as a double lever without traction. The cases 
certainly were rare where this kind of action of the forceps was re- 
quired, but he (Dr. Simpson) had found it helpful in starting the 
head in cases where it had got wedged in the pelvic cavity, and he 
was not prepared to have the pendulum movement discarded for every 
case and for ever. With regard to the injuries and indentations of 

-the foetal head, which had been attributed to -this mode of working 

the forceps, it should be borne in mind that the child’s head was 
sometimes damaged where no pendulum movement had been im- 
pressed on the forceps, but the imstrument had been employed simply 
for traction with compression. 

Dr. JAMES YouNG agreed generally with Dr. Dunean. He said 
that it had been the practice of his late father to adopt the pendulum 
or lateral motion in many cases of difficulty, especially im primiparous 
women, and he believed such was the custom among obstetricians 
twenty years ago. During the earher years of his own practice he 
had been in the habit of having recourse to the pendulum move- 
ment. Now he trusted only to steady traction during each maternal 
pain, as he considered there was less likelihood of bruising or 
lacerating the soft tissues. 

Dr. Duncan then replied. 
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Remarks on the Inevitable and other Lacerations of the Orifice of the 
Vagina, and near tt, in Primipare. 


By J. MatTHEws Duncan, M.D. 


In the outset J desire carefully to point out that anatomically the 
orifice of the vagina and the obstetrical perineum have no direct 
connexion. ‘They are quite distinct parts, removed from one another 
by the structures forming the fossa navicularis. It is the orifice of the 
vagina which | declare to be invariably injured im the natural labour 
of a primipara. ‘The perineum does not always escape laceration, but 
it frequently does so. It is not only anatoniically that the orifice of 
the vagina is distinet from the perineum ; it ought to be distinguished 
practically. When the head is on the perineum, or has passed beyond 
the outlet of the hgamentous pelvis—‘ out of the bones,” as I have 
heard midwives call it—it is generally described as retained by a rigid 
perineum. But this description is plainly often imaccurate, for the 
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perineum has yielded as much as can be expected or wished of it, 
and yet the head is not born. This condition is seen almost ex- 
clusively in primiparee, and it is the orifice of the vagina, not the 
perineum, that is undilatable or rigid. [In such cases it is habitual 
to deliver by the finger in the rectum pressing on the glabella in a 
proper direction, to force the head through the orifice of the vagina. 
This proceeding I object to, as I have elsewhere described, pre- 
ferring the safer and equally efficient pressure through the skin in 
front of the coccyx or in the region of one or other sacro-sciatic 
ligament.| To nearly complete the proof of my statement, I have 
only to add, that in such cases the birth is often completed without 
injury of the perineum, the freenulum or fourchette even remaining 
entire. When the undilatability of the orifice and lower part of the 
vagina is great, and demands interference by the practitioner before 
the head has descended so far as to be amenable to pressure on the 
glabella, the forceps is applied; and, under such circumstances, I 
have often delivered without any injury of the perineum resulting, 
though certainly not without any injury of the orifice of the vagina. 

Errors in the common descriptive anatomy of the vulva are so 
common, even in books of the highest repute, that, were there no 
other reason, it would be necessary here to give an account of it so 
far as my present subject demands, and, in doing so, the errors re- 
ferred to will be made plain enough. 

In the primipara, and it is her exclusively that we here describe, 
the orifice of the vagina is easily made out by observing the hymen 
as it presents, more or less injured by sexual connexion. The outer 
or larger margin of the hymen or its margin of insertion is the exact 
limit of the vagina, the margin of the vaginal orifice. Close to the 
anterior, or upper margin of the orifice, is the urethra. At the sides 
of the orifice are the lower ends of the nymphe, but there is quite a 
considerable interval between them and the vaginal orifice. Remote 
from the nymphe, and closely adjoining the posterior margin of the 
vaginal orifice, are the openings of the glands of Duverney or Cowper. 
These openings are in the fossa navicularis. This is a boat-shaped 
cavity, lying between the orifice of the vagina and the fourchette or 
anterior marginal portion of the perineum. This cavity has really no 
shape ; or rather it has that which is given it when it is examined by 
separating the labia majora. Then, it is boat-shaped or navicular, 
and is big enough to admit the point of the little finger. The labia 
majora are not united posteriorly. ‘They form separate piers parallel 
to and touching one another, and ending somewhat abruptly, their 
points looking posteriorly. They are connected by the perineum, 
which forms their posterior commissure, and whose anterior margin 
is called fraenulum, or more frequently fourchette. The perineum is 
described as extending from the fourchette to the anus, and it has its 
central raphé. 

After a natural labour the pudenda lose their characteristic ap- 
pearances. The hymen is partially or completely destroyed. If 
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the orifices of the ducts of Duverney’s glands are not discoverable, 
it 18 Impossible to say exactly where any part of the vaginal orifice 
1s, except when distinct. remains of hymen are seen. The dis- 
tinction of the fourchette or posterior margin of the vulvar outlet 
from the margin of the vaginal orifice cannot now be made with 
any exactness. ‘The labia majora have shrivelled, and the position 
of their projecting posterior piers is ill defined. If in a multipara 
the head is obstructed by the undilatability of the orifice of exit 
from the woman’s body, then it cannot be said that the vaginal orifice 
1s rigid and obstructing, for that part is not recognisable. It is the 
vulvar outlet that, by its undilatability, impedes progress. But the 
vulvar outlet from the genital passage is not the same thing as the 
vaginal orifice. 

The lacerations of the vaginal orifice, as distinguished from those 
of the perineum, are very important. They may be the seat of 
pyzmic infection. Those in the anterior part of the vaginal orifice 
often produce hemorrhage, which is occasionally, but rarely, even 
fatal, especially if the tear extends to the clitoris. ‘Those on the 
posterior part of the vaginal orifice may be the commencement of 
greater lacerations, and they may be not only the commencement, 
but also predisposing causes of further laceration. . 

The lacerations of the vaginal orifice are not only to be distin- 
guished from those of the perineum, but also from the other lacerations 
of the vagina. These are splits of the vaginal tissues of greater or 
less depth. They often are quite distinct from the upper vaginal 
lacerations connected with laceration of the cervix uteri, just as they 
are distinct from the lower vaginal lacerations connected with the 
vaginal orifice. They are produced by over-distension of the canal, 
and, as might be expected, are longitudinal in direction. 

It would appear that, in the Darwinian progress of the species, the 
head of the foetus has increased in size more rapidly than the orifices 
and passages through which it has to come have increased in size or 
dilatability. For it can scarcely be supposed to be a final arrange- 
ment that the cervix uteri should be torn so often as it is in giving 
passage to the child; and the same may be said of the lacerations of 
the vagina, the vaginal orifice, and of. the perineum. 

When, in a primipara, the head has distended the perineum, it is 
arrested by the vaginal orifice. During a pain, the head is propelled 
against the orifice in the line of its axis, or nearly so. A part of it 
acts on the orifice as a. wedge projecting through it, and helping to 
dilate or distend it, or to burst it. If the orifice is unyielding, the 
pains push it as a whole more and more forwards, and among other 
consequences of this there is great elongation of the perineum. All 
parts of the circle are pushed forwards, the fourchette most of all. 
But even anteriorly there is great tension, and some degree of forward 
movement. 

In this condition of matters, it is not one part of the orifice that 
is stretched, but the whole of it ; and considering the shape of the 
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foetal head, it is at every point probably not equally, but nearly 
equally, stretched. The force tending to tear it, is acting nearly 
uniformly at all points of the circumference of the orifice. The con- 
dition of parts may be imitated by pushing a four-inch globe through 
a circular orifice of a considerably less diameter, in a sheet of india- 
rubber. The sides of the orifice are stretched in a longitudinal 
direction, while they are distended. 

In this crisis, the distended orifice of the vagina in the primipara 
does not yield, at the same time retaining its entirety. It yields, and 
at the same time is invariably lacerated ; and I know of nothing that 
can modify the tearing, unless such delay as may insure all the dilata- 
tion possible before laceration commences ; and such modification 
of the direction of the propelling pressure as may perhaps diminish 
the laceration of the weak posterior parts. When laceration has 
begun, further enlargement of the orifice is comparatively easily at- 
tained by further laceration. Whatever other laceration takes place, 
there is always some at or near the mesial line posteriorly. As I 
have already said, I have often seen primipare delivered, and even 
by forceps, without any perineal laceration, the fourchette being 
entire ; but I have never in such a case separated the labia and 
examined the vaginal orifice without finding a laceration of its pos- 
terior part. 

It is quite common to hear assertions of the complete absence 
of laceration in primipare, but I have never been satisfied that, 
in the cases referred to, a sufficiently careful examination has been 
made. To do it one requires a good light, an assistant, and a 
sponge. ' 

It is scarcely necessary to remark, that the laceration of the 
vaginal orifice is frequently the first step to laceration of the four- 
chette or of the perineum more extensively. But all lacerations of 
the perineum are not mere extensions of tears beginning anteriorly. 
Lacerations commencing in the vaginal orifice or in the fourchette 
lead to many, probably to most, perineal lacerations, which may 
therefore be called secondary. But there are primary and essential 
or independent perineal lacerations, as is proved by the occurrence 
of central rupture. 

The inevitable posterior laceration of the vaginal orifice is not the 
only one that occurs. It is often alone, but sometimes there are 
others. There is sometimes laceration of the side of the orifice an- 
teriorly, where the parietal tuberosity has pressed, and this tear may 
extend into the adjacent nympha, and bleed freely. I think the left 
side is more frequently the seat of this tear than the right ; and this 
is explained by a study of the mechanism of the delivery in a first or 
left occipito-anterior position. In it the right parietal tuberosity is 
born before the left; and when the left is passing, a greater plough- 
ing pressure is exerted on the vaginal orifice than was exerted by the 
right tuberosity when it passed. ‘This is a consequence of the greater 
dimensions of the part passing when the left tuberosity is in the 
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orifice than of the part passing when the right was in the same 
orifice. 

Sometimes irregular lacerations take place, little detached flaps 
being left hanging. These are probably produced by the tension at 
the orifice in a longitudinal direction, aided, perhaps, by a slight de- 
gree of friction, producing tears in a circular direction, and the sub- 
sequent detachment or pushing off of tags. 

But the most important tears of this part are at its anterior margin, 
this special importance arising from the hemorrhage which they oc- 
casionally produce. The tear takes place before the child’s head is 
born, and the event may be diagnosed, if a sufficient interval of time 
elapses, by the period of its occurrence and its anterior position at 
the occipital region of the foetus, blood beiag found in that situation. 
The exact mechanism of this tear I have not satisfactorily made out. 
I believe it sometimes affects only the side of the urethra, and then 
it is truly a laceration of the vaginal orifice. 

The important laceration of the vestibule, extending backwards to 
the side of the urethra, and forwards to the clitoris, is not common, 
and difficult to investigate, and on this point my observations require 
further confirmation. J meantime designate this a laceration of the 
vestibule or triangular part bounded by the nymphe, clitoris, urethra, 
and anterior portion of the orifice of the vagina. If all this be cor- 
rect, then this vestibular injury is not a laceration of the vaginal ori- 
fice, and is rather analogous to the laceration of the perineum pos- 
teriorly. When the vestibule is distended and developed anteriorly, 
as the anterior part of the perineum is posteriorly and subsequently, 
the place of the fourchette is taken by a fold of the vestibule. The 
edge of this vestibular fold tears, and the tear may extend forwards 
to the clitoris or backwards by the side of the urethra. I must state 
that I have verified these observations by actual investigation, except 
the paramount one of the actual occurrence of the tear, which I have 
not seen at the moment of its production. 

As to the important point, the order of time in which the lacera- 
tions of the vaginal orifice occur, I can give no good statement. 
Only it is quite sure that they all take place before the perineum is 
torn as an extension of the laceration of the vaginal orifice. When 
the perineum is so torn, the extreme tension of the whole vaginal 
orifice is of course annulled, and the liability to further laceration of 
it removed. 

The inevitable laceration of the orifice of the vagina in natural 
labour in primiparee takes place at or near the mesial line, in the pos- 
terior border of the orifice. It extends longitudinally, passing pos- 
teriorly along the vaginal wall, and anteriorly into the fossa navicu- 
laris. The laceration goes through a triangular mass of tissues, 
whose apex is the orificial margin, the part first torn, and whose base 
or longest side is the line of the middle of the bottom of the wound 
made. It is interesting, during labour, to watch the progress of this 
tear. The first little laceration or nick may be felt to be gradually 
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increased till the full extent of the laceration is produced. If the 
head retreats, the wound may be felt to be of some depth, its sides 
collapsing ; but if it only partially retreats, some tension remaining, 
and the finger is passed to examine, then the wound has no depth, 
but presents an extended, lozenge-shaped surface, whose margins may 
be recognised, and whose four angles are placed, one just behind the 
fourchette, one higher up in the vagina in the mesial line, and the 
other two at the now remote but formerly conjoined parts of the 
margin of the vaginal orifice at which the split or laceration began. 
After delivery the wound resumes comparatively small dimensions ; 
but by proper manipulation it may still be shown, by separation of 
the labia (in imitation of the distension by the foetal head), to have 
the characters above described as present during the passage of the 
head. 

Before concluding, I shall enter briefly on the causes of this kind 
of rupture, although their consideration does not form an essential 
feature of the subject, because the causes are nearly identical with 
those of ordinary perineal ruptures. 

There is no doubt in my mind that, in certain cases, there is what 
may be called rottenness of tissue, which destroys the power of the 
tissues to resist laceration or bursting. In some women, and occa- 
sionally at least very markedly in the syphilitic, this condition is 
very easily demonstrated. It is a condition also of many inflamed 
tissues, and this is exemplified in the perineum, 

The element of time is important in the study of causes, for there 
is general consent that a part rapidly dilated may give way, while 
the same part slowly dilated may be induced to yield and dilate | 
without tearing or giving way. ‘This is almosta truism, illustrated as 
it may be, in all tissues, living or dead. 

The element of time cannot be fully considered without simul- 
taneously attending to the element of force or pressure. Of course, 
all tearing is effected by a pressure superior to the resistance. A 
pressure slightly superior to the resistance may only prove itself, to 
be so after many attempts and considerable lapse of time, and, it 
may be, without laceration, except what is inevitable ; whereas a 
greater pressure may rapidly overcome the resistance, and will Digs 
bably do so by producing one or more lacerations. 

The element of force or pressure cannot be fully studied without 
taking into consideration the child’s head or the body propelled 
against the resistance. Now, it appears to me, that the head must 
be regarded as a blunted or pointless wedge. A point is not required, 
because there is already a passage which needs only farther dilata- 
tion, not new formation. ‘The “wedge- -shaped head will be more 
efficient in proportion as it is sharper ; and this condition of sharp- 
ness will be increased by three circumstances that are subjects .of 
frequent observation. First, it is evident that the overlapping of 
bones will increase the sharpness and power of the wedge. Second, 
the smaller the foetal head, the sharper its wedge-like shape. This 
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may offer an explanation of the circumstance demonstrated, or nearly 
so, by Hecker,* that the mere size of the head is not in direct pro-- 
portion to the frequency of laceration of the perineum. Thirdly, 

the recent caput succedaneum may act as a wedge on parts not 
otherwise subjected to any distending pressure, and it may also in- 

crease the sharpness of the already previously acting wedge shaped- 

portion. Of course, in this theory, it is taken for granted that the 

edge of the caput succedaneum is below, or acting on the part to be 

dilated. Lastly, the wedge-like shape will be changed by projections 

such as the parietal protuberances, which will diminish the sharpness 

of the wedge so far as these particular parts are concerned, and in- 

crease the likelihood of laceration by these parts. 

The direction of the propelling power is also to be taken into ac- 
count, and may be regarded as always producing greatest pressure 
on the posterior part of the passage, the part which has to undergo 
the most extensive dilatation. Referring to the commonly used 
term, circle of Carus, we may point out that this direction of special 
pressure is a matter of course; as it is true of all curvilinear motion, 
the counter pressure on the convex side being required to produce 
the deviation from a straight course. 

The part that is weakest will always, ceteris paribus, be the first 
torn. The actually weakest is probably the posterior mesial part ; 
and, as has just been stated, it has to endure the disadvantage of 
being subjected to greatest pressure. 

If a laceration is inevitable, treatment to prevent it can be of no 
avail. But all the lacerations of the orifice of the vagina are not 
inevitable ; and that one which is so may be treated with a view to 
prevent its extension beyond the inevitable degree. 

Two important elements in the causation of laceration are suscep- 
tible of modification with therapeutical objects by the practitioner— 
namely, time and direction. The accoucheur can prevent the pre- 
cipitate expulsion of the child, and its attendant evils. He can, by 
supporting the perineum, modify the direction of its advance, and 
resist any undue pressure posteriorly or inferiorly arising from the 
curvilinear motion of the foetus. 


Dr. UNDERHILL had lately seen two cases in primiparz in which 
the vaginal orifice had been lacerated at its posterior part, forming a 
pouch. in which the discharges collected, while the perineum remained, 
in one case almost, in the other altogether, entire. This necessitated 
the use of antiseptic injections, otherwise the retention of the dis- 
charges might have been attended with disastrous results. 

Dr. Macrag, in the course of fifteen years’ practice, had only met 
with one case of perineal rupture. In his experience, vaginal rupture 
was not frequent. He found digital dilatation and pressure on 
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the head during its progress the best means for preventing such ac- 
cidents. 

Dr. Gorpon remarked, that the age of the patient might have 
some effect in causing rupture, the tissues of elderly females being, in 
his opinion, rigid and easily lacerable. 

Dr. Witson thought Dr. Duncan exaggerated the frequency with 
which these lacerations occurred. 

Professor Simpson had listened with great pleasure to Dr. Duncan’s 
paper, and the very clear description he gave of the external gene- 
rative parts. It was usually easy in the virgin, or in a woman who 
had not given birth to a child, to determine the exact relation of the 
vaginal orifice within the perineal margin. But after a labour at 
term, the anatomical limit of the orifice was not so readily made out. 
For, in addition to the lacerations of the hymeneal crescents on which 
Dr. Duncan had laid stress, and the constancy of which in first 
labours had been pointed out by Bellien and others, there frequently 
took place a fissuring of the fourchette, which left the vaginal orifice 
freely exposed at its pusterior margin. In these cases, the determina- 
tion of the anatomical orifice of the vagina might be made, not only 
from the situation of the Bartholinian glands and caruncule myrti- 
formes, but from the margin of the constrictor vagine. 

Dr. Duncan thanked the Society for the manner in which his paper 
had been received. In regard to the statement made by Dr. Gordon 
as to the increased liability to laceration in elderly females, he re- 
garded it as a mere assertion, which, in his opinion, was incorrect, 
and totally unproved by any reliable facts or data which had come 
under his cognisance. 


Ab ewes lO AL SOCIETY. OF sDUBLIN. 
| Meeting, December 11th, 1875. 
LomsBe ATTHILL, M.D., President, in the Chair. 


‘The PresipENT asked Dr. T. More Madden to state the points on 
which he desired a discussion of his paper on the use of the long and 
short forceps, read at the last meeting of the preceding session. (See 
oe 42. 
J Dr. f More Manppen said he thought nothing could be of greater 
importance than the best manner and the proper time of affording 
assistance in a case of labour in which the natural efforts fail to 
accomplish safe delivery of a living child from a living mother. The 
use of the forceps had changed from the extreme of neglect to the 
extreme of use, and is recommended in almost every case of head 
presentation, and even some breech cases, and in some cases _ before 
the os uteri is fully dilated. He had called attention to two instru- 
ments—one a very short straight forceps, and the other a long double- 
curved forceps. He believed the short forceps suitable in ninety- 
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nine cases out of a hundred, and the long one in those exceptional 
instances in which artificial delivery is required, before the head has 
entirely passed through the pelvis. He was anxious to obtain ‘the 
opinion of the Society as to the proper time of applying the forceps, 
and whether it is a safe general practice to effect delivery before the 
natural dilatation of the os uteri. He would also be glad to hear any 
criticism on the instruments he submitted. 

Dr. CRanny said—Dr. Madden says the long forceps is but a 
feeble tractor; but looking at his own and Dr. EBarnes’s long forceps 
we perceive they can be used as a very powerful tractor as well as 
compressor. Though Dr. Madden says the forceps is much too 
frequently used nowadays, he shows by his own paper that he is 
quite as ready to use them as any one else. His short forceps have 


been before the Society already, and I think a very decided opinion , 


has been expressed on them. ‘Théy are a very feeble instrument, as 
he himself says. JI think credit is due to Dr. Johnston, the late 
Master of the Rotunda, for bringing his cases forward, in which he 
shows the danger that may arise before the os is fully dilated. 
Dr. Madden says the short forceps is safer than the other, but J do 
not agree with him there either.. I think the safest instrument is the 
one least likely to fail, and I have seen Dr. Madden’s fail in very 
efficient hands, and slip off the child’s head. Dr. Madden uses a 
very pretty allegory about a steam-hammer cracking a nut ; but Iam 
afraid that his forceps has more of the steam-hammer about it 
than even Dr. Barnes’s. He seems to have used Barnes’s long forceps 
but once. I think if he were to use them more frequently he would 
like them better, for they are very safe and efficient. Dr. Madden’s 
Tables are a little misleading, for he gives 163 cases twice. In the 
first Table he gives his hospital and private cases, and then he gives 
his private cases again. He says his short forceps may be used in 
ninety-nine out of a hundred cases ; but his own Tables show that he 
used it only in about half the whole of his cases. Then he says 
the long instrument is seldom required. I am very glad to say it is 
seldom required, and I should hope his instrument would never be 
required, for it is one you have not control over. The screw part of 
the handles is very dangerous, in my opinion; you can never tell 
what amount of force you are using; you screw away, and are likely 
to make a cephalotribe of them and crush the head. I have used 
Dr. Barnes’s forceps 110 times, and have never seen them to slip. I 
have seen living children delivered where craniotomy had been per- 
formed in previous labours. I have seen them used where, from 
deformity of the pelvis, there was a large indentation on the head of 
the child that half a walnut would fit in. Well, if it is capable of 
delivering in these cases, I think it is an instrument we ought to 
adopt in preference to Dr. Madden’s. 

Dr. ByRNE thought Dr. Madden’s paper may be classified under 
these heads :—First, a résumé of the literature of the forceps, in 
which Dr. Madden has broached nothing novel ; second, a study of 
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the cases in which Dr. Madden used the forceps—163 in hospital 
and private practice, and 75 subsequent cases in private practice. 
Out of 163 cases in which he used the forceps, 86 were cases of 
inertia of the uterus—4g9 in primipare and 37 in multiparee—an 
unusually large proportion. He agreed with Dr. Madden, that 
inertia in the first stage in primiparous cases often becomies active 
labour in the subsequent stages. Dr. Madden used the forceps in 
32 cases of dispropertion—r5 in primipare and 17 in multipare— 
that is, 1 in 5— but he does not very accurately describe the cases, 
or state in which of them he used the long and in which the short 
forceps. He states he used it in 11 cases of malposition of the head, 
although experience showed they were very seldom obliged to resort 
to operative interference for malposition of the head. In fact, unless 
very urgent symptoms arise, to change the position of the head is 
looked on with disfavour by the profession in this city, and in 
London, he should say, too, Yet Dr. Madden used the forceps in 
primiparous cases 4 times, and multiparous 6 times, out of his 163 
cases ; that is, once in 16 cases. The question therefore was, were 
they, where the os uteri was undilated and impossible of dilatation at 
least at the time, to introduce, the long forceps, for the short would 
not reach the os uteri. He thought they should not adopt, without 
very careful consideration, this line of treatment in cases of rigidity 
where there was danger of rupture. Dr. Madden stated he used the 
forceps three times in cases of threatened rupture of the uterus ; that 
“is, once in 54 times. He (Dr. Byrne) thought it very difficult for any 
gentleman to feel warranted in saying that any particular case was in 
danzer of rupture of the uterus. If they were to be led by the fear 
of rupture on every occasion where strong uterine action existed to 
introduce the forceps. he thought it would be an innovation in 
obstetric operations. Dr. Madden stated he used the forceps once 
in a case of real rupture, but did not explain the particular case. 
This also was an innovation. The foetus would be in the abdominal 
cavity, unless the head was extremely low down in the pelvis. He 
(Dr. Byrne) had seen several cases of rupture of the uterus, and the 
only time he ever attempted to apply the forceps the head imme- 
diately receded into the abdominal cavity. He thought they should 
discard the forceps in rupture of the uterus, but at the same time they 
may meet a case where it may be required. In the 163 cases 
Dr. Madden used the short forceps in primiparous cases 41 times, 
and the long hospital forceps 47 times ; and in multiparous women, 
‘the short forceps 42 times, the long 21 times, and the ordinary hospital 
forceps 12 times. ‘Thus the long forceps were used with a certain 
amount of discrimination, and the short forceps more frequently than 
the long. One of the best means of estimating operations was the 
effects on mother and child. Accordingly, in the 163 cases where 
the forceps were used, 17 children were still-born, and tr of the 
mothers died—a fair average mortality at all events. Eliminating 
‘many of the cases where the forceps was perhaps not necessary, 
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and coming to the number in which the forceps was really necessary, 
they would, he thought, have a much larger proportional mortality. 
In the other 75 cases, there was disproportion in 1 out of every 33, 
rigidity 1 in every 7, no rupture, no threatened rupture, and 6 of 
the mothers died. Out of 17 cases in the third Table, 3 children 
and 3 mothers died. The long forceps was used 28 times, comprising 
7 cases of inertia, 7 disproportion and rigidity, 2 accidental heemorrhage, 
1 convulsions, and in the 17 cases 10 children and 7 mothers died. 

Dr. JOHNSTON said that, though not an advocate for meddlesome 
midwifery, the more he saw of the practice of the early use of the forceps, 
the more he urged it on his fellow practitioners before the patient 
became broken down by exhaustion and the secretions dried up from 
irritation. Every other means should be used in the first instance ; 
but when nature was found unable to perform her duties, they should 
interfere with artificial aid, even though the os.uteri was not fully 
dilated. He was led to employ the forceps before full dilatation by a 
case in which he followed the old rule of not interfering until the os 
was completely dilated, the result of which was complete separation of 
the body from the cervix by sloughing, and the death of the mother 
within forty-eight hours. That induced him to employ the forceps in 
the first stage of labour, and he was happy to say that the more he 
saw of the practice the more he was induced to follow it. Out of 
170 cases in which they had used the forceps in the first stage of 
labour, they had only ten deaths, and those arose from other causes, 
and not traceable in any way to the effects of the operation ; for in 
each case a post-mortem examination was made, and in no one in- 
stance did the cervix present any appearance beyond what would be 
seen under ordinary circumstances. He looked on Dr. Madden’s 
short forceps as a very poor instrument. When the head is pressing 
on the perineum, and only wants a little bulging forward, the 
instrument will do very well; but when -the head is in the 
cavity of the pelvis, Barnes’s forceps is an admirable instrument, 
which gives perfect command, even though the head may be above 
the brim. Ina great number of instances they had been able with 
Barnes’s double-curved forceps to deliver the child in most cases alive. 
Though recommending the early application of instruments, he warned 
practitioners and students against the abuse of them. A man should 
have perfect tact with his fingers not only to feel the nature of the 
presentation and the state of the os uteri, but to be most cautious in 
the introduction of an instrument, even though the os was fully 
dilated—not to consider the axis of the pelvis might lead to consider- 
able injury. | 

The PRESIDENT said there were three principal subjects brought 
forward for discussion by Dr. Madden—first, is the forceps used too 
frequertly at present? second, are the long forceps capable of being 
used so as to supersede the perforator and cephalotribe? and third, 
were the instruments before them superior to those in general use ? 
His own opinion was that there is a tendency to the too frequent use 
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of the forceps in cases in which a woman could, if left a little longer, 

be delivered by the natural efforts, and he did not think Dr. Madden’s 
‘little forceps was calculated to diminish that tendency, for a man 
- having that little instrument would be tempted to slip it on and deliver, 
though in twenty minutes more delivery would take place unaided. 
As to whether the long forceps in .certain cases were calculated to 
supersede the perforator and cephalotribe, he thought they were. He 
also thought that the double-curved long forceps would enable them 
frequently—he used the word advisedly—to extract a living child 
with safety to the mother, which formerly would have been sacrificed. 
Thirdly, as to whether these instruments were superior to those in 
use at present, he did not think they were. Until about five years 
ago he had used Beatty’s forceps, which, in the majority of cases, is an 
efficient instrument, but of late he had fairly tested Dr. Barnes’s 
double-curved forceps, and in the majority of cases now used that in- 
strument. He endorsed Dr. Johnston’s view that two instruments are 
not necessary. He believed that Dr. Barnes’s double-cvrved forceps 
would extract the head in any case in which it is possible to extract a 
living child. To Dr. Madden's iong forceps there were several ob- 
jections. He thought their additional compressing power a disad- 
vantage instead of an advantage. With Dr. Barnes’s forceps you 
could bring down the head of a child from above the brim in a pelvis, 
even when under the normal diameter, and yet not compress the 
head to the extreme extent which Dr. Madden’s forceps would 
permit. He believed that if he compressed the head to a greater 
degree than Barnes’s forceps admitted of, the child would not be 
extracted alive. The divided handles of Dr. Madden’s instrument 
were another disadvantage. They were so made for facility of intro- 
duction, he presumed. 

Dr. Mappen.—And for facility of carriage. 

The PresipENT.—Dr. Barnes’s forceps was very easily applied. 
You need not bring the hips of the mother completely over the edge 
of the bed, as it was introduced in the antero-posterior diameter. 
I do not say that Beatty’s or Churchill’s forceps are not sufficient 
in a great number of cases, but I think Barnes’s is easier of applica- 
tion in all cases, no matter whether the child’s head is high or 
not, and is more efficient. Lastly, as to whether these forceps are 
an innovation at all, I do not think they are. If you want a 
‘compressor and tractor,” I think you have it here (in Levret’s). 
I do not know the age of this instrument. I took it out of the 
museum of the Rotunda Hospital. Next, if you want a very small 
forceps to apply when the head is as low as possible, you have it 
here in Atkin’s, an old instrument also out of the museum of 
the Rotunda Hospital. The difference between this and Dr. Madden’s 
instrument is nothing startling, to say the least of it. In point of 
size, Atkin’s is the smaller of the two. The President hoped the dis- 
cussion would deter practitioners from the unnecessary use of instru- 
ments. He hoped also it would deter them from using the long for- 
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ceps in a narrow pelvis to the danger of the mother’s life, in the vain. 
hope of saving that of the child. 

Dr. F. T. Porrer asked if Dr. Madden had noticed any remote 
ill effects occurring to the children from tke use of the forceps, for it 
exercised a very strong compressing force. 

Dr. Kipp.—Of the points specially considered to-night, the first 
and perhaps the most important, is as to the frequency of using the 
forceps. Now, sir, it will be perhaps in the recollection of the 
Society, that on the occasion of one of the addresses that I had the 
honour to deliver from that chair, I entered pretty fully into this 
question, as to the advantages of using the forceps frequently, and I 
attempted to show from an analysis of cases detailed in the various 
published reports of the institution over which you now preside, that 
in proportion to the forceps being used frequently in cases of tedious 
and difficult labours, the deaths of the mothers diminished, and also 
the deaths of the children. I am still, and have always been, an 
advocate for the early and frequent use of the forceps. But, on the 
other hand, are we to rush to the extreme that Dr. Madden has 
spoken of, and to use the forceps in all cases, or at least in the 
great majority of cases? ‘This is a practice that I confess I agree 
with Dr. Byrne in thinking we are gliding into, that is, that we are 
coming to use the forceps more frequently than is at all desirable. 
The great rule in my mind is, that the propriety of using the forceps 
is not to depend on the time that has elapsed, nor on the position of 
the child’s head. It used to be taught that we should not use the 
forceps until four or six hours had elapsed.in the second stage of 
labour, aud never until we could feel the ear. I believe that this is 
all erroneous. The rule that I myself adopt is, that when in the 
second stage I find the pulse beginning to rise, and getting steadily 
up above roo, the vagina becoming hot and dry, the tongue becoming 
dry, and the patient getting exceedingly irritable—then, no matter 
how short the time that has elapsed, I at once recommend that 
delivery shall be completed. Now, coming to the question of putting 
on the forceps in the first stage of labour, I believe these symptoms 
very rarely occur in the first stage. If the membranes be unruptured 
and the patient properly treated—not over-stimulated, not kept in a 
too-heated atmosphere, not induced to make violent efforts at expul- 
sion—it is exceedingly rare to find any symptoms of this kind during 
the first stage, and consequently it is undesirable to use the forceps. 
But if we have a patient with serious cardiac or pulmonary disease, 
or with hemorrhage going on, or convulsions, or if we have a patient 
with a certain amount of fever evidently setting in, then the question 
of delivery in the first stage will arise. When the os was sufficiently 
dilatable, I have frequently delivered safely with the forceps during 
the first stage of labour. But if the case be one in which you are 
induced to operate, because the pulse has risen and the membranes 
have been early ruptured, you will probably find a very rigid os, and 
though you may put on the forceps, my own experience is (I believe 
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it is not Dr. Johnston’s, but I have reason to know that some other 
members in this room have experienced it) that if you put on the 
forceps you will have very great difficulty in drawing the head through 
the os uteri ; and, in my humble opinion, it is a safer plan of treat- 
ment to give tartar emetic and opium, or opium alone, warm baths 
and chloroform, and if these fail, to dilate the os with Barnes’s bags, 
even incising it in extreme cases, and to gradually insinuate the hand 
into the uterus and turn the child, and to deliver by the feet. There- 
fore 1’ would say with regard to the use of the forceps in the first 
stage of labour, that it should be confined to cases where the os is 
freely dilatable. Another point in this paper of Dr. Madden’s is as 
to the advantage of the long curved forceps. He has laid before us 
to-night a,very long forceps with a moderate pelvic curve. This 
pelvic curve, which I think was first introduced by Levret, was 
originally designed under the idea that it corresponded to the curve 
of the sacrum, and that it was, consequently, safer for the perineum. 
In Levret’s forceps, which the President has laid on the table, you 
will observe that the curve takes place much further from the point 
than in Dr. Madden’s forceps. In Dr. Madden’s forceps the curve 
is near the extremity of the blade, and when the instrument is 

applied, the curved part will be on the head, and the remainder of 
_ the instrument, that is, from the vertex of the child to the handle, 
will be virtually straight. This is equally the case with Barnes’s and 
most of the modern curved forceps. In Levret’s forceps the idea is 
that the curve follows the shape of the sacrum and will save the 
perineum. However, this reason for the pelvic curve is now changed, 
and I may say given up. The only reason that has been adduced 
for the pelvic curve here to-night, and which I believe is Dr. 
Johnston’s principal reason for preferring the forceps with this curve, 
is that it does not slip, but holds better than the other forceps. If it 
be true that it is less likely to slip, which I am not certain of, I really 
doubt very much whether that is an advantage. ‘To seize a child’s 
head so firmly in a forceps that you can drag it through a narrow 
passage, running the risk of tearing and bruising the soft parts of the 
mother, is a very doubtful advantage. We all have heard the old 
story about the dentist’s key made of lead having been put in the 
temple of Janus—the meaning of which was that no tooth that could 
not be pulled out with such an instrument ought to be pulled out at 
all. I think there is some truth in that as to pulling out teeth, and I 
am quite sure that pulling a foetal head through a contracted passage 
with a forceps that will hold it so firmly that it cannot slip, is bad 
‘practice. Sir, do not let it be imagined that impute this practice to 
Dr. Johnston or Dr. Madden. I have no idea of doing anything of 
the kind. I am sure they are as well aware of the import of such a 
course of operation as any member of this Society. But to place in 
the hands of an inexperienced man a forceps capable of doing this, 
and to tell him that that is its great advantage, I think is very 
questionable teaching. You spoke, sir, just now_of your experience 
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of the double-curved forceps. You fell in love with a double-curved 
forceps in a case in which it was utterly unnecessary. 

The PRESIDENT.—Just so. 

Dr. Kipp.—You had a case in which the head was pressing on 
the perineum, and you found it easy to introduce the double-curved 
forceps and deliver the woman. I think you could have delivered 
her as easily with Dr. Madden’s small forceps, and that the double 
curve was utterly useless under the circumstances. 

The PRESIDENT.—lI stated so. 

Dr. Krpp.—The double-curved forceps, if it is to be used at all, I 
believe is only useful in cases of the high operation. You may divide 
operations with the forceps into three classes :—First, the low opera- 
tion, where the head is on the perineum and its exit obstructed by 
the rigidity of the soft parts, or delayed for want of action—any for- 
ceps will deliver under these circumstances. Secondly, the middle 
operation, when you have. the head lying in the cavity of the pelvis, 
before it has come down on the perineum, and where, perhaps, the 
base of the skull is not quite through the brim—any forceps will, I 
believe, enable you to deliver that head, whether the forceps be 
straight or curved. Thirdly, you may have the head at the brim— 
now here it is, if anywhere, that there is an advantage in this double 
curve; but in my humble opinion the disadvantages are greater 
than any possible advantages. In the first place, I believe the instru- 
ment is more difficult to introduce; you have to be very careful which 
blade you intrdduce first; you have to calculate exactly how you are 
directing the point of it; it does not go in a right line with the 
handle, so that you have to keep your mind’s eye on the point, 
instead of being simply satisfied with the direction of the handle. 
These are, perhaps, minor disadvantages, but suppose that the head 
is in the third or fourth position, or suppose it is—as you generally 
see it where you have a narrow brim-—lying at the brim in the trans- 
verse diameter of the pelvis, either the right or left, then I think 
the double curve is a disadvantage. But the most important point is 
as to cases where the head presents in the third or fourth position. 
It is somewhat remarkable that all the authors who recommend us to 
use the double-curved forceps recommend that we shall not attempt 
to correct any mal-presentation. That is, if you have the head in the 
third or fourth position of Naegele, those who use the straight forceps 
always advise you to turn the head into the first or second position ; 
but those who use the double-curved forceps always tell you that you 
cannot correct the displacement. ‘This, to my mind, isa great objec- 
tion to the double-curved forceps. I know by my own experience 
and by the teaching of those for whom I have the very greatest 
respect, that a head in the third or fourth position can, with the 
straight forceps, in the great majority of cases, be converted into the 
first or second, and that delivery is then much more easy and safe for 
the mother. Not only is this the case, but it often happens that the 
head turns of its own accord in its passage through the pelvis, from 
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the third or fourth into the first or second position, carrying the for- 
ceps round with it, whether curved or straight. When this occurs 
with the straight forceps, it does not in any way interfere with the use 
ef the instrument—it only facilitates the operation ; but when it 
occurs with the curved instrument, the blades must be withdrawn, 
turned round, and again introduced, if the delivery is to be effected 
safely and well. I submit, then, that these are very grave objections 
to the use of the double or pelvic-curved forceps; but at the same 
time I must admit that the importance of the difference between the 
single curve and double curve has been exaggerated ; for after all, a 
man who is accustomed to use one or other instrument, who knows 
what he is about, and understands the anatomy of the pelvis, and 
the mechanism of labour, will, I believe, use either instrument safely. 
But so far as my experience and comprehension of the subject go, 
I maintain that the straight forceps is a fitter and more useful instru- 
ment. Mr. Porter has alluded to the effect of compressing the child’s 
head with this very long forceps. Dr. Mitchel, Commissioner of 
Lunacy in Scotland, has made a series of observations on the causes 
of idiocy, and he maintains—whether rightly or wrongly, I am not 
prepared to say—that one of the most frequent causes of idiocy is 
the compression the head undergoes in difficult parturition, and the 
statement is very important as bearing on the question now before the 
Society. 

Dr. M‘CiinTock said that many years ago he had laid down the 
distinction between the high and low operations. Dr. Kidd had now 
with great propriety made a nicer distinction by dividing them into 
three classes. With regard to the relative merits of the long double- 
curved and straight forceps, he concurred very much with Dr. Kidd. 
He thought there was a strong tendency at the present time to the 
too frequent use of the forceps. He agreed with Dr. Kidd that the 
symptoms of the mother would point out to a shrewd, observant 
practitioner the time to interfere.’ Dr. Kidd’s remarks on that point 
are not essentially different from those laid down by Collins, Denman, 
and others. Dr. Madden did not appear to him to: have introduced 
any new principle in the construction of his instruments. He (Dr. 
M‘Clintock) was inclined to agree with the observation of Dr. Robert 
Lee, that it does not depend so much on the form of instrument as 
that the practitioner shall know the proper case to use the forceps in, 
possess a competent knowledge of the mechanism of parturition, 
and have been educated to apply the instrument with care and» 
gentleness. 


Further discussion of Dr. Madden’s paper was adjourned. 
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Delivery obstructed by Carcinoma of the Cervix Uteri.—Retention of 
the Fetus four weeks or more beyond the full term of Pregnancy. 


M. Adrien Schmit relates the case of a patient under the care of 
Professor Depaul. She came under observation in May, 1875, 
having suffered from a continuous sanguineous discharge for two 
years. On this account the exact date of the commencement of 
pregnancy could not be ascertained, but the foetal movements were 
felt strongly in the month of February. She had suffered pain in 
the hypogastrium and back for three months, but there was little 
cachexia or loss of flesh. The uterus was found to reach almost up 
to the epigastrium. The cervix was enlarged, and its anterior lip, 
with the right half of the posterior, was converted into a series of: 
irregular hard masses, separated by fissures. The left half of the 
posterior hp appeared to be still healthy. 

On July rath pains resembling those of labour commenced. On 
the 15th the external os was dilated; the finger could be passed 
through the cervix, and the vertex could be felt presenting. Spas- 
modic pains continued, and on the roth the foetal heart, which had 
been plainly audible, could no longer be heard. Foetal movements 
had ceased on the 17th. On the 23rd the vaginal discharge had 
become very foetid. On the 31st the membranes were found to be 
ruptured ; the os dilated to the size of a franc piece; the pulse r1o. 
On August 2nd the uterus was found to have increased in bulk ; it 
was tender and tympanitic on percussion. The os was dilated to 
the size of a five franc piece ; the vertex no longer presenting. On 
the 3rd the presenting part was made out to be the right shoulder, 
and the arm was prolapsed outside the vulva. Professor Depaul then 
considered that the moment for interference had arrived. The 
right arm was cut off, and afterwards the left arm also. An attempt 
was then made to divide the spine, but without success. Forcible 
version was then performed, and the child extracted. The passage of 
the head, which was extremely softened and decomposed, presented 
no difficulty. The foetus was extremely foetid, and very foul gas 
escaped from the uterus. To remove the placenta, it was found 
necessary to introduce the hand into the uterus, and this was accom- 
plished without difficulty. After delivery the pulse was 130, tempera- 
ture 103°°6. The uterus remained large and tympanitic, and there» 
was abdominal tenderness, with vomiting and diarrhcea. On the 5th 
severe dyspnoea commenced, the respiration being entirely thoracic. 
The patient died on the rath, nine days after delivery. 

At the autopsy the lungs were found to be congested at the bases, 
but not inflamed. When the abdomen was opened foul gas escaped 
from the peritoneal cavity, and some could be expressed also from the 
uterus. At the lower part of the body of the uterus posteriorly was a 
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longitudinal rent 2} inches in length. At the position of the internal 
Os was an opening which readily admitted the hand, surrounded on 
all sides by gangrenous débris. The uterus contained foul sanious 
fluid. ‘There was no sign of peritonitis, and the vagina was perfectly 
healthy. The author raises the question whether it is possible for 
the foetus to survive in the uterus beyond the full term of pregnancy, 
and considers that this case is in favour of a negative answer. He 
attributes the dyspnoea, which was a prominent symptom, to a paralysis 
of the diaphragm, produced by the foul gas which had escaped from 
the uterus by the Fallopian tubes into the peritoneal cavity.— Archives 
de Tocologie, February, 1876. 


Version in Contracted Pelvis. 


In a paper read before the Philadelphia Obstetric Society in reply 
to that by Dr. Goodall recommending the choice of version rather 
than forceps in cases of contracted pelvis, Dr. Wilson quotes cases 
in which women having a conjugate diameter of from 3 to 34 inches, or 
even less than 3 inches, have been delivered by their unaided efforts, at 
the full term of pregnancy. Hence he argues that @ fortiori if the 
mother fails in her efforts, with a pelvis of 3 inches or upwards, the 
case 1s easily and safely within the control of a master with forceps, 
and that delivery may even be effected by this instrument if the 
conjugate diameter be 23 inches or less. The forceps should always 
be applied to the sides of the head. On the other hand, in pelvic 
natural labours the mortality of the children is estimated at from 
1 in 7 to r in 4, and in artificial pelvic labours, without defect in ihe 
pelvis, the mortality is increased to from 1 in 4 to 1 in 3, thus show- 
ing that version is a very serious operation to the child. And version 
in contracted pelves gives a fatal result to the child as high as from 
2in3to3in 4. These statistics include a large number of cases 
with but a slight detect 1m the pelvis, and, when version is performed 
in pelves of 3 inches or less in the conjugate diameter, the result is 
almost always fatal to the child (Velpeau, Cazeaux, Leishman). Criti- 
cising in detail Dr. Goodall’s cases, Dr. Wilson argues that in many of 
them version was unnecessary, and thai in the others the child was not 
saved. Hence he urges that the employment of the forceps is a. 
more efficient and safer means than version of delivering women 
whose pelves are contracted. 

Replying to this in a second paper, Dr. Goodall admits that it is 
possible for women to be delivered unaided at full term with pelves 
of 3 inches, but considers it highly improbable. He regards those 
cases as most exceptional in which delivery has been effected by 
forceps with a conjugate diameter of 3 inches or less, and quotes 
many instances in which craniotomy was found necessary with a 
conjugate of from 3 to 34 or even 3% inches. Agreeing with Dr. 
Wilson that the forceps ought to be applied to the sides of the head, 
he thinks that they interfere with the natural process of moulding, . 
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and when used in contracted pelves involve greater danger to the’ 
mother than version. He believes also that a greater amount of 
traction force can be used after version, without destroying the child’s 
life, than can be safely employed with the forceps, having himself 
successfully exerted a force of at least 130 pounds under such 
circumstances.—A merican Fournal of Obstetrics. 


Ovnecte Summary. 
Fibro-Cystic Tumour of Uterus.—Removal of Uterus and Ovaries. 


Dr. Keith relates, in the Ldinburgh Medical Journal, the case of 
a patient, aged forty, who came under his care in February, 1875. A 
tumour, which had been noticed scarcely two months before, extended 
34 inches above the umbilicus. ‘The woman had lost flesh, had pro- 
fuse menstruation, and frequent attacks of pain. The tumour was 
one day elastic and hard, the next day soft and flaccid. There was 
no bruit over it anywhere. The cervix was not much enlarged, and 
was at once affected by movement of the tumour in any direction. 
Having within the last few. months operated successfully in two cases 
of fibro-cystic disease of the uterus, Dr. Keith advised the removal of 
the uterus with the ovaries. This was done on February 15th, ether 
being administered. An opening was made ten inches in length, and 
the tumour slowly pressed out. Each broad ligament was secured 
separately below the cysts with which they were filled ; then a strong ° 
steel wire was passed round the thick neck of the tumour, immediately 
above the vagina, and firmly secured by Kceberlé’s instrument. The 
mass above was then cut off, and it was eventually found just possible 
to secure the stump in the lower angle of the wound, by passing two: 
soft needles through it. The tumour, some hours after its removal, 
weighed 8: lbs. The patient did well till the ninth day, when sudden 
and alarming hemorrhage came on from the wound. It was at last 
checked by pressure and perchloride of iron. For the next five days 
she looked ill and lost flesh. On the fifteenth day the slough came 
away, and upwards of an ounce of putrid pus was found to have col- 
lected behind it. A rapid convalescence followed. 


Abdominal Tumour Appearing and Disappearing in connexion 
. with Menstruation. 


A case of this kind is related by MM. Desvos and Barié (Az. de 
Gynec. v. p. 99). The patient, whose age was nineteen, had received 
a blow upon the loins. when two years old, and from that time had 
suffered from lumbar and iliac pains. The pain recurred about every 
month, lasted four or five days, and generally led to vomiting. 
Menstruation commenced at the age of sixteen, but was scanty and 
irregular. Pain was much increased at the periods, but vomiting no 
longer occurred. When the pain was present a tumour was found in 
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the left lumbar region, reaching as high as the edges of the ribs. It 
was as large as a foetal head, dull on percussion, globular and very 
moveable. Splenic dulness was found to be normal in situation and 
quite distinct from the tumour. The urine was perfectly natural. 
The tumour could be pushed upwards almost under the ribs, but was 
less moveable downwards, and vaginal examination showed it to have 
no connexion with the uterus or its appendages. The tumour was 
found, on several successive occasions, to disappear a few days after 
the cessation of menstruation, and to reappear during the next period, 
accompanied by acute pain. ‘The authors conclude that it could not 
be either splenic or ovarian, but that it must have been a displaced 
kidney, or tumour connected with the kidney. They consider that 
the facts show the existence of active hypereemia and swelling of the 
kidneys during the menstrual periods. 


Cyst of the Broad Ligament. 


At the meeting of the Anatomical Society of Paris, on November 
7th, a specimen of this kind was shown by M. Iszenard. When the 
patient came under observation there was an abdominal tumour, 
almost exactly central, and reaching two fingers’ breadths above the 
umbilicus. Menstruation was irregular and at long intervals. The 
cervix was somewhat softened, and several observers thought that 
they heard a foetal heart. Two months later the size of the tumour 
was slightly increased. A globular swelling, somewhat fluctuating, 
was felt in the posterior vaginal cul-de-sac, and the cervix was almost 
obliterated. It was still suspected that the case was one of pregnancy, 
and that the dead fvetus was retained in the midst of a considerable 
quantity of fluid. The patient suffered from diarrhcea, became 
emaciated, and died at the end of four months. At the autopsy a 
tense cyst was found, extending above the umbilicus. When it was 
incised a little serous fluid first escaped, and then a large quantity of 
pus. ‘There was no pedicle, but the tumour seemed to lie between 
the folds of the left broad ligament. It was closely adherent to the 
uterus, the position of which was almost lateral. No trace of the left 
ovary could be found, and the left Fallopian tube was lost upon the 
surface of the tumour. It was considered that the cyst had not been 
developed in the ovary itself, but was rather parovarian. 


Dermoid Cysts of the Ovary. 


Dr. Julius Pauly (in Beitrage zur Geburtshilfe und Gynekologie, 
Band iv. Heft 1), ina lengthy and exhaustive article, discusses the 
opinions of various authors as regards the nature of these growths. 
It is impossible to do justice to the article in a brief abstract. We 
therefore content ourselves with calling attention to it, in order that 
any who are investigating the subject may peruse it. He gives 
bibliographical references to no less than 245 cases reported by various 
authors. 
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THE TRAINING OF MIDWIVES. 


A deputation had audience of the Duke of Richmond, Lord Pre- 
sident of the Privy Council, and Mr. Sclater-Booth, President of the 
Local Government Board, on this subject, on Thursday, March gth. 
The deputation comprised members of the Obstetrical Society of 
London, of the Parliamentary Bills Committee of the British Medical 
Association, of the Social Science Association, and of the Infant Life 
Protection Society. lt included Dr. Arthur Farre, Dr. Priestley, 
Dr. Aveling, Mr. Ernest Hart, Dr. Graily Hewitt, Dr. Tilt, Dr. Braxton 
Hicks, Dr. Holman (Reigate), Mr. Heckstall Smith (St. Mary Cray), 
Dr. Grigg, Dr. Wiltshire, Dr. Edis, Dr. I. Williams, Mr. Francis 
Fowke, Mr. J. B. Curgenven, Rev. Oscar Thorpe, Dr: Potter, and 
many other gentlemen. With the Lord President were Lord Sandon, 
Vice-President, and Mr. John Simon, Medical Officer. The depu- 
tation was introduced by the Right Honourable Lyon Playfair, M.P., 
Sir Trevor Lawrence, Bart., M.P., and Mr. James Lewis, M.P. 

Dr. PRrESTLEY, President of the Obstetrical Society, stated that 
there were in England and Wales 7000 women engaged as midwives, 
and that 60 per cent. of women confined in country towns and 
villages were attended by unqualified women, but that in the West- 
end of London only 2 per cent. were so attended. ‘These facts were 
enough to prove the importance of the subject, and to point out the 
necessity of providing for the education of women engaged in such 
practice. In all Continental countries provision was made for this by 
strict regulations, and the United States of America and England 
were alone in neglecting it. The subject brought forward by the 
deputation had nothing to do with the medical education of women, 
or their admission to medical practice; their object was simply to 
obtain skilled attendance for the poor during their confinement. 
Dr. Priestley concluded by directing the attention of the Lord Pre- 
sident to the following suggestions which had been drawn up by 
the Council of the Obstetrical Society :— 

Definition of a Midwife—A respectable woman, able to read, 
write, and calculate, understanding the management of natural labour, 
and the ordinary care of the mother and child after labour, and 
capable of recognising any conditions requiring the aid of a medical 
practitioner during the parturient and puerperal states. 

Lnstruction of Midwives.—This might be done by utilizing the 
present lying-in charities and unions. Theoretical and practical 
instruction might be given by authorized medical practitioners, and 
practical instruction might also be given by registered midwives. 

Examination and Licensing of Midwives.—This would be best 
accomplished by a board of examiners especially formed for the 

purpose. 

Leegistration of Midwives——It is believed that nothing short of 
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compulsory registration of midwives will: afford safe attendance 
during labour to those who are unable to distinguish between 
qualiied and unqualified midwives. In future, every woman deter- 
mining to be registered as a midwife in England and Wales should 
be required to pass the recognised examination prior to registration ; 
and no public appointment should hereafter be given to any midwife 
who is not so registered. It is also thought desirable that all mid- 
wives at present in practice should, on the production of satisfactory 
evidence of fitness for the calling, be eligible to be placed on the 
register of midwives. 

Removal of Midwifes Name from Register.—Inasmuch as great 
injury might accrue to the public from registered midwives neglecting 
or exceeding their duties, it is considered necessary that provision 
should be made for the erasure from the register of the name of any 
midwife who has gravely misconducted herself. 

Title of Registered Midwife-—The illegal assumption of this title 
should be a punishable offence. 

Mr. ERNEST HarT supported the objects of the deputation, and 
handed in documents showing the favourable view formerly ex- 
pressed on this subject by the President of the Local Government 
Board. He pointed out that the general puerperal mortality of the 
country was very much greater than that of such an institution as the 
Royal Maternity Charity, in which the patients are attended by 
educated midwives, under the supervision of skilled physicians. 
Since the general statistics included the results both of skilful and 
unskilful practice, the needless mortality caused by want of skill 
must be very great. 

Mr. CURGENVEN pointed out that crime was greatly facilitated by 
the absence of any registration of midwives, and by the irresponsible 
character of many of the lower class of persons following that calling. 

The DuKE or RICHMOND said that a more highly competent depu- 
tation to speak on their mission had rarely met in the Council Room. 
He fully recognised the unselfish objects of the Obstetrical Society, 
and the other bodies represented ; and he was disposed to regard 
the objects of the deputation as of great importance, and the pro- 
posed methods reasonable. The subject was, however, a difficult 
one ; and he could only promise that he would do his best to treat 
it satisfactorily. 





THE MIDWIFERY LICENCE OF THE ROYAL 
COLLEGE OF SURGEONS. 


‘At a General Meeting of the Metropolitan Counties Branch of the 
British Medical Association, on Friday, March 3rd, the President, 
Dr. Barnes, introduced a discussion on the conferring of the licence in 
Midwifery of the Royal College of Surgeons without proof of adequate 
professional knawledge. The College had a charter, by the terms of 
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which, it was understood, they were compelled to admit persons to 
special licences in midwifery. .The mischief of this was not at first 
observed ; but since the passing of the Medical Act it became appa- 
rent, since the licentiates in midwifery were entitled to be put on the 
Medical Register. ‘Three ladies had lately, it was said, applied to 
be admitted to examination for this licence, having complied with the 
technical requirements as to education, and, if admitted, they would 
be registered. By the issuing of such a licence a new diploma was 
created, and the standard of medical education was lowered. It was 
an old-standing grievance that the College repudiated obstetrics in 
the election of the members of its Council. When the midwifery 
licence was first instituted, it was said that it was the only examina- 
tion in midwifery in England, with the exception of that of the 
University of London, which, however, regarded obstetrics as an 
integral part of medical knowledge. The College had added medicine 
to the examination for the membership, and why was not midwifery 
also added? It seemed as if it were not worthy to be placed in the 
same rank. It might be suggested that the granting of the licence 
in midwifery should be taken as an acknowledgment that a know- 
ledge of obstetric medicine qualified for the whole practice of 
medicine and surgery. But he could not accept this compliment. 
Medicine was a whole, and no one was qualified to practise it who 
was not qualified in all branches. In 1870 Dr. Acland, of Oxford, 
proposed that a special diploma should be given to women, who 
should not receive the same education as men, but should be autho- 
rized to practise among women and children. This proposal was 
answered in the Zzmes. ‘Two paragraphs were so much to the point 
that they deserved quotation. ‘ Dr. Acland suggests that a special 
diploma should be superadded to those already in existence, and 
that it should be given to those women who do not. desire to have 
the same education as men, but who do desire to have a public 
recognition that they are fit to practise in the diseases of women and 
children.” . ... “It would have been useful if Dr. Acland had 
explained what part of the education given to medical students could 
be omitted with advantage in the case of those who intend to 
practise only among women and children. Is there any less need 
for a knowledge of physiology or anatomy, or any other branch of 
medical knowledge, because the patient happens to be a woman ora 
child?” The Oxford Professor, with all the logic of the University 
behind him, could not answer these questions of Mrs. Anderson. 
The College was now in the same illogical position. If the charter 
were wrong, it should be surrendered ; and midwifery should be 
treated as an integral part of medicine and surgery. He did not 
refer specially to any class of persons, but held that none, whether 
male or female, should have the midwifery licence unless fully 
qualified. He had heard that the Council of the College felt the 
difficulty in which they were placed, and were proposing to alter 
their law on the subject. He would not do what he believed to tend 
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to the injury and degradation of the profession; and, as one of the 
examiners in midwifery of the College of Surgeons, he would be no 
party to examining persons for the licence who had not adequate 
qualifications for practising medicine and surgery. He proposed the 
following resolutions. 

1. That, in the opinion of this Branch, it is inexpedient and in- 
jurious to the public interests that any persons should be placed on 
_the Medical Register with only a limited diploma and after examina- 

tion in one department of medicine only ; and that, if it be the fact 
that the charter of the Royal College of Surgeons of England requires 
it to confer the registrable title of licentiate in midwifery on persons 
without a complete examination on the subjects of general medical 
education, it is desirable that the College should apply for an amend- 
ment of their charter in this respect. 

2. That meantime, and in case the College of Surgeons shall pro- 
ceed to institute separate examinations 1n midwifery for persons under 
the present obligations of their charter, it is desirable that an adequate 
curriculum be required of candidates, and that the examination be 
such as to afford a guarantee of the acquirement of the candidates in 
medicine, including physic, surgery, physiology, pathology, chemistry, 
and materia medica, as well as in midwifery. 

- Dr. PLayrair seconded the motion. He believed that the grant- 
ing of the midwifery licence on a limited curriculum would be a great 
blow to the scientific practice of medicine. If it were allowed, other 
departments of medicine might in time be practised on limited know- 
ledge. He was not opposed to women entering the profession of 
medicine. There were, perhaps, few professions for which they were 
less competent, but the ladies had a right to test the accuracy of 
their own views. He objected to community of education of male 
and female students ; and he thought that the ladies had done right 
in forming a medical school of their own. As far as he knew, they 
did not want to enter the profession with a limited curriculum ; and 
no one could give them worse counsel than to advise them to enter 
the profession by a back door. If they could not enter in any other 
way, let them agitate until the portal was opened ; but, if they valued 
their position, they should not avail themselves of the back door. 

Mrs. GARRETT-ANDERSON thought that the existing regulations of 

‘the College as to the education of candidates for the licence in mid- 
wifery were fairly good; and that, if they were carried out, there 
would be no harm in allowing women to get the diploma. But 
women would lament any lowering of the standard of education just 
as much as men, for it would lead to the production in a few years 
of a lower class of female practitioners of medicine. But as every 
sort of means had been used to exclude women from examination, 
so now, if the door to practice were open on any terms offered by a 
respectable body, women could not be expected to abstain from enter- 
ing ; if the front door were closed and the side door opened, they 

_ must enter by the side door, but they wished to have the full diploma 
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on the same terms of adequate examination as men, to submit to the 
same tests,-to receive the same diplama, and to enter by the front 
door. 

Dr. Braxton Hicks thought that many men who obtained the 
licence in midwifery alone would get into practice under the-.guise of 
unqualified assistants. The question was not one of ladies,.but of 
persons generally. 

After some remarks from the PresipenT, Dr. AVELING, and 
Dr. Crisp, the resolutions were put to the vote and carried. 
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ON BOZEMAN’S METHOD OF OPERATING FOR 
VESICO-VAGINAL FISTULA. 


By Dr. Lupwie Banp1, of Vienna. 
(Continued from p. 9.) 


THE suture which Bozeman employs in uniting the fistula is 
one peculiar to himself. Like Sims, he uses silver wire ; but 
while Sims has abandoned his clamp suture, published in 
the year 1853, Bozeman, in spite of many attacks, has kept, 
almost without alteration, to the suture which he described. in 
the year 1856. He fastens the wires with perforated shot. 
to a perforated plate of lead, shaped exactly to suit the cir- 
cumstances of the case, and having a concave side towards 
the united margins. He attaches, and I think rightly, more 
value to the concave plate of lead which keeps the united 
_ surfaces firm and immoveable than to the use of silver wire. 
He only chooses silver wire because it can be fastened to the 
plate more easily than silk. 

In all cases Bozeman uses straight needles of various 
lengths. He prefers them to curved needles, as being more 
easy to direct in their entrance and exit: it is only in rare 
cases that he uses a curved needle. The silver wire is of 
medium thickness. A thread of silk is first passed through 
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the edges, and by its:means the wire is drawn through. To 
prevent any tearing of tissue, the wire is held by a little fork 
in the direction of the aperture made by the needle. 

The points of entrance and exit of the needles are about 
5 mm. (+ inch) from the margins of the incisions ; the whole 
thickness of the walls of bladder and vagina is pierced, and 
the mucous membrane only of the bladder is generally 
spared, The distance between the sutures is at most 6 mm. 
When the wires are all in place, a trial is made to see 
whether the pared edges exactly meet ; and it seemed to me 
that this is done more easily with wires than when threads 
are used, The wires are then passed through a hole at the 
end of a long-handled instrument. By pressing this against 
the edges of the wound, and at the same time making gentle 
traction, the wires are at once bent into that shape which 
produces the most exact union. A piece is then cut in a 
few minutes with knife and scissors out of a plate of lead 
I mm. thick, of a size corresponding to the length and form 
of the incisions ; holes are made in it to correspond with the 
sutures, and it is pressed into a concave form by suitable 
forceps. The wires are passed through the holes in the 
plate, and the latter is firmly pressed, by means of the instru- 
ment already mentioned, with its concave side against the 
united edges. As this is being done, the blood from the 
wound, which wells up through the holes in the plate, indi- 
cates how firmly the margins are pressed together. Fora 
final test the plate is once more lifted, and the operator can 
see that the edges are not in the least turned inward or 
outward, but that the surfaces are adapted with all the 
exactitude desired, and also that the edges of the plate 
press upon the surrounding tissue in such a way as to relieve 
tension. The plate is then again pressed firmly against the 
wound, and perforated shot are passed over the wires ; these 
are fixed close to the holes by means of forceps, and by this 
means the edges of the wound are firmly held together by 
wires and plate. The wires are cut off, and the ends which 
project above the shot are bent down. 

The shape and size of the plate depend upon the figure 
which is formed by the margins, when brought together by 
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the wires. Generally these do not lie in one plane, but, with 
the surrounding tissue, take a concave, or convex, or undu- 
lating form. A corresponding curvature is therefore given 
to the plate, in order that it may produce no strain by its 
presence. 

Bozeman’s paper of the year 1857 contains a description 
of several cases, which, before the preparatory treatment, he 
had himself considered incurable, or only curable by occlu- 
sion of the vagina, but in which the edges of the fistule 
were at length successfully united by operation. In this 
paper there is an exact description of the form of the cover- 
ing plate for those cases in which the cervix uteri or urethra 
was included in the surfaces pared, and in which the margins 
when brought together often formed no straight line, but 
were concave, convex, or undulating. 

In all the four cases recorded in the present paper the 
union was effected in a straight line, directed transversely to 
the vagina. After a course of preparatory treatment this 
will certainly be possible in the majority of. cases. Since 
the edges unite more certainly in a straight line than they 
do when they form several angles, the successful issue is 
made more sure by this means, and the value of the whole 
treatment is increased. 

I have only to remark further that, in the closing of large 
apertures, Bozeman always keeps a catheter in the urethra, 
in order to show the relation of the lateral parts of the 
margins to the middle line, and the sutures are then inserted 
symmetrically. A careful watch is likewise kept upon the 
situations of the ureters and urethra on the borders of the 
wound, lest they should be included in the sutures, In 
order to secure the position of both in relation to the bladder, 
a suture is sometimes placed closely at each side. When the 
suture is finished the bladder is cleansed from blood by a 
stream of cold water. 

Bozeman’s suture has found many imitators, especially in 
England, Scotland, and France. Baker Brown published in 
1858 an account of ten fistule, varying in position, size, anc 
difficulty, on which he had already operated according to 
Bozeman’s method. In Austria and Germany this mode of 
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operation did not become so well known, and Prof. Simon 
has not abandoned his own method. I do not intend to 
undertake the task of deciding whether the one or the other 
mode of effecting union leads more certainly to success ; both 
operators are supported by the experience of twenty years in 
their firm adherence to their own long-practised method. 
Moreover, I know not what Prof. Simon’s opinion is, now 
that he has himself been a spectator of Bozeman’s manner 
of operating, and its results. I learn from an article in the 
New York Medical Record of July, 1875, that Prof. Simon 
frankly admits the superiority of this operation in all cases 
when the fistula is situated high up. It does not indeed, 
appear whether Simon had the special suture in his mind 
when he said this, but that he highly values the whole plan 
of proceeding is evident from the fact that he has had instru- 
ments and operating table made for himself after Bozeman’s 
pattern. 

In seeing the four operations performed by Bozeman, | 
have been convinced that his suture does much to insure 
union by first intention. In the first operation, in which 
only a small aperture was closed, this was not so evident, 
and it was in the second and fourth cases, in which the lines 
of union were 5 and 4°5 cm. (2‘0 and 1°8 inches) long, that I 
perceived for the first time the value of the suture. It effects 
the most exact adaptation of the margins of the fistula, and 
keeps them in close contact. through the whole process of 
healing. The plate gives the margins complete rest and 
support, and keeps them exactly in the plane in which they 
were united. It also gives protection against external 
influences, and against any possibly noxious secretions. 

Bozeman now believes.-that by his latest improvements 
all indirect operations,.as, for example, obliteration of the 
vagina, are rendered unnecessary, and that it is possible, in 
almost every case, to coaptate the edges of the fistula, and 
preserve the normal functions of all the organs involved. 

With regard to the after-treatment, Bozeman holds firmly 
to his old opinion that the urine in the bladder may have an 
injurious influence on the united margins, especially when 
the aperture is large. In almost every case he keeps per- 
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manently in the urethra an ordinary English catheter of 
medium size. This dips into a suitable vessel placed in the 
bed, and the greatest care is taken to see that it remains 
pervious by day and night. Emmet, like Bozeman, holds 
firmly to the self-retaining catheter recommended by Marion 
Sims, which he keeps in place until the sutures have been 
removed. By this means both operators obtain a large 
proportion of successes by the first operation. | 

On the other hand, Simon, in his paper of 1862, pro- 
nounced it to be needless, and even injurious, to leave a 
catheter permanently in the bladder, and Ulrich also gave 
in his adhesion to the same opinion. I have myself seen 
a considerable proportion of fistule—it is true, they were 
only small ones—successfully united by the first operation, 
without the permanent use of a catheter. Which plan then 
is the most likely to secure success ? 

I think that Bozeman has been led by his intercourse 
with Simon to abate somewhat of his zeal for the self- 
retaining catheter. In Case III., in which a small fistula 
was united without producing any tension, no catheter was 
left in the bladder, but the urine was merely drawn off every 
four hours. 

Bozeman has thus relaxed the rigidity of his rule as to 
the permanent retention of a catheter, and no longer con- 
siders it absolutely necessary in the case of small fistula, 
when the capacity of the bladder is pretty good, and the 
mechanical effect of the urine is not so important. In the 
case of fistula of old standing, when the line of union is of 
considerable length, and the capacity of the bladder small, 
he observes it still. | 

After the operation, and during the first few days, some 
opium was administered. The sutures are removed in all 
cases on the seventh day. This is accomplished very easily : 
the perforated shot are seized with long forceps, and all the 
wires divided beneath them with long curved scissors ; the 
plate-is then removed, and the wires are readily withdrawn. 


CAsE I.—A. S., a primipara, aged™twenty, a stout, strongly- 
built, healthy-looking woman, was admitted on the 14th of 
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May, 1875. She had been delivered by craniotomy, after 
a labour of four days, and twenty-four hours after the rupture 
of the membranes, A fortnight after delivery incontinence 
of .urine appeared. The patient kept her bed for two 
months ; in the third month menstruation recurred. In 
the reclining posture she could retain her urine for hours 
together, and when sitting for about two hours; but 
while she was standing or walking it flowed away con- 
tinuously. | 

On May 16th I attempted to bring the fistula into view 
with a Sims’ speculum, but the cicatricial tissue in the upper 
third of the vagina, especially on the right side, prevented 
this, and it was only possible to see urine flowing from a 
funnel-shaped depression, 3 cm. (1°2 inches) wide, embedded 
in the cicatricial tissue. A uterine sound, much curved, 
could be passed into the bladder through a small opening 
2 cm. (°8 inch) from the edge of the funnel. On both sides 
of the funnel strong cicatricial bands extended to the 
posterior vaginal wall, so that the lumen of the vagina was 
contracted to about 3 cm. Bozeman introduced his smallest 
speculum: this passed the narrowest point, and it was 
possible by its means to see the hindermost cicatricial bands, 
but not to bring the fistula fully into view. On the 21st of 
May the treatment was commenced. By the aid of the 
smallest speculum the most prominent cicatrices were incised 
with a long-handled knife to a depth of 3—4 mm. (‘15 inch). 
These incisions made the relation of parts clearer. In a 
space as large as a kreuzer, almost in the middle line, and 
1cm. (4 inch) below the junction of vagina and cervix, were 
seen three fistula, about the size of a hempseed, and 
separated by thin bridges of tissue from 3 to 4 mm. broad. 
They still lay, however, 1°5 cm. (‘6 inch) deep below the 
margin of a funnel-shaped cicatrix. A small cylinder of 
gum elastic was then introduced, the patient was examined 
every third or fourth day, and on two occasions shallow 
incisions were made into cicatrices which could be felt 
around the funnel, and at some distance from it. From 
time to time larger cylinders and balls were introduced into 
the vagina, and all excoriations were touched with the solu- 
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tion of nitrate of silver. After a month’s preparatory treat- 
ment, Bozeman believed that the condition of affairs was 
such as to justify an operation. The vagina was now of its 
normal width, and soft ; the fistule lay on a level with its 
surface. At the lower border of the fistula, there was still a 
cicatrix stretching to the right, which could not indeed be 
seen, but could be felt. Had it not been for his approaching 
departure, Bozeman would have continued the dilatation for 
a week longer; and he expressed his anxiety lest at this 
point an aperture should be produced in the course of a 
suture, or union be interfered with. On the 22nd he per- 
formed the operation. He fixed the patient upon his table, 
had chloroform administered, and brought the fistule into 
view with his speculum, size No. 2, using also the posterior 
blade. He pared the edges with two strokes of the knife, 
through the whole thickness of vagina and bladder, having 
seized with a small hook the tissue to be removed. After 
the bleeding had ceased, two sutures were employed to 
unite the funnel-shaped wound, which after the paring was 
15cm. (‘6inch) wide. The wires were fastened in the 
manner already described to a leaden plate, having a concave 
side towards the cervix. 

The operation lasted thirty minutes. A catheter was 
kept in the bladder until the seventh day. On the 25th 
intense redness of the skin made its appearance, especially 
on the abdomen and breast, accompanied by considerable 
fever. On the 29th the fever had. subsided, and the sutures 
were removed. The fistula was closed, but some urine 
trickled through the track of the lowest suture on the right 
side, near the cicatrix already mentioned. The opening 
here was large enough’ to admit a probe. On the 6th of 
August symptoms of nephritis had appeared, but an exami- 
nation showed that both fistula and suture aperture were 
closed. Nevertheless the patient still lost a little urine. A 
later examination showed that there was still a fistula as 
large as a bristle. This was discovered by laying a thin 
piece of linen upon the suspected spot——an excellent mode of 
discovering a fistula too small to be visible. The symptoms 
of nephritis vanished, the escape of urine ceased without any 
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further interference, and the patient was sent home cured om 
the 16th of November. 


CASE II.—Vesico- and recto-vaginal fistula, of three 
months’ standing, the former of enormous extent, the latter 
as large asa thaler; inversion of the bladder; narrowing 
of the vagina by cicatrices. Cure of the vesico-vaginal fistula 
by one operation, with the exception of a small aperture. 

K. C., aged thirty-two, was admitted on June 14, 1875- 
Her first seven labours were normal, In her eighth preg- 
nancy she was delivered without assistance, after four days’ 
labour, of a still-born child, which, according to her account, 
must have presented by the face. After the eighth day, 
when she left her bed, incontinence of urine and faeces was 
found to exist. 

Outside the vulva the inverted bladder could be seen, as 
large as a child’s fist. After its reduction, the smallest- 
sized Sims’ speculum was introduced with great difficulty, 
and there was found to be a fistula 5 cm. (1°98 inches) broad, 
whose edges were 4 cm. (1°6 inches) apart. The cervix and 
the rectal fistula could only be partially brought into view. 
The upper margin of the fistula, being seized with a double 
hook, and pulled with all the force justifiable, was found to 
be scarcely moveable at all: the left margin was still more 
adherent to the anterior pelvic wall. : 

On the 26th of June Bozeman incised a thick cicatrix 
which ran parallel to the left sacro-sciatic ligament, in- 
troduced a medium-sized cylindrical dilator, and on the next 
day a larger one. On the fourth day the effect of this 
treatment was already apparent. The bladder remained in 
its place when -the patient was in the knee-elbow position, 
and both fistulae could be brought into view with Bozeman’s 
smallest speculum, The rectal fistula was seen to be about 
the size of a thaler, and to be situated at the summit of the 
posterior vault of the vagina, surrounded by not very thick 
edges, But the most important point was that the upper 
margin of the fistula had become somewhat moveable. The 
force necessary to approximate the upper margin to the 
lower was measured by fixing two double hooks into the 
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former, and attaching them to a spring balance. It proved 
to be equal to 2800 grm. (6} lbs.). Dilatation was continued 
with cylinders of increasing size, and the excoriations often 
touched with the solution of nitrate of silver. 

On the 13th of July Bozeman considered the patient 
prepared for the operation. He fastened her upon his table, 
had chloroform administered, and brought the fistula ex- 
cellently into view with his speculum, size No. 1, and the 
corresponding posterior blade. The Professors Billroth, 
G. Braun, Karl v. Braun, Spath, and many other gentlemen 
were present. The spring-balance had previously shown 
that the approximation of the upper margin of the fistula 
to the lower required a force of only 120 grm. (4} 0z.). The 
edges of the fistula were spread out flat. The distance from 
the meatus urinarius to the lower margin of the fistula was 
3:5 cm. (1°4 inches) ; from the upper margin to the cervix 
2cm. (‘8 inch); from the lower edge of the rectal fistula to 
the posterior commissure of the vulva 11°5 cm. (4°5 inches). 
The mouth of the right ureter could now be clearly seen 
on the upper margin of the fistula) Urine was seen to 
flow from it, and a sound was passed for some distance 
within it. Of the left ureter nothing could be seen. All 
the rest of the vagina was soft and relaxed, but in the left 
angle only there remained some dense tissue. The paring 
of the edges with knife and scissors proved troublesome. 
Little tissue was removed—for on account of the size of the 
opening there was but little to take—but the incisions were 
made through the whole thickness of vagina and bladder. 
On account of some considerable bleeding the process 
occupied more than two hours. Before the insertion of the 
sutures a catheter was passed into the urethra, in order to 
show more clearly the relations of this to the pared edges. 
It appeared that the greater part of the fistula lay to the 
right of the urethra. Before uniting the edges, Bozeman 
slit up the right ureter for about 1 cm. (‘4 inch) on the side 
towards the bladder, in order to secure the flow of the urine 
into the latter. After nine wires had been passed, five to 
the right and four to the left of the urethra, and tightened 
in’ the manner already described, it could be seen how per- 
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fectly the edges of the wound, about 1 cm. thick, fitted 
together and were held in contact. The line of union was 
concave downwards, and did not lie in one plane, but formed 
an undulating surface. The plate was cut into a correspond- 
ing form, and was bent into a double curve, to fit the undu- 
lating surface upon which it was laid. 

A catheter was kept in the bladder. After the operation 
some pain in the region of the bladder set in, but ceased after 
one day. The patient was without fever, and remained dry 
until the fifth day, after which a little urine was found to 
pass by the vagina. i 

On the 20th July Bozeman proceeded to remove the 
sutures, and declared that he would be content if five of 
them only had held ; but, to our great surprise, the fistula 
was closed in its whole length, only between the 
seventh and eighth sutures an opening had remained large 
enough to admit a probe. Bozeman considered it probable 
that the left ureter had been included in the suture, and 
ascribed to this cause the slight want of success. The 
catheter was kept in for five days more, and the woman 
could then hold her urine for half or three-quarters of an hour, 
and could also pass it at pleasure. Bozeman advised that 
the small opening and the rectal fistula should not be taken 
in hand until after three months’ interval, and in the mean 
time, when the small fistula had been twice cauterized, the 
patient was sent home. 


CaAsE III.—Fistula as large as a bean, of seven months’ 
standing, distant 3 cm. from the cervix. Cure by the first 
operation. 

S. M., aged thirty-five, a healthy-looking woman, was 
admitted on the 18th of May, 1875. She had had twelve 
children, delivered by the natural efforts; six of them were 
stillborn, after protracted labour. 

The thirteenth labour, seven months ago, was completed 
by forceps, forty-eight hours after the commencement of 
pains. The pelvis was otherwise normal, but measured only 
9°5 cm. (3°75 inches) in its conjugate diameter. Five days 
after delivery incontinence of urine appeared. In a lying 
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posture the patient could retain her urine for hours, but it 
flowed away when she stood upright. She had menstruated 
twice since the last confinement ; the menses then ceased 
for two months, and all symptoms pointed to pregnancy. 
Three operations had been performed unsuccessfully, and five 
days after the second operation followed the abortion of an 
ovum of two months’ development, destroyed by the effusion 
of blood into the decidua. 

On the 13th of July Bozeman ‘brought the fistula into 
view with his speculum, size No.’4, and the corresponding 
posterior blade. The fistula was as large as a bean, a little 
to the right of the middle line, distant 3 cm. (1°2 inches) 
from the cervix. Its edges and the tissue round seemed to 
be normal, but by careful observation one could see a 
slightly projecting cicatrix running transversely at the lower 
margin, and also feel it distinctly with the finger. Bozeman 
placed his largest cylindrical dilator in the vagina, which in 
other respects was very wide, divided the cicatrix by incisions 
two days later, as simple dilatation did not suffice, and con- 
tinued the dilatation for six days more. 

On the 21st, in the presence of Prof. Salzer, Bozeman 
brought the fistula into view with speculum No. 3. Nothing 
more could be seen or felt of the cicatrix. He made the inci- 
sions rapidly, somewhat more obliquely, and somewhat farther 
from the margins than in the preceding cases, and brought 
the surfaces together with five wire sutures, and leaden plate. 
After the wires had been tightened, the edges, which were 
I cm. (‘4 inch) thick, were held together in the most perfect 
manner, and the result was looked forward to with the 
utmost confidence. The line of union with the surrounding 
tissue formed a depression in the middle, and a correspond- 
ing curvature was given to the plate.» The line did not lie 
transversely, but obliquely to the vagina, the left extremity 
being downward. 

The patient for three days had her urine drawn off every 
four hours ; on the fourth day she passed it herself. On the 
28th of July, Bozeman having already left, I removed the 
sutures in the presence of Prof. Braun, and found the union 
perfect. The patient now passed her urine as before; its, 
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condition showed the existence of slight catarrh of the 
bladder. She started for home on August 2nd. 


CASE IV.—Vesico-vaginal fistula, of five months’ standing, 
3°5 cm. (1°4 inches) broad, its edges gaping 2°3 cm. (‘9 inch). 
Prolapse of the right Fallopian tube, upon incision of the 
cicatrix. Cure by the first operation. 

S. J., aged thirty-six; a slightly-built, delicate looking 
woman, was admitted on the 22nd of May, 1875. At her 
first confinement, four “years ago, she was delivered at full 
term of a stillborn child, after a labour of several days. At 
the second confinement, five months ago, she was delivered 
by forceps at full term of a stillborn child, forty-eight hours 
after the rupture of membranes. On the seventh day after 
delivery incontinence of urine appeared, the patient fell ill, 
and had only lately become convalescent. The conjugate 
diameter was contracted to 9 cm. (3°6 inches). 

On examination with the smallest sized Sims’ speculum, ° 
with the aid of a retractor, a funnel-shaped depression could 
be seen, 3°5 cm. (1°4 inches) from the meatus, whose diameter 
was 4°5 cm. (2°8 inches) transversely, and 3 cm. (1°2 inches) - 
from above downward, and into the depth of which the 
normal vaginal mucous membrane was prolonged. The 
whole funnel, and especially its right angle, was fixed to the 
anterior pelvic wall; with the finger at a depth of 1°5 cm. 
(6 inch) could be felt the edges of the fistula, which 
admitted two fingers, but it was not possible in any way to 
bring it into view. The upper border of the funnel was 
I cm. (4 inch) from the cervix, whose anterior lip, 2 cm. in 
length, was fissured up to its junction with the vagina. 

On the 28th of May Bozeman began the treatment. He 
incised the most prominent cicatrices right and left, and in- 
troduced a medium-sized cylindrical dilator. At the same 
time we endeavoured to relieve the painful condition of the 
patient ; we cut away all the hair around the excoriations, 
and painted them with a 2 per cent. solution of nitrate of 
silver. This had a surprising effect, and the next day the 
woman had scarcely any pain. We examined the woman 
every other day, made shallow incisions into the prominent 
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cicatrices, and introduced gradually larger and larger dilators, 
which the woman herself was able to insert and withdraw. 
After eight days her condition was so much improved that, 
instead of passing the day crying in bed or in a hip-bath, 
she now walked about, and so long as a spherical dilator was 
in place, suffered little inconvenience. 

On the 8th of June it was found that a dense cicatrix at 
the upper border of the funnel, which ran transversely across 
the posterior cul-de-sac, stubbornly resisted the softening and 
dilatation. Bozeman divided it somewhat deeply on the right 
side, and was trying to test with his finger how much the 
tissue beneath yielded. This gave way, and when the finger 
was withdrawn we saw the right Fallopian tube, about 4 cm. 
(1°6 inches) long, fall into the vagina through the wound. 

I was not so much startled at this accident, for once 
before, at the amputation of an inverted uterus, I had seen 
the prolapse of a Fallopian tube. The loop of the galvanic 
cautery had not cut completely through ; at its withdrawal 
the amputated uterus followed, but a Fallopian tube remained 
caught in the loop, and was dragged down as far as the 
vulva ; it was then replaced with forceps, and the woman 
recovered. I will here mention the interesting fact that the 
opening in the peritoneum produced at the amputation was 
still unclosed at the end of four weeks, and the sound was 
introduced without harma distance of 24 cm. (9°5 inches). 
The woman therefore, although without a uterus, was perhaps 
exposed for some time to the risk of (extra-uterine) pregnancy. 

To return to the present case. The woman after this acci- 
dent complained of pain in the right groin. We grasped the 
tube lightly with forceps, and pushed it back, and a wound 
2 cm. (‘8 inch) long, and 5 mm. (‘2 inch) broad, through 
which it had fallen, was then seen. ,After two hours, which 
were occupied in preparing the table and instruments, Boze- 
man closed the wound like an ordinary fistula with four 
wires, after having made shallow incisions into the cicatrices 
which stretched its margins on both sides. The woman had 
for several days considerable pain in the right groin, and 
slight fever. On the seventh day Bozeman removed the 
sutures ; the whole vagina, and especially the neighbourhood 
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of the wound, was covered with a membranous deposit, yet 
the spot covered by the plate was normal, and the wound 
completely closed. 

After four weeks’ rest the dilators were again introduced. 
By her own wish the woman went home for a fortnight, and 
there herself easily inserted them, and walked about and 
slept while they were in place. On the 21st of July she 
returned, and on the 22nd, in the presence of Prof. Baron 
Dumreicher, Prof. Braun, and several others, Bozeman per- 
formed the operation. | 

The patient was fastened on the table, chloroform was 
administered, the fistula was brought into view with the 
speculum No. 2, and the posterior vaginal wall held back by 
a retractor. The vagina was soft throughout, the margins of 
the fistula were fully exposed to view, only their attachment 
on the side of the bladder was not quite loosened. The 
fistula measured 3°5 cm. (1°4 inch) transversely, 2°3 cm. 
(g inch) from above downward; the distance from the 
meatus to the lower margin was 3°5 cm., from the upper 
margin to the cervix 1°5 cm. (‘6 inch). The incision from 
the right angle along the lower margin to the left angle was 
made rapidly with a single stroke of the knife, and the 
mucous membrane of the bladder was included in parts. 
Much difficulty was found in paring the upper margin ; it 
proved necessary to remove all the tissue up to the cervix, 
and to pare the anterior wall of the cervix itself. Its 
anterior lip, however, was cleft in the middle, and from the 
angle of the rent cicatricial tissue extended inwards ; it was 
therefore difficult to produce a smooth and deep pared 
surface. After an hour and a half’s labour the surface was 
artistically prepared ; the incision at the lower margin was 
made perpendicular to the surface, at the upper margin 
oblique through the whole thickness of tissue. 

The surface procured at the upper margin was almost 
everywhere I cm. (‘4 inch) deep, but in the centre, at the point 
corresponding to the end of the rent in the cervix, it was 
only 5 mm. (‘2 inch) deep, and at this point a failure in the 
operation was much to be feared. By any other method, 
however, such as utilizing the posterior lip,.or the vaginal 


Vesico- Vaginal Fistula. 79 


wall, the retention of the normal functions would not have 
been secured. After the bleeding had ceased, a catheter was 
introduced, and it became evident that the larger portion of 
the pared fistula lay to the right hand, and that a part of 
the insertion of the urethra projected upon the pared lower 
margin ; this piece was cut away with scissors. Two sutures 
were inserted in the margins right and left of the catheter as 
it lay. 

After the wires had been placed, some small pieces of 
tissue, which still projected on the upper margin, were cut 
away with scissors. When the edges were drawn together by 
the tightening of the five wires, it was evident how perfectly 
the upper surface, although incised obliquely, became parallel 
to the lower, and how exact the union would be. The plate 
used to fix the wires had a somewhat sigmoid form, the con- 
cavity in its upper edge corresponding to the cervix. The 
surface assumed by the united edges formed a trough in the 
centre, and the plate was bent into a shape corresponding. 
The line of union itself formed a double curve, and the row 
of holes in the plate was disposed accordingly. The inser- 
tion of the sutures, and the cutting and fixing the plate 
occupied three-quarters of an hour. A catheter was placed 
in the bladder, and the patient remained dry and com- 
fortable. 

On the 29th of July, after the departure of Bozeman, I 
removed the sutures. They had cut deeply into the tissues, 
and the upper edge of the plate had caused a slough for a 
distance of 2°5 cm. (1 inch). This showed how the upper 
margin of the concave plate had protected the united surfaces 
from the retraction of the surrounding tissue, but it showed 
also that it was time to remove the sutures. The union was 
complete. I left the catheter in the bladder for some days 
more, and had the vagina syringed frequently with warm 
water. The patient soon left her bed, could pass her water 
at pleasure, and was quite well. 

Before I conclude, I think it my duty to mention that the 
preparatory treatment requires all possible caution and care, 
since it has its own dangers; I have myself experienced this 
in the treatment of some cases. In one case, that of a fistula 
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of two months’ standing, in which within ten days I had 
made several incisions in prominent cicatrices, and had 
dilated with cylinders without any ill result, I went on too 
rapidly to a larger cylinder, wishing to hasten the conclusion, 
and the patient—who had also without my permission been 
running up and down stairs—was seized with symptoms of 
peritonitis. I was obliged to suspend the treatment for eight 
days, and now, rendered’ cautious by experience, I proceed 
very gradually. In a second case pain in the neighbourhood 
of the vagina set in, and I was obliged to return to smaller 
dilators. 

The dangers of the preparatory treatment may be briefly 
summed up :— 

By too bold incisions the peritoneal cavity or the rectum 
may be injured; the introduction of the finger into the 
rectum when the incisions are made may lessen this risk. 
By a too hasty procedure, especially a short time after 
delivery, inflammation may be set up in the surrounding 
tissue, and even in the peritoneum. We should therefore 
always bear in mind that, as compared in importance with 
the cure of so serious a defect—a cure which is rendered 
more certain by the preparatory treatment—the length of 
time which is spent upon it is of little moment. 





NOTES OF A FATAL CASE OF CHOREA 
GRAVIDARUM. 


By ALEXANDER RUSSELL Simpson, M.D. 


Professor of Midwifery in the University of Edinburgh ; President of the 
Edinburgh Obstetrical Society. 


(Communicated to the Edinburgh Obstetrical Society, March 22nd, 1876.) 


THE case which I have to bring under the notice of the 
Society occurred at Bathgate, in the practice of my friend 
Dr. Longmuir, to whom I am indebted for the following 
history. | 

M. Y., aged twenty, a dairymaid, began to menstruate at the 
age of sixteen. Menstruation was always regular but mode- 
rate in amount. She had had measles and whooping-cough 
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in her early years ; and about eight years ago had an attack 
of rheumatism which lasted, according to her mother’s state- 
ment, for some weeks. In the middle of last July she men- 
struated as usual, and in the end of the month was laid down 
with a smart attack of scarlet fever, which was at that time 
very prevalent in a malign form in the district. During her 
convalescence from scarlatina she had again a slight attack 
of rheumatism, but was only off work six weeks in all. It 
was observed by her friends that ever after she was very 
easily agitated. From the date of the menstrual discharge 
in the middle of July there was no uterine hemorrhage till 
the 18th of September, when the catamenia returned. She 
menstruated again towards the end of October. At this 
time, in all probability, conception took place, though the 
existence of pregnancy was not suspected till afterwards. 

It was in the first week of January—in the beginning, 
therefore, of the third month of gestation—that the first 
choreic symptoms manifested themselves in occasional slight 
tossings of the head. Then there was a gradual feeling of 
weakness in the left side, more especially in the left arm, so 
that on several occasions she let fall her milk pitchers. On 
the 4th of February she had a severe fall on the point of the 
elbow, after which her symptoms became gradually more 
distressing. Irregular movements took place in the muscles 
on both sides of the body, and by the beginning of March 
these became so violent that the patient was kept in a state 
of constant agitation. Even when she was kept asleep by 
anzesthetics or narcotics, movements, of the lower limbs more 
particularly, still went on. Only once when she was kept 
asleep for three hours with chloroform was there any 
cessation. Bromide of potassium was given freely, but 
without producing any modification of her distress. By- 
and-by a marked degree of delirium was superadded to 
her other symptoms, so that she kept up a frequent scream- 
ing until pulmonary congestion set in, and she sank very 
rapidly on March oth. 

On the 11th Mr. A. H. ‘gees one of my pupils, who, in 
assisting Professor Turner in the dissecting rooms and Dr. 
Wyllie in our pathological theatre, has acquired much skill in 
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the making of post-mortem examinations, was good enough 
to go to Bathgate to make the dissection along with Dr. 
Longmutr. 3 

In the vagina there was found a dead feetus, 84 inches in 
length, with the feet towards the vulva and the head towards 
the os; the cord ran up through the cervix towards the 
placenta, which was still adherent to the back wall of the 
flaccid uterus. The uterus, has been put into Professor Tur- 
ner’s hands for examination, as he has made and continues 
to make important observations in regard to the structure of 
the placenta and changes in the lining membrane of the 
gravid uterus. It has been carefully injected, and as it lies 
in the jar the Fellows can see that it presents all the charac- 
ters of a uterus in the fifth month of gestation, the cervix, 
which is sharply marked off from the uterus proper, not having 
begun to undergo any degree of shortening, but rather having 
up to this point shared in the general enlargement of the 
organ. 

There was slight hypereemia of the pelvic and abdominal 
peritoneum, but the abdominal viscera were healthy. Only 
the kidneys were deeply injected, especially in their pyra- 
midal portion, where some small capillary embolisms were 
found in a section. | 

In the thorax the heart and large blood-vessels seemed to 
be healthy. The lungs were in a state of very extensive and 
deep congestion. 

On removing the calvarium the dura mater was found to be 
very firmly adherent to the bone. At a point corresponding 
to the anterior fontanelle it was thickened and roughened 
‘to a distance of three-quarters of an inch to each side of the 
middle line. An inch and .a half backwards there was a 
similar transverse roughening not quite so extensive. The 
central line between the ridges and a line entering a short 
way in front and behind them presented the same appear- 
ance ; and there was a curved line on either side running 
from the extremities of the transverse ridges, and meeting in 
a point at the posterior extremity of the roughened median 
line. In all this area there was great vascularity, more espe- 
cially along the rough lines and ridges, and the dura mater had 
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throughout this surface acquired adhesions with the pia mater. 
At this place there was some lymph exudation in the sub- 
arachnoid space ; and there was some slight hypereemia and 
very great effusion in the right ventricle. 

The case thus presents various points of interest. It 
illustrates Romberg’s remark* that the chorea of pregnant 
females is almost always bi-lateral. It goes to increase the 
sum of the fatal cases which Barnes’st valuable table, supple- 
mented by Wenzel,t shows to be very high in such women. 
Of Wenzel’s 66 cases 18 proved fatal = 27°3 per cent. 

Notwithstanding the presence of capillary emboli in the 
kidneys, it does not go to confirm Dr. Hughlings Jackson’s 
theory that chorea is due to capillary embolism in the brain. 
The intercranial mischief which was discovered was not of 
embolic character, and the changes in the kidney had in all 
probability occurred in the last days, if not hours, of the 
patient’s life, as it was difficult to see any cloudy change in 
the parenchyma of the organ. 

But it is worthy of remark that we had in this patient a 
combination of the conditions that have severally been 
notably associated with the development of chorea. For 
Ist, she had been the subject of an attack of rheumatism, 
which in a milder form had recurred shortly before the 
chorea appeared ; 2nd, she had been the subject of a recent 
attack of scarlatina ; and 3rd, she was pregnant. 


ON THE PENDULUM MOVEMENT IN WORKING 
THE MIDWIFERY. FORCEPS. 


By Epwarp J. Hicks, M.B. 


IN the March number of THE OBSTETRICAL JOURNAL there is 
an abstract of an interesting paper by Dr. Matthews Duncan 
under the above heading. It is one of much interest and no 
little importance both to the practical and theoretical mind, 





* ¢¢Tehrbuch der Nervenkrankheiten des Menschen.” Berlin, 1857. P. 520. 
+ “Transactions of the Obstetrical Society of London,” x. p. 186, 1869. 
t Schmidt’s ‘‘ Jahrbiicher der gesammten Medicin,” vol, clxi. p. 200. 1874. 
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and this must be my excuse in offering any remarks upon a 
subject touched upon by so high an authority as Dr. Matthews 
Duncan. 

It was a saying of Sir Fielding Ould’s that given the 
diameter of the foetal head and pelvis, we could predict with 
mathematical certainty the exact course the head would take 
in its descent. We have no doubt theoretically that this 
proposition is strictly true. But are we able for practical 
purposes to attain such a degree of perfection so that we 
could not pull in the wrong line? This I must urge to be 
an important question, for it will be seen that if we employ 
traction forcibly in the wrong direction, then the damage 
must of necessity be greater the more force we wield and the 
more time we, employ. 

Dr. Duncan, in his paper, appears to assume in a measure 
that this accuracy is always to be obtained, for he says in 
effect that instead of using the pendulum movement we 
ought to be able to know at once the right direction to pull 
down the head. No doubt it is proper that we should make 
every effort to study this point, but in that class of cases in 
which the forceps becomes necessary there is some slight 
abnormal condition either in the presenting part or in the 
configuration of the pelvis, the exact nature of which it is 
generally difficult to detect. 

Are we not better able to do so when we adopt the pen- 
dulum or oscillatory movement ? 

With all due deference, I would venture to suggest 
that the pendulum and oscillatory methods of traction, pro- 
perly used, are really tentative measures, and give an indica- 
tion to the hand which is the line of least resistance. Upon 
this the practitioner acts, drawing down steadily (of course 
following the pelvic curve) until a further arrest occurs, when 
another gentle oscillation is made, and then traction, and 
so on. 

Does not this method seem better than taking for granted 
we know the exact line in wnich traction should be employed 
im such cases ? 

Further than this, does not the alteration in the set of the 
head give Nature a chance toassist us? Or, in other words, 
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by finding the line of easiest descent, and by placing the 
head in that position, the necessity for traction is more or 
less done away with. 

But there is another point in which I think the pendulum 
movement becomes of service. I refer to the riding up of the 
soft parts in front of the head. May we not liken this to the 
mode of the withdrawal of a tight ring from one’s finger? 
Here it is well known that its removal will be a matter 
of great difficulty by direct traction, owing to the puckering 
and cedema consequent on pressure, whereas slight oscillatory 
movement easily permits one side at a time to ride over the 
puckered parts, resulting in less damage, and at the same 
fime in an economy of force. These are some of the 
reasons which seem to me to render the pendulum movement 
a sound and efficient method of practice, in the applica- 
tion both of the long and short forceps if judiciously used, 
and therefore I cannot follow Dr. Duncan when he says that 
the supposition is absurd, for the head has to be advanced 
against resistance, and that must be overcome by force, and 
we have sufficient at hand. 
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SHEFFIELD HOSPITAL FOR WOMEN. 


RECURRENT PUERPERAL INSANITY. 


By THomas WHITESIDE HiME, B.A., M.B., &c. 


Medical Officer to the Hospital for Women ; Surgeon-Accoucheur to the Public 
Hospital.and Dispensary ; Lecturer on Midwifery and Diseases of Women and 
Children, Sheffield School of Medicine, &c. 


THE following remarkable case cannot fail to be of interest 
to readers of THE OBSTETRICAL JOURNAL :— 

Mrs. Y., of Robert Street, aged thirty-six, has been nineteen 
years married, and during that time has had seven children. 
The first was still-born eleven months after marriage. The 
second child was born three years afterwards, and mother and 
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child did well. The third was born after eighteen months. 
She was progressing well, when on the fifth day she suddenly 
and unexpectedly jumped out of bed, and rushed downstairs, 
screaming and gesticulating violently, dashed the furniture 
about, and broke several panes of glass. With great difficulty 
she was got back to bed, as she regarded every one about her 
as an enemy. She recognised no one, not even her child, 
which she resolutely refused to continue to suckle. She 
continued insane for ten months, with occasional outbursts of 
violence. By the end of twelve months she had quite re- 
covered. At the end of the fifth month she had become 
much quieter, timid, and reserved. She believed then she 
had committed some crime. Occasionally she was quite 
collected, and would describe what she experienced during 
the period of violence—e.g., at one time she was in hell, and 
saw her children cut in pieces. For oneand a half years she 
continued in perfect health, and at the end of two and a half 
from birth of last child was again confined. After a week 
she again had an acute outbreak of mania, but it soon passed 
off, leaving her depressed and melancholy as before. She 
nursed the child, however. She used to have occasional lucid 
periods, when she recognised her husband, and she would 
then tell him she had done some awful deed. She occa- 
sionally refused her food, and her appetite continued bad 
during the whole of this attack, which lasted four months. 
At the end of twenty months from the last confinement her 
fourth child was born. But a week before her confinement 
she became melancholy, refused food, ceased to recognise 
those about her, and had to be watched day and night. She 
was delivered by the aid of the forceps, and nursed the child 
during the five days it lived.. She recovered in two weeks. 
She continued quite well for nearly two years, at which time, 
being within two weeks of her fifth confinement, she again 
lost her reason, and continued deranged and melancholy for 
four weeks, by which time she was apparently well. The 
child was stillborn. She afterwards often laughed with her 
husband over things she had done during her illness, and 
would relate such anecdotes with gusto. Two weeks before 
the birth of the next (sixth) child, after an interval of two 
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years, she was attacked with the same symptoms. She had 
been uneasy and restless for some days, and readily frightened 
at any unusual sight. One day she ran in great alarm down 
the street on seeing two nuns. Her head was during several 
days frequently drawn spasmodically towards the right 
shoulder, and her right arm and hand occasionally trembled 
violently. Her heart occasionally palpitated so that its action 
was visible even through her dress. Sometimes she would 
gaze fixedly for minutes apparently at nothing, and heave 
heavy sighs. This twitching of the head had been noticed 
on previous occasions in a less degree before an attack came 
on, and occasionally also during the lucid intervals. During 
this pregnancy she had occasionally been for a day quite 
insane, fearful of punishment for some supposed crime, and 
most anxious for forgiveness. She herself feared a return 
of the mania when she would be at term, and begged that 
it might be anticipated by the induction of premature labour 
when she was only a few months pregnant. A fortnight 
before her expected confinement she became quite insane, 
but not very violent. On September 27th, 1874, I saw her 
for the first time, and admitted her into the Women’s Hos- 
pital at the request of Mr. Westbrook. She was then in the 
first stage of labour. Though she knew her husband, she 
regarded her friends as enemies bent on injuring her some- 
how, and she refused for a time to enter the Hospital. She 
would not lie down all night. At 6.30 A.M. I was called to see 
her. I induced her again to allow me to examine her. The first 
stage was complete, the child’s head presenting in the first 
position; temperature 99° F. However, she obstinately con- 
tinued to refrain from any effort to aid her delivery, so I ad- 
ministered chloroform, so as to induce semi-narcosis, In this 
state she at once began to “ bear down,” and in about three- 
quarters of an hour the child was born. She refused to suckle 
the chilc, or even to keep it in bed, Occasionally she talked 
loudly and excitedly, but was not violent, except on the fourth 
day, when she jumped out of bed, and threw her dinner, plate 
and all, -hrough the window. She was very weak and low ; 
tongue krown and dry. I gave her abundance of nourish- 
ment with very small quantities of brandy. On the tenth 
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day she returned home, greatly improved bodily, but she did 
not show much improvement mentally for four or five weeks. 
After delivery she continued to take, while in hospital, 
30 ers. of potass. bromid. daily in infus. cinchon. 
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Extra-Uterine Pregnancy, its Causes, Species, Pathological 
Anatomy, Clinical History, Diagnosis, Prognosis, and 
Treatment. By JOHN J. PARRY, M.D., Obstetrician 
to the Philadelphia Hospital, &c. London: H, K. 
Lewis’) 1576,. 008 pean, 


THIS work is a careful and elaborate monograph on the 
subject of which it treats, and is based upon an analysis of 
no less than 500 cases collected from all sources, The 
labour expended upon it is sufficiently indicated by the 
number of references to authors which abound upon almost 
every page, and it will be found to furnish an admirable 
summary of all the evidence attainable on the subject. The 
number of cases being greater than any hitherto collected 
for comparison, the conclusions which the author draws from 
them as to certain grave questions of practice, which are 
still matters of controversy, have an important significance. 
In the first chapter the causes of extra-uterine pregnancy 
are discussed. A large number of examples are found to 
show that it is apt to occur in women who have become 
pregnant after having manifested an inaptitude for concep- 
tion, being either primiparee who have lived some years in 
sterile marriage, or multiparze whose last pregnancy has been 
followed by a long pause.. The cause which prevents the 
natural progress of the ovum to the uterus is often detected 
in the shape of adhesions, or constricting bands, the result 
of pelvic inflammation; in a few rare instances five in 
number, the same effect was traced to the presence of tumours 
in the uterus or neighbouring organs ; and one or two cases 
seemed to point to a similar result from some of the ordinary 


Noties and Reviews of Books. - 89 


uterine displacements. The statistics were not found to give 
"any sanction to the opinion held. by several authorities that 
the accident is more frequent among unmarried women, and 
among many thousand women who had borne illegitimate 
children in the Philadelphia Hospital, there had not been a 
single case of misplaced gestation. Several recorded cases 
however, lead to the conclusion that strong emotions, such as 
terror, during or after intercourse, may be a cause, although 
a rare one, of extra-uterine pregnancy. Two exceptional 
cases are recorded, one of the escape of the fertilized ovum 
from the uterus into the abdominal cavity through the un- 
closed incisions of a previous Cesarian section, the other of 
pregnancy occurring after the removal of the body and part 
of the neck of the uterus, on account of a fibroid tumour, a 
fistula being left in the cicatrix of the neck. It is a remark- 
able circumstance that the relative frequency of combined 
intra- and extra-uterine pregnancy is about four times as 
great as that of twin conception in normal fcetation. It is 
not found in such instances that the intra-uterine foetus is less 
developed than the other, as if fertilized subsequently, and 
therefore there is ground for the suggestion of Dr. Barnes 
that one ovum may obstruct the other in its descent to the 
uterus. 

In the classification of extra-uterine foetations Dr. Parry 
adopts the three main species of tubal, ovarian, and abdo- 
minal. All possible forms may be regarded as varieties of 
these three species, and among them the so-called intersti- 
tial pregnancy is included under the more exact title of tubo- 
uterine. The author gives no countenance to the idea that 
the ovum is ever developed in a diverticulum of the tube, or 
any other abnormal pouch within the. uterine wall, but holds 
that, if it is found lodged in the tissues of the uterus, it 
has reached this position by the rupture of its sac. Several 
indubitable examples are found to prove the possibility that 
the ovum may be developed within the ovary itself, notwith- 
standing the doubts of Velpeau, Farre, Thomas, and others 
as to the occurrence of this form of foetation. The serious. 
problem is next discussed whether primary abdominal preg- 
nancy ever takes place, the possibility of which has been 
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denied by, amongst others, Rokitansky, Churchill, Rogers, 
Tanner, Tait, and Barnes. That the ovum may attach itself 
to, and derive nourishment from, a peritoneal surface is proved 
by the case of Lecluyse, in which the fecundated ovum had 
escaped through a fistulous opening in the uterus, and the 
placenta was attached to the small intestines, and also by that 
of Dr. Braxton Hicks, in which the ovum had escaped from 
a cyst to the left of the uterus and was found attached to 
the retro-uterine pouch. There is therefore nothing a priorz 
impossible in the occurrence of primary abdominal pregnancy, 
and six cases are found recorded in which the gravid cyst 
was quite unconnected with the uterus or its appendages, 
thus satisfying the most rigid conditions of proof. Three 
cases of alleged vaginal pregnancy are examined, but found 
untrustworthy, two of them being probably merely instances 
of rupture of an extra-uterine cyst into the vagina. In esti- 
mating the relative frequency of the different forms, the 
author finds that, regarding those cases only in which an 
autopsy was made, and the appearances were both decisive 
and exactly recorded, there were 214 cases of tubal preg- 
nancy in all its varieties, 27 of ovarian, and 29 of ab- 
dominal. ‘These statistics, however, probably give an undue 
preponderance to tubal pregnancy, from the fact that it is 
more apt to terminate in death at an early stage, when the 
relation of parts is easily determined. 

Dr. Parry believes that the decidual membrane is ea Ce 
in the uterus alone, and not in the cyst, even when the 
foetation is tubal. The placenta therefore he considers to be 
formed in all cases by foetal tissue only. For the explana- 
tions of the curious circumstance that the corpus luteum 
has sometimes been found in the ovary on the side opposite 
to that of the tube containing the gravid cyst, he prefers 
the view of Dr. Oldham, that the tube sometimes reaches 
entirely across the pelvis, and grasps the ovary of the oppo- 
site side, to that of Dr. Tyler Smith, that the ovum crosses 
the cavity of the uterus, and ascends the opposite tube. It 
is supported by a specimen in the Cambridge Museum, in 
which both tubes are simultaneously grasping the same ovary 
to which they have been attached by adhesions. 
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With regard to the symptoms which may lead to a diag- 
nosis of extra-uterine foetation during the first four months, 
the period in which rupture generally takes place, if it occurs 
at all, the author attaches special significance to the woman’s 
own belief that she has become pregnant, the occurrence of 
irregular metrorrhagia, which may commence only after the 
sixth or eighth week, and of intense spasmodic attacks of 
pain, often leading to vomiting, but generally leaving the 
patient free in the intervals. He thinks that these are due - 
to contractions of the muscular wall of the cyst, and are 
therefore absent in ovarian or abdominal fcetation. The 
foetal tumour by the side of the uterus has been detected by 
Siredey as early as one month after the commencement of 
pregnancy, and Thomas has recognised ballottement in a cyst 
of three months’ development. For diagnosis in the later 
stages of pregnancy, many examples show that the ap- 
parently superficial position of the child, either on the surface 
of the abdomen or towards the vagina is entirely misleading. 
The most important test is to be found in a careful compari- 
son of the changes in the cervix uteri with the size of the 
gravid tumour. 

Of the modes in which the foetus may be spontaneously 
expelled when it has been retained beyond the full term of 
pregnancy, that of the opening of the cyst into the bowel is 
found to be the most frequent: It occurred in 65 cases 
out of 248, which went to or beyond term. The mortality 
among these was 34°78 per cent. Communication with the 
exterior was established through the abdominal wall in forty 
cases, and gave a mortality of only 25 per cent. Discharge 
into the bladder occurred in nine cases, with a mortality of 
55°55 per cent.; and opening into the vagina in 12 cases, 
with a comparative mortality higher than might be expected— 
namely, 41°66 per cent. Six cases are recorded of the 
clinical curiosity of foetation occurring in a hernial sac. In 
all of these section of the sac was performed at term, with 
the result of four recoveries and two deaths. 

With regard to the treatment of extra-uterine fcetation, 
if recognised during the earlier months, the plan of punc- 
‘turing the cyst to evacuate the liquor amnii and destroy the 
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foetus has been very far from yielding the favourable results 
which might have been expected from it. Out of seven 
cases of this treatment recorded, only two women recovered, 
and one of these received no benefit. Moreover, in one 
instance the foetal heart was heard until the patient's 
death. The author recommends in preference the trial of 
electricity, applied without any puncture, or the removal of 
the child by. section of the vagina with the platinum knife 
of the galvanic cautery, as performed by Prof. Thomas, but 
without any attempt to.remove the placenta, If rupture 
of the cyst has taken place the prognosis is so bad that 
the possibility of survival has been denied by several authors, 
among whom are Bernutz and Rogers. In most instances 
of alleged recovery the diagnosis cannot be relied on, but its 
possibility is shown by the several authentic cases in which 
the child had continued to grow after the rupture, the 
placenta remaining within the sac. Since, however, the 
chance of recovery is so slender when rupture has taken 
place, the author strongly urges the immediate performance 
of gastrotomy under such circumstances, and the use of 
ligatures or the galvanic cautery to check the bleeding. 
This proceeding has been recommended by several high 
authorities, but has not been actually carried out. A further 
consideration in its favour is found in the fact, shown by the 
records, that there is scarcely ever any trace of peritonitis 
found as the result of the rupture, although authors describe 
this as a grave danger. 

The last question discussed is the grave problem whether 
eastrotomy should be performed if the foetus has been retained 
until term or beyond it, and if so, whether the operation 
should be primary or secondary. Very valuable evidence is 
here afforded by the analysis of the large number of cases 
collected by Dr. Parry. In 188 cases which went to or 
beyond term, and were left to nature, the mortality was 
52°65 per cent. In 20 cases in which primary gastrotomy 
was performed, the maternal mortality was 70 per cent., or 
17°35 per cent. greater than in the cases left to nature, and 
the mortality to the children was 60 per cent. On the 
other hand, in 36 cases of secondary gastrotomy, performed 
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some time after full term, not including those in which the 
Operation was merely to assist the effort of nature, the mor- 
tality was only 38°88 per cent. The records also show that 
among the 500 cases there was not a single instance of 
rupture into the peritoneal cavity produced by the false 
labour which occurs at term, and only three of rupture of 
any kind. The conclusion is clear that primary gastrotomy 
should never be performed, although such high authorities as 
Velpeau, Braxton Hicks, Greenhalgh, Meadows, Kiwisch, 
Baker Brown, Tait, Atlee, and) Kceberle have advised that 
the operation should be ‘performed partly in the interest of 
the child, if undertaken at all. Dr. Parry, however, scarcely 
looks with as much favour as his statistics might seem to 
justify upon secondary gastrotomy, performed after the sub- 
sidence of the puerperal condition. He recommends that 
interference should be confined in general to the enlarge- 
ment of any opening made by nature, and that gastrotomy 
should only be performed if the patient appear likely to 
sink if not relieved. As to the management of the placenta, 
he accepts the conclusion now adopted by the best autho- 
rities in Britain, that no attempt should be made to remove 
it immediately. He advises that the funis should be fixed 
in the external wound, and the placenta withdrawn thereby 
if it separates spontaneously after a time. 

We have endeavoured to indicate the most important con- 
clusions arrived at by Dr. Parry, but we refer our readers to 
the book itself as containing the fullest information on the 
subject anywhere to be found. 
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OBSTETRICAL SOCIETY OF LONDON: 
Meeting, April 5th, 1876. 


WILLIAM OVEREND PRIESTLEY, M.D., F.R.C.P., President, 
in the Chair. 


BreFOoRE entering upon the~general business of the evening, Dr. 
Murray wished to bring forward a resolution. ‘ That the Obstetrical 
Society of London present a vote of thanks to Dr. Arthur Farre, Dr. 
Barnes, and Dr. Priestley, for having resigned their posts as Examiners 
in Midwifery at the Royal College ‘of Surgeons in the interests of the 
science and practice of obstetrics.” He had little to add on the 
subject, as the matter had been prominently before the profession for 
some little time, but he did think that a permanent record should 
be made of the step which these gentlemen had taken. He could 
not but admire the unhesitating resignation of Dr. Barnes, and 
although Dr. Arthur Farre, being their honorary President, was hardly 
expected to take an active part in this matter, he entered into it with 
much feeling. Dr. Priestley, who doubtless was placed in a position 
which required some amount of reflection, could come to no other 
determination. Dr. Murray considered the college authorities very 
unfair in trying to put on these gentlemen so unjust and unpre- 
cedented a task, which to their honour and credit they have declined 
to perform. The licence in midwifery was considered to be an 
additional qualification, but never intended to stand alone, and, so to 
speak, place partially educated persons on a level with those who had 
or could obtain a complete and perfect medical education. He 
hoped that the example now set would deter any member of the pro- 
fession from accepting the posts which have been vacated. 

Mr. WorsuipP (of Sevenoaks) seconded the resolution. He thought 
the thanks of the profession were eminently due to these gentlemen 
for their energetic protest against the course proposed by the College, 
which if carried out would enable a number of half-educated men to 
practise midwifery nominally, without restricting them from practising 
other branches of the profession, and would thus place the general 
practitioner in a most unfair position ; especially since the public 
might suppose that those who possessed only the diploma of licentiate 
in midwifery were thus shown to have especial skill in treating women 
and children, as compared with practitioners who had a general and 
complete qualification. He deeply regretted that such a scheme 
should have been proposed during the presidency of Sir James 
Paget, who had always hitherto striven to elevate the education of 
medical men. He considered this a very retrograde movement. 

The resolution was carried by universal acclamation. 
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Dr. BARNES regarded the course he had taken a plain duty. 
Looking neither to the right hand nor to the left, but solely to the 
future, he had regarded the course proposed by the College as detri- 
mental to the interests of the profession and injurious to the public. 
It was a matter of intense gratification to him to see that his conduct 
was approved by his brother practitioners, and he expressed his 
thanks to the Society for the way in which they had received him. 
One great grievance was that we had no representative voice at the 
College of Surgeons or Physicians, and our only mode of expressing 
an opinion was by doing so outside through the Society. He trusted 
that no one would be induced to take the examinerships. We had 
only to act steadfastly together and the, College must give in. 

The PRESIDENT hoped the Society would excuse him if in the 
present position of the question he expressed his thanks for the 
resolution which had been carried by such acclamation, very briefly. 
He might say that he had entire sympathy with the resolution which 
had been drawn up by the council and forwarded to the College of 
Surgeons as a protest against admitting partially qualified persons to 
the medical register; but he had been placed, as Dr. Murray had 
pointed out, in a double difficulty, being anxious on the one hand as 
President of the Obstetrical Society to give effect to the resolutions 
passed by the Council, and on the other hand as an old examiner of 
the College of Surgeons being reluctant to behave discourteously to 
the College, cr to obstruct its authorities in attempting to render 
obedience to the law, as it had been expounded to them. On full 
consideration, however, he and Dr. Farre had come to the conclusion 
that the College proposed to impose a duty upon them as examiners 
under circumstances which had never occurred before, and they had 
consequently asked to be relieved of their functions at once. He_ 
believed he might be permitted to say for Dr. Farre as well as him- 
self, that it was a great gratification to know that their conduct in this 
matter met with the approval of the Fellows of the Society and of 
the medical profession generally. 


Remarkable Development of an Infant. 


Dr. D, C. MacCattum, of Montreal, communicated through Dr. 
Wiltshire the particulars of a case occurring in the practice of Dr. 
Cameron. At birth the child weighed 14 lbs. When twelve months 
old she weighed 69 lbs. Her height was 35+ inches, and she was 
30 inches round the chest. She was not weaned until two years old, 
when she commenced to walk. At seventeen months she weighed 
98 lbs. 


Case of Intra- Uterine Peritonitis. 


Dr. MacCaLium also communicated a case of complete obstruction 
of the howel from the above cause. Distension of the foetal abdomen 
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retarded delivery. The anal aperture was normal, but nothing 
passed. Stercoraceous vomiting ensued and death resulted on the 
fifth day. At the autopsy numerous thick and strong extensive 
adhesions were found matting the intestines together. About six 
inches from the ileo-czecal valve a tough band was found stretching 
across the bowel, forming a practically impervious stricture and 
almost amputating the intestine. ‘There was no history of syphilis. 

Dr. Hayes had never met with intra-uterine peritonitis of the 
foetus as the result of congenital syphilis, nor had he seen peritonitis 
after birth occur in infants affected with this disease. 

Dr. BarNEs stated that he had seen general peritonitis in infants 
affected with syphilis, but whether it was due to this latter he could 
not say distinctly. 


Placenta with Unusual Arrangement of Vessels. 


Dr. A. E. Aust Lawrence, of Clifford, exhibited a placenta 
where the umbilical cord instead of passing to the centre before it 
distributed its vessels, was attached to the amnion for three inches 
previous to arriving at the margin of the placenta. There wasa 
fibrinous deposit under the.amnion which together with an old blood 
clot had produced sufficient adhesion between the placenta and 
uterus to necessitate manual removal. There had been much 
abdominal pain during the last three months of pregnancy. 

The PRESIDENT suggested that the specimen should be added to 
the museum. 


Specimen of Extra- Uterine Fetation. 


Mr. E. Cuitp exhibited the sac removed post mortem from a 
patient who whilst hanging out clothes had been seized with colic 
and peritonitis following. Death eventually occurred. The feetus, 
fully formed, and about three inches in length, was discovered at the 
autopsy lying in a sac formed apparently by the left ovary, and the 
intestines matted together above and Douglas’s pouch below. 

The patient had previously suffered from a severe attack of colic, 
but though, married had no suspicion of being pregnant. 

Shortly before her death hemorrhage occurred, and she passed a 
mass per rectum which was apparently the lining of the cyst. 

The PRESIDENT inquired whether any decidual membrane was 
present in the uterine cavity. 

Dr. AVELING suggested that it was probably the decidual membrane 
which had been passed before death. 

Dr. Epis stated that he had what he believed to be two cases of 
extra-uterine foetation under observation just now. In both, violent 
pains in the abdomen, described as colic, were prominent symptoms, 
the catamenia were regular as to time, but less than usual. The uterus 
was pushed over to one side, and there was a progressive develop- 
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ment of the growth, presumed to be extra-uterine foetation. He 
thought the case related by Mr. Child one of much interest, and that 
it would be well if practitioners would place on record interesting 
cases of this nature that might serve as landmarks for future 
guidance. 

Dr. PLAYFAIR inquired what treatment was proposed in these 
cases. 

Dr. Epis replied, that the cases had only recently come under ob- 
servation,and had been attending as out-patients ; one refused to remain 
in the hospital and the other had gone off to the country. He had 
since heard that this latter had had a severe attack of “ inflammation 
of the bowels,” her life being despaired of, though she was still living. 


Cancer of Ovary Extending to Uterus and Rectum. 


Dr. OswapD exhibited a tumour removed post mortem from a 
patient aged forty-two, mother of six children. The growth had been 
observed some ten months. It had rapidly increased, causing much 
pain, and had been diagnosed during life as malignant. It appeared 
to proceed from the right ovary. Under the microscope numerous 
cancer cells were detected. 





The Mechanical Action of Pessaries. 


Dr. JoHN WitutaMs read a paper on this subject, in which the 
following conclusions were maintained. The pessary invented by 
Dr. Hodge has been called a lever pessary from its supposed action 
in directly elevating the fundus of the uterus. It does not, however, 
elevate the fundus by direct pressure upon it. This can be easily 
proved as follows. Introduce the sound into a uterus which has been 
replaced, and which is maintained in the normal position by a 
Hodge’s pessary, and it will be found that the distance between the - 
point of the sound at the fundus of the uterus and the posterior bor- 
der of the pessary in the vagina is much greater than can be 
accounted for by the thickness of the intervening vaginal and uterine 
walls—that is, the pessary does not press against the fundus. Its 
true action is that stated by Schultze. It drags the cervix backwards 
by pressing against the posterior wall of the vagina, and in this man- 
ner elevates the fundus of the uterus, bringing the organ into a state 
of anteversion, when the abdominal pressure is brought to bear on 
the posterior surface of the uterus and the flexion is removed. From 
this it is seen that the uterus is the lever, the fundus the weight, and 
the pessary the power. A better and more effectual method of 
applying the power or pessary is to apply it directly to the cervix, 
after the manner of Schultze, or by a pessary similar to the one shown. 
This is an instrument made by bending a ring into the form of a 
figure of eight, one circle being much smaller than the other. The 
larger circle rests against the anterior vaginal wall, behind the pubes, 
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while the smaller circle encloses the cervix and pushes it backward. 
Anteflexion pessaries act directly on the vagina and indirectly on the 
uterus. When efficient they never touch the fundus. Dr. Graily 
Hewitt’s cradle and Thomas’s anteflexion pessaries are very efficient 
instruments. They do not act, however, by raising the fundus of the 
uterus, and thus straightening the flexed organ. Indeed, no pessary 
but a stem pessary can straighten a bent uterus. Pessaries can only 
bring the organ into a proper position for other forces to act upon it 
and straighten it. The straightening force is the abdominal pressure. 
Efficient anteflexion pessaries, such as those named above, are true 
depressors of the uterus. The shoulder of the instrument bulges up- 
wards the anterior wall of the vagina, thus shortening the distance be- 
tween the neck of the uterus and the ostium vaginz. In this manner the 
uterus is lowered in the pelvis, and from the manner of insertion of the 
vagina into the uterine neck it becomes necessarily retroverted. The 
cervix of the uterus enters the posterior ring of the pessary and be- 
comes more or less fixed. In this position of the organ the abdo- 
minal pressure acts on its anterior surface and straightens it. All 
version or flexion pessaries are, therefore, powers applied to a lever, 
the fundus being the weight, the uterus itself the lever. No pessary 
can straighten a bent uterus. It can only bring the organ into a 
position favourable to the action of the straightening force—that is, 
the abdominal pressure. In order that a pessary may be of service, 
the uterus should be freely moveable. This mobility should be 
decided by bi-manual examination and not by the sound, for the 
signs obtained from yielding of the tissues to the pressure of the 
sound are very similar to those of mobility. 

Dr. Braxton. Hicks agreed with Dr. Williams that Hodge’s 
pessary acted mainly by drawing the cervix backward. It was there- 
fore unnecessary that the instrument should have a very sharp curve. 
He believed, however, that it was the most practical pessary existing. 
Even when the uterus was very tender and sensitive to the touch, a 
Hodge might still be employed, the fundus getting out of the way, 
and allowing the intestines to fall down behind in cases of retroflexion, 
so that the instrument was tolerated. A Hodge was easily applied, 
rectified, and altered. That suggested by Dr. Williams was less easy 
of application, the difficulty consisting in getting the cervix into the 
opening in the ring. It would therefore be more difficult for the 
patient to get her pessary adjusted if she should pass under the care 
of another practitioner. 

Dr. GraILy HEwITT entirely concurred in what Dr. Williams stated, 
so far as that the dragging action of the pessary on the cervix uteri was 
of great efficacy in helping to restore the uterus to its proper shape. 
The cervix was thereby made in some degree a fixed point, and thus 
an exceedingly necessary object was secured. He believed, however, 
that the instrument also acted directly upon the fundus. In severe 
and long-standing cases of retroflexion the posterior portion of the 
pessary must be made long enough actually to touch and carry the 
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fundus upwards to a sufficient extent. The use of a pessary was 
not, however, generally sufficient in itself in cases of flexion, but 
it must be supplemented by the repeated use of the sound. 
In cases of anteflexion he wished to state that for some time 
past he had been accustomed to place the cradle pessary not 
with the small ring backwards, as represented in the third edi- 
tion of his work on diseases of women, but with the large 
ring backwards. ‘The stretching upwards of the anterior vaginal 
wall, described by Dr. Williams, was then more effectually brought 
about. 

Dr. PLAYFAIR considered pessaries of great value ; in fact, no one 
could treat cases of flexion satisfactorily without them, but unless 
careful attention were directed to the concomitant conditions—con- 
gestion, inflammation, hyperplasia, &c.—we should not succeed. It 
was easy to run into extremes by neglecting or making light of condi- 
tions, and relying simply on exclusive attention to mechanical 
assistance. He regarded Hodge’s pessary as a most admirable instru- 
ment. 

Dr. BANTOcK agreed with Dr. Williams that a Hodge was of very 
little use in retroflexiom. It acted by dragging back the cervix uteri, 
and so doubling up the uterus. A Hodge was only of use in retro- 
version. An intra-uterine stem must first be passed to relieve the 
flexion. 

Dr. AVELING considered that the treatment of flexions and versions 
should be different. A Hodge might be valuable in retroversion, but 
not in retroflexion, until an intra-uterine stem had been inserted. He 
did not believe that the pessary doubled up the uterus, the fundus not 
being fixed. In old cases of confirmed ngid flexion a Hodge was of 
no use. 

Dr. Haves differed from Dr. Williams in regard to the value of 
Hodge’s pessary in the treatment of retroflexion, and as to its mode 
of action. He thought the instrument most useful. If the normal 
position could not be maintained, it frequently relieved the back ache, 
sense of bearing down, and dragging pain in left ovarian region. He 
regarded the action of the pessary as that of a shifting lever. In 
cases of congenital retroflexion, which was generally associated with 
shortness and shallowness of the posterior cul-de-sac, he had found 
that little benefit was derived from a Hodge. The explanation was, 
that it was then prevented from reaching and pressing upon the 
fundus. 

Dr. Roper remarked that in cases of retroversion the cervix and 
body of the uterus constituted one continuous rigid organ ; there was 
no attenuation of tissue between the fundus and cervix as in cases of 
flexion, where a kind of hinge or joint was formed at the angle of 
flexion, and by drawing the cervix down, the flexion was only 
increased. ‘The posterior limb of the Hodge needed to be long, so 
as to press up into the posterior fornix of the vagina, and impinge on 
the body of the uterus above the point of flexion. 

H 2 
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Dr. Gopson believed that many cases of retroflexion were the 
‘result of congestion supervening on simple retroversion, and that if 
the congestion be treated by rest, depletion, &c., the flexion may be 
converted into version, and thus become amenable to mechanical 
treatment ; whereas if pessaries be employed while the flexion exists, 
they are not only useless in remedying the displacement, but are 
mischievous, as increasing the congestion. 

Dr. GaaBIn believed the old view of the action of Hodge’s 
pessary to be a correct one, the pessary itself forming a lever to 
which the power was applied through the anterior vaginal wall. His 
own experience was opposed to the statement that the limb of the 
pessary never came into close contact with the fundus, although when 
the uterus had been restored beyond a certain point, the intra- 
abdominal pressure might cause the fundus to fall away from it. 
Examination per rectum, immediately after the placing of the pessary, 
showed that it pressed against the fundus. By increasing the curve 
of the pessary, he had often found it effectual in restoring the fundus 
when a slight curve had proved insufficient, although the more curved 
instrument would have less effect in dragging the cervix backward. 
He had also found the instrument efficacious, not only in retroversion, 
but in retroflexion, in which case the drawing the cervix backward 
would be of little service. 

Dr. Murray remarked that he had used Hodge’s pessary with 
considerable advantage in cases of retroflexion, and cited a case in 
which he had brought the retroflexed uterus to a state of retroversion, 
and from the continued wearing of the pessary the uterus had become 
anteverted. For this condition he had used the cradle pessary with 
success. He considered it quite necessary to use a pessary where 
congestion existed owing to the displacement. 

Dr. GrAILy Hewitt stated that he had often seen a case of retro- 
flexion converted into one of anteflexion after the employment of a 
Hodge’s pessary. 

Dr. BAarNeEs observed that if we used a Hodge with full under- 
standing of its action, we should never be disappointed. It was 
extremely important to replace the uterus before inserting the pessary. 
If the posterior limb of the Hodge were well-shaped, we had a double 
leverage, and the fundus was pressed up by it. The pessary itself 
thus formed a lever, and the power was applied to its anterior 
extremity. 

Dr. Rocers regarded the Hodge’s pessary as a useful and valuable 
instrument. In cases of flexion it was often necessary to employ 
intra-uterine stems as well. : 

Dr. Heywoop Smitu stated that he was in the habit of bending 
the upper portion of the Hodge to nearly a right-angle, and the 
lower portion to a similar extent, so as to avoid pressure on the 
urethra. The efficacy of this form of instrument showed that the 
direct action of its posterior extremity in pushing up the fundus was 
an important one. With regard to obstinate flexions, and more 
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particularly in cases of anteflexion, he considered that no treatment 
was So efficacious as that by intra-uterine stems, but it was necessary 
to use such with extreme caution, and after proper depletion of the 
uterus by leeches or puncturation, at the same time keeping the 
patient in bed. 

Dr. Witiams, in reply, said that none of the speakers had 
advanced any argument against his view of the mechanical action of 
anteflexion pessaries. As to the principle of action of Hodge’s 
pessary, two objections had been raised. The first was that the 
pessary pressed against the fundus uteri. He fully admitted that this 
was the case in many instances, but these were cases in which the 
uterus was not made to assume its usual position in the pelvis, but 
remained retroverted, or more or less retroflexed. The pessary was 
then of no benefit whatever, but, on the contrary, was injurious. 
The other objection made—that a Hodge did not maintain the 
uterus in position when the posterior wall of the vagina was unusually 
short—was quite true, and the explanation of it evident. It was not 
because the instrument could not press against the fundus uteri. 
But in those cases in which the posterior vaginal wall was congenitally 
short, the anterior vaginal wall was short also, and inserted into the 
cervix uteri at a lower level than the posterior, and any attempt at 
dragging the cervix backward rendered the anterior wall of the vagina 
tense, thus preventing the object in view. The remedy was gradually 
to lengthen the anterior vaginal wall by stretching it. This could be 
effected by his instrument, which exercised a more direct backward 
pressure upon the cervix. 


OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, February 9th, 4876. 
PROFESSOR Simpson, President, in the Chair. 


On Rupture of the Perineum, and especially on the Division of the 
Lerineum and Recto-vaginal Septum, by Post-partum Sloughing. 


By J. MATTHEWS Duncan, M.D. 


LACERATION of the perineum, or tearing of it, is the proper designa- 
tion of the accident that so frequently befalls it during the second 
- stage of labour. In the great majority of cases the laceration is 
begun by over-distension of the anterior border of this part, which 
consequently gives way at the fourchette, its weakest portion. The 
tear, once commenced, is easily made to run backwards to a variable 
extent through parts which would have maintained their integrity if 
they had not been taken at a disadvantage, produced by the aforesaid 
giving way of the fourchette. 

Central laceration of the perineum is likewise commenced by 
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over-distension, and subsequently increased. Of this rare accident 
I have met three examples. In one the rupture was healed by the 
timely early stitches of the medical attendant. In the other two I 
operated long after the occurrence of the accident. Both were easily 
healed. 

Laceration of the recto-vaginal septum is, so far as I know, regarded 
as a result, not invariably, but nearly so, of an extension of laceration 
of the perineum. Of this accident I shall mention two cases where 
it certainly was not so, for in both a recto-vaginal laceration, or recto- 
vaginal fistula, was produced, while the sphincter ani and a considerable 
extent of perineum remained entire. 

Mrs. , mother of one child, was sent to me from a distant 
part of Scotland, to be cured of a recto-vaginal fistula. The opening 
was rounded, as large as would transmit a thumb, and its lower 
margin was just above the sphincter ani. The only account I could 
get of it was that it was the result of labour, being produced during 
the second stage. Besides the recto-vaginal fistula, the perineum 
had been extensively injured in the usual way. The woman and her 
child were healthy. With the aid of Drs. Hardie and Underhill I 
pared the edges of the fistula, and united them by interrupted silver 
sutures. The woman soon returned home quite cured. 

Mrs. was delivered in 1861 of her first child, and the 
perineum was, in the usual way, lacerated very extensively ; the 
sphincter ani and recto-vaginal septum being involved in the injury. 
She then had six additional confinements. Her health now became 
very bad. She had frequent recurrences of diarrhcea, and I operated 
to restore the perineum in 1872, with complete success. In 1875 
I attended her in her eighth confinement. When the head had 
nearly completely passed the outlet of the ligamentous pelvis, and 
was distending the perineum as much as it appeared to admit of, I 
delivered in the absence of a pain, pressing out the head* over the 
thin and still entire perineum as restored in 1872. This pressing out 
was effected without passing the finger into the rectum. _ 

To this manceuvre I attach importance, only because it was done 
in the absence of a pain, which might have precipitated the birth ; 
and, on account of the direction of its force, would have produced at 
least a tendency to laceration in spite of careful support of the weak 
structures. The delivery was effected without any apparent damage 
to the restored perineum, except a little laceration of the fourchette. 
But the discharge of blood and air per anum during the third stage 
of labour made it plain that the recto-vaginal septum had not escaped 
without injury. Combined rectal and vaginal examination showed 
that this septum had yielded, under over-distension, at the highest 








* See Edinburgh Medical Fournal, January, 1875, p: 644. See also some 
remarks on the old or rectal method, by Dr. P, Munde, American Fournal of 
Odstetrics, November, 1875, p. 536. 
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part of the cicatrix, and about 1} inches above the margin of the anus. 
The injury thus produced was cured -by spontaneous reunion. The 
laceration in this case, and inferentially in the same woman’s first 
labour, was manifestly the result of want of capacity or of undilata- 
bility of the vagina. 

The class of cases to which I wish, in this article, to draw particular 
attention, differs from any of the kinds to which I have made 
reference. The parts in this class of cases are entire after complete 
delivery, it may be for days; and then they give way, conditions 
being produced that are apparently identical with those that result 
from direct laceration during the second stage of labour. 

In the first case of this kind which,I shall narrate, the course of 
events is very evident. Over-distension of the centre of the perineum 
had taken place during delivery to such an extent as was inconsistent 
with continued life of the most stretched parts, but not with temporary 
entirety. The result was what has been called a perineal fistula. 
The necrosis of the persistent entire skin of the centre of the peri- 
neum led to the same condition as results from central rupture ; 
only the perineal fistula was a secondary result of the distension, not 
primary. j 

Mrs. , a fine healthy young woman, was delivered on 29th 
September, 1873, of a fine healthy male child. The child’s head was 
long arrested in its progress by the perineum. Assisted by Dr, Under- 
hill, I applied the forceps and easily effected delivery. ‘The perineum 
was not lacerated‘in the usual way, the fourchette even remaining 
entire. After delivery there was observed a spot of about three- 
quarters of an inch in diameter, and slightly livid and prominent, 
midway between the anus and fourchette, which called for investiga- 
tion. It was found by simultaneous external and vaginal examination 
that the tissues of the vagina were deeply lacerated above the pro- 
minent part of the perineum, and that the persistent textures, including 
the skin, were very thin at this point. 

Particular attention was paid to the discharges, which always 
appeared to be healthy and without fcetor. The parts were not 
visually examined till the ninth day after delivery, when the nurse 
called my attention to the state of the perineum, I then found 
that in the middle of the previously swollen part of the perineum 
there was a rounded opening sufficient to transmit a small cedar 
pencil into the vagina, or fully one-eighth of an inch in diameter, 
It healed up before death. On the twelfth day after delivery 
peculiar pyzemic symptoms manifested themselves, and a fatal issue 
ensued on the twenty-seventh day after delivery. és 

The following case is much more remarkable, as the injury occur- 
ring after delivery was much greater, and is much more difficult to 
account for. For several days after parturition there were the 
appearances of an ordinary severe laceration, not involving the 
sphincter ani; and subsequently, without any discoverable additional 
cause, there was complete division of the perineum, sphincter, and 





o--—- 
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lower part of recto-vaginal septum. I extract the details about to be 
given chiefly from the report by Mr. Naylor, house-surgeon, in the 
hospital case-book. These details are pretty fully given, but there 
would, of course, have been still more of them had the accident 
which occurred been foreseen. Those details which have no bearing 
on the accident are here omitted entirely. 

R. C., aged twenty-eight, primipara, is an illmade woman, of © 
about 4 feet 11 inches in height. She has a contracted rickety pelvis, 
with projecting sacrum and otherwise reniform brim, whose conjugate 
diameter is scarcely 23 inches. She had been about thirty-six hours in 
labour when delivery was completed. The waters had been discharged 
about a day before labour began. After thirty-one hours of regular 
pains, the os uteri was very high, and not larger than easily to admit 
the finger, though quite soft, and the head was still high above the 
brim. The cervix was dilated by india-rubber bags for about four 
hours, and then delivery was effected by: version and podalic ex- 
traction, the head being perforated when its base was brought to the 
brim of the pelvis. No difficulty was experienced in completing 
delivery after the base of the skull had passed the brim. The 
perineum was lacerated, but as there was nothing apparently peculiar 
about the accident, the part was not particularly examined at this 
time. The child weighed 6 lbs. 10 02z. 

gth October—The day following delivery. Pulse 96, temp. 99°. 
Complains of severe pain in the region of the external genitals. The 
perineum found to be ruptured. A linear fissure of the skin only 
extended to the verge of the anus, whose sphincter was found to be 
entire by passing the finger through it. This fissure through the 
skin (or split skin) was half an inch in extent. The depth of this 
linear fissure is very little, probably not through the corium, for it is 
not increased by separating the labia and adjacent parts. When the 
labia were separated the vaginal structures were seen to be entire for 
at least one-quarter of an inch farther forwards than the entire part of 
perineum, including the split skin. The wound is healthy, but around 
it and in the labia there is redness, such as is seen over diffuse 
cellular inflammation. Theurine has to be drawn off; reaction acid ; 
is albuminous. 

toth October.—Slight jaundice and vomiting. Pulse 96, temp. 
988°. Bowels moved by medicine. Urine has to be drawn off. 
State of perineum as before. - 

11th October.—Pulse 92, temp. 98°. Urine has to be drawn off ; 
lithates copious ; no albumen. Perineum less inflamed. 

12th October—Jaundice diminishing. No vomiting. Pulse 92, 
temp. 97°8°. Urine has to be drawn off. Perineum has lost its 
swelling and diffused redness. Cutaneous fissure appears to be as 
before. 

13th October.—Is comfortable to-day. Pulse 84, temp. 99°. 
Urine has to be drawn off. Perineum not examined. 

14th October.—Pulse 92, temp. 100°6°. Urine has to be drawn off. 
Perineum not examined. 
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15th October.—Pulse 88, temp. 98°8°._ Urine has to be drawn off. 
Perineal laceration as before. Wound granulating. Anus found 
entire. 

16th October.—Pulse 100, temp. 102°5°. Bowels acted upon. 
Three motions. Urine spontaneously discharged. Perineum not 
examined. 

17th October—Pulse t00, temp. to1°8°. Urine has to be drawn 
off, and continued to be so till the 24th. Perineum not examined. 
She complains of pain in the external genitals. 

18th October.—Pulse 96, temp. 100°5°.  Perineum not examined. 

19th October.—Pulse 96, temp. 1o14°. -Slight attack of phleg- 
masia dolens in left leg. Perineum not examined. 

20th October.—Pulse 88, temp..99°. Perineum examined, and 
found to be completely divided in its whole length, the fissure ex- 
tending through the sphincter and for an inch above the verge of the 
anus. ‘The newly observed wound was clean, but small portions of 
soft slough were observed about it. It must be remarked that the 
part had not been examined by me for five days, and was regularly 
washed by the nurse in attendance. Except this great fissure no 
appearances of disease were observed. 

When she left the hospital the appearances were as before, closely 
resembling those found after an ordinary laceration of the same 
extent produced primarily by over-distension during the birth of the 
foetal head. 

The further history of the case presents nothing of special interest. 
The patient was dismissed from the hospital on the 30th October in 
a convalescent condition, and with advice to undergo an operation 
for restoration of the perineum after some time had elapsed. 

The only occurrence which J know of analogous to what took 
place in this last case, I shall now adduce. I may say, first of all, 
that there is no analogy between it and the ordinary vesico-vaginal or 
other sloughings, the result of continued pressure; for on the affected 
parts here there was only momentary pressure. In an ordinary 
laceration of the perineum of the second degree, it is not rare to 
observe behind the gaping laceration a line of split skin, such as was 
seen in this case to extend to the anus. This split skin almost in- 
variably heals up along its whole extent. In an ordinary laceration 
_ of the perineum, with or without split skin beyond the open wound, 
it is often observed that, as in my case, the vagina is not torn so far 
backwards as the perineal skin. But in these cases the vagina is 
generally (sometimes the reverse is the case) found to slough away 
or retract as far back as the gaping skin wound. In other words, 
the gaping skin wound does not generally heal up forwards till it 
comes to the posterior margin of the vaginal wound ; but the vaginal 
retracts or is destroyed backwards till it comes to be in line with the 
open skin wound. 


Professor Simpson considered the last case related by Dr. Duncan 
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to be of great interest, and quite unique, as in his experience he had 
neither met with nor heard of a similar one. The second case was a 
more ordinary one, in which, through great pressure, bruising and 
laceration of the mucous membrane and cellular tissue in the floor of 
the pelvis had taken place to such a degree that the extravasated 
blood appeared under the skin of the perineum at the point where 
subsequent softening and solution of continuity of tissue had resulted. 
He referred to a case of recto-vaginal fistula which had come under 
his observation, in which he had found a difficulty in deciding 
whether, in the first instance, the rupture had been complete or 
partial, a portion having subsequently healed. In this case he had 
succeeded in closing the wound by the same kind of operation as 
that performed in Dr. Duncan’s case. 

Dr. Ancus Macpona.p, through Dr. Duncan’s kindness, had 
seen the last case related in Dr. Duncan’s paper. He was quite at a 
loss to account for its genesis. 

Dr. MILNE thought the case most difficult of explanation. 

Dr. Duncan allowed that the case was a very peculiar one, and in 
some respects almost incredible. Had he not verified the facts by 
his own immediate observation, he might have doubted their correct- 
ness. He had lately met with a case in which extensive rupture of 
the perineum short of the anus had taken place, and the whole 
healed without any treatment whatever. 


OBSTET RICA LESOCLE TY SOR RD Digan 
Meeting, Fanuary 8th, 1875. 
LomBE ATTHILL, M.D., President, in the Chair. 


A Report of the Rotunda Lying-in Hospital for the Year 1875. 
By GEORGE JOHNSTON, M.D., F.K.Q.C.P. ; late Master of the Hospital. 


GENTLEMEN,—The seventh and final year of my Mastership of the 
Rotunda Lying-in Hospital having drawn to a close, I feel desirous to 
complete the task I undertook when I commenced my official career 
—i.e., of giving, in as accurate and impartial a manner as lay in my 
power, an annual account of the health of the institution, so that a 
just opinion might be formed of its sanitary state, and a fair con- 
clusion arrived at, whether a large maternity is or is not a safe asylum 
for those poor creatures who find it necessary to seek its shelter. 

In coming, however, or rather before coming, to a conclusion on 
this point, it is essentially necessary to take into consideration that in 
this time-honoured, noble institution—whose reputation extends to all 
parts of the world, whose doors are ever open to those requiring its 
protection—patients from all quarters seek admission, many labour- 


Obstetrical Soctety of Dublin. 107 


ing under various affections, both of mind and body, as well as those 
of their parturient state. 

Some far gone in labour, who, neglected or mismanaged by un- 
skilful persons in their own wretched rooms, seek our aid when, 
mayhap, they are in a most hopless, if not a dying state. 

Others with the symptoms of fever or other zymotic complaints 
apparent, are admitted, being at the same time so far advanced in 
labour that it would be utterly impossible (without running grat 
risk) to send them to a fever hospital. 

Many, led astray by heartless, designing individuals, having been 
seduced and becoming pregnant, and being too modest to bear the 
observations and remarks of acquaintances in the locality where they 
are well known, rush into the Lying-in Hospital, that, amongst the 
crowd, their shame may pass unnoticed. 

These are essential matters that those discussing the merits of a 
large maternity should bear in mind, instead of looking superficially 
at its death-rate, without taking into consideration the various casual- 
ties that such an institution is exposed to, before they bring an 
unfair accusation against it. 

For instance, during the past year our casualties (what is meant 
here by the word is the peculiar conditions which a patient may 
be labouring under on admission other than her mere parturient 
state) amounted to 104, besides 60 cases of seduction. Among the 
former there were 16 from fretting, either from ill-treatment, desertion 
by husband or his death shortly before, delicate, from starvation, &c. ; 
5 from tonsillitis or laryngitis; 6 from pulmonary affections—bron- 
chitis, pleuritis, pneumonia, phthisis, hemoptysis ; 4 from convulsions ; 
cases of gastritis, hematemesis, diarrhoea, peritonitis—pyemia, fever, 
scarlatina ; abscess—1 of the mamma and 1 in the neck ; cardiac, 
hepatic, and nephritic disease ; rheumatism, syphilitic disease, car- 
cinoma of the breast, making i in all 164 cases which were admitted 
under unfavourable, if not most critical circumstances, and, therefore. 
extremely susceptible of any puerperal affection, quite irrespective of 

their being confined in a hospital. 

During the past year, from the 6th November, 1874, to the 5th of 
November, 1875, inclusive— 


1065 patients were delivered in the hospital. 
2 ae were delivered in their own homes. 
214 ,, ~~ were treated in the wards for female complaints. 
2867 4, were prescribed for at the dispensary, fully one-half 
of which were treated in the examination room for 
uterine diseases, making in all 





vt) ae relieved during the year. 


Of the 1065 cases of labour, 813 were perfectly natural—ze., the 
head presented, the child was born within twenty-four hours, without 
any artificial aid or any untoward circumstance occurring, the ‘placenta 
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was expelled by the natural efforts, and there was no post-partum 
hemorrhage. 40 were abortions—i. é., the ovum, or the embryo, 
was expelled from the sixth week to the end of the sixth month of 
pregnancy. | 

In 2 instances the child presented with the upper extremity, and in 
37 with the lower. 

We considered it advisable to deliver in 113 instances with the 
forceps. In 5 instances craniotomy had to be performed, and in 4 
instances we performed version. 

Labour was induced in 2 instances. 

In 11 instances the labour was complicated by twins, in 1 by 
triplets, in 4 by convulsions ;.there were 11 cases of accidental 
haemorrhage, 2 cases of placenta ‘previa, 31 of post-partum hemorrhage, 
viz., 26 trivial, or comparatively so, and 5 serious, 15 of retained 
placenta, 4 cases of prolapse of the funis. 

Chloroform was administered in 100 instances. 

Our mortality amounted to 27 from all causes, or about 1 in 394. 

This may be considered by the casual observer as being a large 
number, but when the circumstances of each individual case are 
taken into consideration, it can be easily accounted for otherwise 
than their having been confined in our institution—thus there were 
To cases of seduction, suffering more or less from great distress of 
mind ; 2 fretting, from having been deserted by their husbands; 5 in 
extreme delicacy of health, some with pyzemia upon them on admis- 
sion ; 2 cases of scarlatina; 1 bronchitis, pleuritis and pneumonia ; 
1 diarrhoea, terminating in peritonitis; 1 fungoid tumour of the 
uterus, and fatty heart; 2 peritonitis ; 1 renal disease. 


Deaths. 


The first which took place was from fungoid tumour of the uterus, 
with fatty heart, aged thirty, second pregnancy, admitted in a very 
delicate state of health ; had suffered from sickness of stomach and 
general delicacy all through her pregnancy ; her labour was tedious 
in the rst stage, from rigidity of the os, which was treated in the usual 
manner ; the znd stage was delayed from disproportion ; we were 
obliged ‘to deliver with the forceps ; the placenta was expelled in 
eleven minutes, not followed by any hemorrhage ; the binder was 
adjusted, and in about forty minutes after some clots were pressed 
off, and again in one hoursome more. The assistant on duty, finding 
the pulse weak, and although the uterus was fairly contracted, still 
finding it larger than usual, injected the solution of the perchloride 
of iron. However, she became weaker, face and lips changed to 
quite a livid colour, she frothed at the mouth, and died in two and a 
half hours after delivery. 

On post-mortem examination there was a large fungoid tumour 
found occupying the cavity of the uterus, and the heart. was in a state 
of fatty degeneration. There was no indication whatever of any 
injurious effect having been produced by the treatment. 
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end. Aged twenty-six, second pregnancy, admitted in very delicate 
health, fretting, having been deserted by her husband ; suffering from 
dyspnoea, owing to pleuritis ; has been in very bad circumstances for 
some months, both from scarcity of food and deficiency of clothing, 
to which she attributes her present state ; we were obliged to deliver 
with the forceps ; no post-partum hemorrhage. Her strength was 
supported, and she was treated for the chest affection, but eventually 
peritonitis supervened, and she died on her eleventh day. 

3rd. Aged twenty-three, primipara, was a case of difficult labour, 
owing to the brow presenting, which could not be rectified, and after 
trying the forceps ineffectually, we were obliged to lessen the head 
and deliver by the crotchet ; no post-partum hemorrhage ; however, 
she became very weak, sickness of stomach supervened, she fell into 
a comatose state, and died in thirty-one hours. Post-mortem exa- 
mination revealed extensive disease of right kidney, the pelvis of which 
was completely destroyed. Uterus and vagina healthy in every re- 
spect. 

Oath. Aged twenty-one, fifth pregnancy, admitted from North Wales 
in a wretchedly delicate state of health ; anzemic; child born in a 
cab at eight months, the result of a fall off a car the day previous ; 
the child died in fifteen minutes ; stated she had been in bad health 
for last four months ; on admission was suffering from bronchitis, and 
both legs presented purpurous patches over them. The labour was 
natural ; in six hours complained of after-pains ; following morning 
there was abdominal tenderness, some headache; pulse 104, weak ; 
tongue clean. On the 13th, pulse 116 ; very weak ; tongue moist ; 
great abdominal pain and tenderness. She sank on the seventh day. 

5th. Aged twenty, primipara, admitted with accidental hemorrhage ; 
could assign no cause ; complaining of intense headache ; her tongue 
foul ; pulse 100; had not slept for last month; she was evidently 
suffering from great distress of mind ; the membranes were ruptured, 
and labour went on naturally ; in eleven hours peritoneal symptoms 
set in, and she died on the seventh day. 

6th. Aged twenty-nine, primipara, seduced ; admitted under great 
distress of mind (suffering also from bronchitis, with dyspnoea) ; and, 
as she said herself, she ‘‘ came in to die.” Her labour was natural; 
peritoneal symptoms set in immediately; the following day her 
pulse was 146; her tongue dry; she sank rapidly and died in fifty- 
six hours. 

7th. Aged twenty-one, primipara, seduced; admitted in great 
anxiety, nervousness, and distress of mind ; tongue white, furred ; 
pulse 100 ; fretting greatly ; she had to be delivered with the forceps, 
labour being tedious (thirty-six hours), owing to early rupture of the 
membranes ; peritoneal symptoms developed themselves the next 
day, and she died on the sixth day. : ; 

8th. Aged twenty-seven, primipara ; admitted with bronchitis, and 
dyspnoea, from which she had been suffering for the last month ; 
cedema of the feet and legs, and very anemic; her labour was of 
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short duration ; the placenta was morbidly adherent, and had to be 
removed ; no post- partum hemorrhage ; peritoneal symptoms set in 
within tw enty- four hours, and she died on the sixth day. 

gth. Aged twenty- eight, primipara, seduced, fretting greatly ; her 
labour was slow, in consequence of early rupture of the membranes ; 
we had to deliver with the forceps ; no post-partum hzmorrhage ; the 
following day all the symptoms of peritonitis developed themselves, 
and she died on the sixth day. 

roth. Aged twenty-three, primipara ; admitted in labour at one 
‘o'clock a.m. ; had a cough for last fortnight ; pulse 140 ; a dusky hue 
was remarked over her face, neck, and hips ; the child presented by 
the breech; her labour was easy; no post-partum hemorrhage ; 
scarlatina was fully developed in four hours after, and she sank on the 
fifth day. 

r1th. Aged twenty-seven, primipara, admitted witha pulse of 100 ; 
tongue dry ; face flushed ; feverish ; in a state of great anxiety ; came 
up froin the country in search of her husband, who had deserted her ; 
we had to deliver her with the forceps owing to inertia; peritoneal 
symptoms showed themselves within forty hours, and she died on the 
ninth day. 

12th. Aged twenty-three, primipara, admitted in very delicate state 
of health ; fretful and anxious about herself, fearing the result ; she 
had to be delivered with the forceps, owing principally to her great 
nervousness ; no post-partum hemorrhage ; peritoneal symptoms ap- 
peared in thirty-nine hours, and she died on the sixth day. 

Now, it is worthy of remark, with regard to the three last cases, 
that there were five patients confined in the ward (No. 6) on the 
same day. One in Seventy bed, dies of scarlatina, which she brought 
in with her. One in Sixty-nine, bed adjoining, is admitted in fever, 
with great distress of mind, and is attacked with peritonitis, of which 
she dies. Of the next two beds—Sixty-eight is occupied by a woman, 
her third pregnancy, goes out quite well. Next to her. in Sixty seven, 
a wretchedly delicate woman, with secondary symptoms, is confined 
in her seventh month, who gets an attack of secondary hemorrhage 
on the fifth day ; notwithstanding she makes a steady convalescence, 
and is discharged recovered from the effects of her confinement. 
While in Sixty-six bed is a patient, a primipara, admitted in very deli- 
cate health, fretful, and nervous, anticipating the result ; she is seized 
with peritonitis, and dies. We may surely conclude from this that 
there was not anything of an epidemic nature existing in the ward ; 
if so, the intervening patients would have taken it—at least the very 
delicate patient in Sixty-seven bed. 

13th. Aged twenty-eight, fifth pregnancy ; admitted in labour in 
her seventh month ; suffering from acute bronchitis, pleuritis, and 
pneumonia of left side, with great dyspnoea; her labour was na- 
tural, of short duration ; she died on her fifth day. 

rath. Aged twenty-three, sixth pregnancy ; admitted with patches 
of pyeemia on her left leg, near the knee, and the back of her hand 
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of the same side; has been in delicate health for last month ; her 
labour was natural; the following day the patches extended to her 
wrists, elbow, shoulder, and right leg ; feverish symptoms increased ; 
thermometer 104° ; and she sank on the fourth day. 

15th. Aged twenty-two, primipara, admitted in labour, and was 
confined in five hours naturally; went on favourably till forty-three 
hours after delivery, when she was attacked with diarrhoea ; pulse 
140; tongue foul, red edges; abdomen tender, marked peritonitis 
was soon developed, with vomiting, and she rapidly sank, and. died on 
the fifth day. 

16th. Aged twenty-four, primipara ; her labour was tedious in both 
stages ; we had to deliver her with the forceps ; there was no post- 
partum hemorrhage; the labour was completed at 6.30 p.m. The 
following morning, at 9.30 o’clock, she was found with her pulse 120; 
tongue moist, but furred ; abdomen tender and tympanitic, and she 
sank rapidly on the fourth day. 

t7th. Aged thirty-four, her second pregnancy ; admitted in labour, 
with peritoneal symptoms upon her; her labour was of very short 
duration, and there was no post-partum hemorrhage; but the 
peritonitis increased, and she sank on her fifth day. 

18th. Aged twenty-five, primipara; very delicate-looking and 
anxious ; was confined after a natural labour of fourteen hours’ dura- 
tion. Child, a boy, weighed 7 lbs. 80z., was born with congenital 
deficiency of right forearm and hand, regular intra-uterine amputation 
having taken place ; this seemed to distress her very much. Ascer- 
tained also that she had been seduced, but got married three weeks 
before ; she fell into a state of collapse, and died on her fourth day ; 
peritonitis developing twenty-four hours before death. 

19th. Aged nineteen, primipara, seduced ; admitted very feverish, 
with headache, pain in back, rigors ; pulse 120; in strong labour; we, 
however, were eventually obliged to deliver her with the forceps ; no 
post-partum hemorrhage ; peritoneal symptoms set in at once, and 
she died on the third day. 

2oth. Aged twenty-seven, primipara, seduced ; fell into low spirits 
and bad health, not alone from distress of mind, but from ill- 
treatment; her labour was natural and of short duration; we tried 
to cheer her, and quiet her anxiety ; however, peritoneal symptoms 
set in within forty hours, and she died on her sixth day. 

2ist. Aged twenty-three, second pregnancy ; admitted in a very 
delicate state of health, from which she has been suffering all through 
her pregnancy ; her labour was natural and of only three hours’ 
duration ; complained of pain within an hour; became feverish ; 
peritonitis rapidly developed itself, and she died on her fourth 
day. 

Bead. Aged twenty-eight, primipara, seduced; fretting ; her labour 
was tedious ; had to be delivered with the perforator and cephalotribe, 
owing to narrowing of the antero-posterior diameter of the brim ; 

there was no post-partum hemorrhage; following day peritoneal 
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symptoms developed themselves ; fever increased, thermometer rising 
to 104°; she sank on her fourth day. 

23rd. Aged thirty, primipara, seduced; fretting; admitted from 
Bray, with pains on her. On examination her tongue was found 
dry ; skin hot ; feverish ; her labour was tedious, aid she had to be 
delivered with the forceps ; her child was alive; there was no post- 
partum hemorrhage. She fell into a low, desponding state, from 
which she could not be cheered ; her feverish symptoms increased ; 
peritonitis showed itself in twelve hours, and she died on her 
sixth day. 

24th. Aged twenty-three, primipara, seduced; admitted having had 
convulsions, but was conscious at the time of coming in; her labour 
proceeded naturally, and was of short duration. She, however, 
became very fretful, silent, fell into a state of collapse, and died in 
thirty-five hours. 

25th. Aged twenty-two, primipara; admitted in very delicate 
health, from which she has been suffering for the last three months ; 
she was confined after a natural labour, of short duration; she 
became feverish ; peritonitis set in within twenty-eight hours, and she 
died on the ninth day. 

26th. Aged twenty-two, primipara; admitted in very delicate 
health, complaining of cough and great weakness, with night sweats ; 
symptoms of tubercle present ; was confined naturally. Under treat- 
ment she seemed for awhile to improve—so much so that she got 
out of bed, without our knowledge, on the seventh day; the day 
after she had great tenderness of right elbow, hip, and knee; 
diaphoresis increased, and she sank rapidly in thirty hours. 

27th. Aged thirty-five, eighth pregnancy, a midwife ; admitted in 
labour ; it was remarked at the time that she presented a dusky hue 
over her face and neck ; she complained also of pains in her back and 
knees. Her labour was natural, of five hours’ duration. . Roseolar 
rash appeared on the third day, scarlatina being fully developed on the 
day following ; became extremely weak, strength seemed to diminish 
rapidly, and she died on the fifth day. . 

Thus it appears that, out of the total of twenty-seven deaths, nine of 
these were cases of seduction, five of very great distress of mind, six 
were admitted in an extremely delicate or dangerous state, three 
others were primiparz, some of them suspected of being unmarried, 
and four should have died, irrespective of their being confined in 
an hospital. 


forceps. 


There were 113 cases where we considered it advisable to deliver 
with the forceps, and as the table will show, 83 of these were primi- 
pare, or more than two-thirds ; giving birth to 53 boys, 51 of whom 
lived ; 2 were dead at birth; 30 were girls, 27 of whom lived; 1 
was dead at birth. 75 mothers recovered; 8 died, 6 being cases of 
seduction, fretting; 2 cases of peritonitis; 30 were pluripare, in 
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which 16 boys were delivered, 14 of whom lived ; 2 were dead born, 
and 14 girls, all of whom lived. 28 mothers recovered ; 2 died— 
1 of pleuritis, 1 of fungoid tumour of uterus, with fatty heart. Of the 
total of 69 male children born, 65 being alive at birth, 4 of whom 
died; 4 were dead born; thus 61 males were saved. And of 
44 female children born, 43 were alive at birth, 2 of whom died, and 
t was dead born; thus 41 female children were saved, making a total 
of 1o2 children saved, who in all probability would have been lost 
if left to the natural efforts. 103 mothers recovered, and ro died. 

The forceps which we at first used were of the straight form, both 
long and short ; but finding on frequent occasions that they slipped, 
particularly where the head was above the brim, or when it was at 
all tightly wedged high up in the pelvis, and were consequently 
inefficient, we were obliged to have recourse, about five years since, 
to the double-curved variety of Barnes ; and we have great satisfaction 
in saying that the more we employ them the more reason we have to 
be perfectly satisfied with them, inasmuch as we have proved them 
to be an instrument both safe, easy in their application, and most 
efficient in their powers of extraction, and at the same time not com- 
pressing the child’s head to any injurious extent (which will be seen 
by referring to the table of cases recorded), and perfectly available 
whether the head may be above the brim, in the brim, or in the 
cavity—in fact, we see no necessity for using any other, as they can 
be introduced by one experienced in their application as easily, if not 
more so, than the straight variety in all cases. And, as a proof of 
their not producing any injurious effects on the child, instances are 
given in our former Reports where it has been born alive and lived, 
although the force used to draw the head through the contracted 
strait was enormous, and the length of time occupied by the opera- 
tion was very great. One case may be mentioned, as serving for an 
example, which occurred in a woman in her ninth pregnancy, where 
there was an exostosis of the right sacro-iliac synchondrosis preventing 
the head from entering the brim, and where it took three-quarters of 
an hour to extract the child, whose head, when born, presented a 
depression occupying the prominence of the left parietal bone of 
dver 3 inches long and 1? inches broad and, at least, 4 inch deep ; 
yet that child, a boy, weighing 7 lbs. 12 0z., lived, and was carried 
out by its mother quite lively and well on her being discharged on 
the eighth day. 

Now, if we deduct the 4o abortions from the total number of 
deliveries recorded as having taken place in the year, it will leave 
1025, which, divided by 113, the number of times the forceps were 
used in that period, it will be seen that they were had recourse to 
once in about every 97; cases. This may appear to many as a very 
large proportion, and some may cavil at the system we have adopted, 
but the further we pursue the practice, the more we see the advantages 
arising from it in preventing serious consequences to beth mother 
and child—the mother being saved from lengthened agony, prolonged 
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too often to a serious extent, from the effects of exhaustion rendering 
her liable to inflammation of the soft parts, with all its direful results, 
such as sloughing and its consequences—fistula, pyzemia, peritonitis, 
&c. ; and the child’s life preserved by not allowing it to encounter 
too long the danger resulting from the protracted pressure, both by 
the compressing of the head in the pelvis, and the evi] results of the 
contraction of the uterus around the child and the placenta, thus 
cutting off the supply so essential to its foetal existence. 

In reply to the objection that has been raised by some—viz., that 
the forceps is a dangerous instrument—and as a proof to the contrary, 
I may mention that, of the 752 cases that have been delivered within 
the last seven vears, in no one instance was injury inflicted by the 
instrument on the soft parts of the mother. In fact, by using proper 
precaution in their application, by bearing in mind the different axes 
of the pelvis, and the condition of the passage and cervix uteri, and 
by introducing the blades with the greatest gentleness in accordance 
with the direction of these axes, and by taking every care to avoid 
catching the pomts of the blades in the cervix, particularly when it 
is not quite fully obliterated, and when they are applied, by making 
the traction in the proper direction—z.e, in accordance with the 
amount of descent at which the head may have been arrested in the 
pelvis, and by continuing it in the axis of the part of the pelvis your 
extractive force has brought it to, which latter precaution should be 
particularly attended to, and as soon as the head has been brought 
sufficiently far to the outlet, by withdrawing the blades, as our in- 
variable practice is and has always been, and completing the delivery 
jn the ordinary way—there cannot be, in the hands of the skilful 
practitioner, any injury produced. And no doubt whatever exists 
that such practice tends to the more favourable convalescence of the 
patient. 

Of the 113 cases delivered with the forceps within the year, there 
were 33 instances where we considered it necessary to effect delivery 
before the os uteri was fully dilated; and in 10 instances the os was 
merely 2ths dilated ; 8 being primiparee and 2 pluripare. 

The cause of interference was, in the great majority of instances, 
from early rupture of the membranes. 

Out of the 33 cases 28 children lived, 3 were dead born, and 2 
died, 1 being premature. 32 mothers recovered, and 1 died, being 
innupta, and fretting greatly. This, if I may be allowed to say it, is a 
corroborative proof of the safety of the measure we have adopted ; 
for, in summing up the whole of the cases recorded during the period 
in which this practice has been resorted to, we find that the 
number of deliveries amounted to 169, 122 being primipare and 
45 pluriparee. 

96 male children were delivered, 77 of which lived, 5 died, and 14 
were dead at birth. 

73 female children were delivered, 57 of which lived, 8 died, and 8 
were dead born, 
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In 56 instances the os uteri was only 2ths dilated. 


In 80 ”? ” ” 3ths ” 
in ) ” ” ” ths ” 
In 29 instances the head was above the brim. 
In 69 4 y in the brim. 
In 71 < _ »» Cavity 


159 mothers recovered, ro died; and in these cases it was clearly 
shown by post-mortem examination that no injury was done to the 
soft parts. 

In advising the adoption of this, which to those who object to 
the measure, may appear bold practice, we beg to say that we have 
been induced to adopt it by finding from experience the great danger 
arising in certain cases from the old rule—viz., that of never attempt- 
ing to apply the forceps until the os was fully dilated. 

Now, although far from encouraging or inculcating ‘‘ meddlesome 
midwifery,” as it has been termed, and no doubt in some instances not 
without reason, as this practice should never be adopted merely in 
order to save our own time, nor should it be attempted when the 
Os uteri is rigid ; in such cases the proper means should be taken to 
overcome this state, and it should alone be had recourse to when the 
life of the mother, or that of her offspring is in jeopardy. The more 
we see of early interference, and the benefits arising from it, the more 
we are induced to persevere in it. It has been insinuated that it is a 
most dangerous practice, and therefore it would be wrong to inculcate 
it to the general practitioner; but although no doubt it would be so 
in the hands of a careless or unskilful person, should that be a reason, 
may I ask, why the skilful obstetrician should not adopt a measure 
attended in his hands with perfect safety, by which the many hours 
of suffering agony of the mother is spared, and the life of her offspring 
preserved, which, under the peculiar circumstances of the case, would 
otherwise be endangered, if not altogether lost? It might as well be 
said—You should not attempt to take up the subclavian, tie the ex- 
ternal iliac, perform lithotomy, or any other of the operations in surgery, 
because, forsooth, such would be dangerous or unjustifiable in the 
hands of the unskilful. We have only to add that it has been; so far 
as our experience goes, the means of saving many lives, both of 
mother and child, and therefore, we have every reason to consider 
ourselves not alone justified in the continuance of it, but in also re- 
commending its practice to others. At the same time, while doing 
so, we warn all, as we have always done the student in the class- 
room, of the dangers to be avoided in using the instrument, not only 
in the first stage of labour, but in every case, even although the 
os may be fully dilated, and of the absolute necessity there exists 
of using the greatest caution and gentleness in the introduction of | 
the blades, in their application, and, when adjusted, in the mode of 
extraction. 


yz 
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Craniotomy. 


We had to lessen the child’s head in five instances before delivery 
could be effected, three of these being primipare, the first of which, 
aged twenty-three, was a brow presentation, besides which there was 
_ a projection of the promontory of the sacrum, and flattening of the 
horizontal ramus of the pubis. Where all attempts at altering the 
position of the head or delivering with the forceps failed, we were 
obliged at length to reduce the size of the head, before delivery could 
be effected with the crotchet, of a boy 6 lbs. 2 oz. in weight. The 
mother sank, and died in thirty-one hours. On post-mortem exami- 
nation there was discovered extensive disease of the kidneys, eee: 
larly of the right side. 

The second, aged thirty-four, was admitted, having been seventy- 
two hours in labour, under the care of a practitioner. On examina- 
tion the head was found arrested at the brim, owing to contraction in 
its antero-posterior diameter. All attempts with the forceps failing, 
we were obliged to perforate and employ the cephalotribe before 
delivery could be effected. The child, a female, weighed 6 lbs. 
Mother recovered. 

The third, aged twenty-seven, was thirty-one hours in labour, the 
head being arrested at the brim from flattening of the horizontal 
ramus of the pubis, thus narrowing the antero-posterior diameter. 
The forceps were tried, but ineffectually, so we were at length obliged 
to lessen the head, and to deliver with the cephalotribe The child, 
a girl, weighed 6 lbs. 13 oz. Mother recovered. 

Two were pluripare. The first, aged twenty-seven, her second 
pregnancy ; the delay in this case arose from rigidity of the soft parts 
in the first instance, but the head was arrested at the brim, owing to 
anterior-posterior narrowing of the upper strait, as well as its being 
in the third position. She having been thirty hours in labour, and 
showing symptoms of exhaustion, the forceps were applied, but 
all efforts to extract failing, we were obliged to lessen the head, 
and deliver with the cephalotribe. Child, a boy, 6 lbs. 11-02. 
Mother recovered. 

The second, aged twenty-four, her third pregnancy, was thirty-nine 
hours in labour, the delay being caused by a projection of the pro- 
montory of the sacrum, and flattening of the curve of the left ilio- 
pectineal border. The forceps were tried in vain ; and at length we 
were obliged to lessen the head, and effect delivery with the crotchet. 
The child, a boy, weighed 6 lbs. 6 oz. The mother recovered. 

We are firmly convinced that in each of these five cases, from the 
length of time their labour lasted, and the amount of compression 
the child’s head underwent before fli application of the forceps, that 
they were dead before we attempted to perforate; and in the case 
where the mother died, there could not be a more convincing proof 
of the innocuousness of the forceps, for though the most extraordinary 
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force was used in our efforts to extract the head, we found, on post- 
mortem examination, that the soft parts were perfectly free even from 
an abrasion. 


Version. 


Version was performed in four instances, one being a primipara. 
In this case the hand presented, and the waters had escaped for 
fourteen hours before we had an opportunity of examining her. She 
was put under chloroform, and delivery effected of a boy, weight 
7 lbs. 2 oz., which lived five minutes. ‘The operation was performed 
with great difficulty, owing to the length of time the waters had 
escaped, and the strong contraction of the uterus round the body of 
the child. The mother recovered. 

Three were pluriparze ; the first where the elbow presented, with 
prolapse of the funis. The child, a boy, weighed 7 lbs., lived. The 
second a case of twins; the first child was desivered naturally, having 
presented with the head ; it was a boy, weight 5 lbs. 14 0z.; second 
presented also with the head, was delivered by turning ; it was a girl, 
weight 5 lbs. 12 oz.; both lived. ‘The third, aged thirty-four, a case 
of placenta preevia, partial; her ninth pregnancy. ‘The child, a girl, 
alive at birth, weight 5 lbs. 8 oz., died in five minutes. All but the 
twin case were delivered under chloroform ; there was no post-partum 
hemorrhage in any, and all the mothers recovered. 


Labour Induced. 


There were two cases where we induced labour. The first, a case 
aged twenty-seven, her sixth pregnancy, was admitted late in the 
evening, in a state of great suffering from acute laryngitis, with in- 
_ tense dyspncea, in her seventh month of pregnancy, but not in labour. 
At so late an hour as that at which she was brought in we could not 
send her away, so we adopted the usual remedies with some relief ; 
but early the following morning she was seized with a spasm, amount- 
ing to suffocation, which compelled us toat once open the trachea, 
when, after some time, she revived. In five hours after, when she 
had sufficiently recovered from the effects of the operation, we con- 
sidered it prudent to induce labour, which was accordingly done, and 
delivery etfected with the forceps. ‘The child, a boy, weight 6 lbs. 
12 0z., was dead. Mother gradually got sufficiently well, so that in 
twenty days we were able to remove her to the Whitworth Hospital, 
as she had tuberculosis. : 

The second, aged twenty-seven, her third pregnancy, had angular 
curvature of the last two lumbar vertebree, with a twisting backwards 
of the base of the sacrum, and a tilting forwards of the apex, the 
result of a fall on her back from a swing, seventeen years previous, 
and narrowing of the outlet to 24 inches in its antero-posterior dia- 
meter. Labour was induced by the flexible catheter ; child, a female, 
was dead ; mother, a very delicate, ill-fed woman, slow in her con- 
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valescence, was sent to the Whitworth Hospital, having a chronic 
gluteal abscess. 
Accidental Hemorrhage. 


There were eleven cases where this complication occurred. 

One, a primipara, aged twenty, admitted in great distress of mind, 
with headache, foul tongue, pulse quick; “had not slept for a 
month ;” the membranes were ruptured ; the haemorrhage ceased ; the 
child, a boy, weighed 6 Ibs. 8 0z., was born by the natural efforts, 
after a labour of twenty hours’ duration, three hours of which occu- 
pied the second stage ; the placenta was expelled in five minutes ; no 
post-partum hemorrhage; the child lived twenty-one hours; the 
mother showed symptoms of peritonitis in eleven hours after labour, 
and died on the seventh day. 

Ten pluripare, giving birth to six boys, five of which lived, one 
was dead at birth, and four girls, three of which lived, one was dead 
at birth ; one was delivered by the forceps ; the remaining nine by the 
natural efforts. All the mothers recovered. 

The cause in three instances was from over-exertion ; one from ex- 
treme delicacy ; one laryngitis ; and in six it could not be satisfactorily 
ascertained. 


Placenta Previa. 


We had two cases of unavoidable hemorrhage, both in pluriparee. 
One, her second child, a case of complete implantation, in which, 
when the os was only two-fifths dilated, we were enabled to pass the 
hand, and deliver by the foot a girl, weight 4 lbs. 9 0z., which 
lived ; the second, her ninth child, a case of partial placenta previa, 
we were also able, when the os was two-fifths dilated, to pass our 
hand, and deliver by version a girl, weight 5 Ibs. 8 oz., which lived 
only five minutes; in this case the hemorrhage commenced five 
weeks before. Both mothers recovered. 


Post-partum Hemorrhage. 


As the meaning of the term “ post-partum hemorrhage,” in its 
general signification, is one which mainly depends upon the opinion 
which different practitioners may form—for what in the opinion of 
one would be passed over as not entering into the category of 
hemorrhage, may be considered by another as being a very serious 
case—in order, therefore, to come to some more definite idea of what 
is really meant by post-partum hemorrhage, when speaking or writing 
on the subject, we have adopted the plan, the same as in our last 
Report—viz., of dividing the haemorrhage in this stage of labour into 
three degrees. 

The first degree being where a smart dash of blood, or some drain- 
ing, may occur, owing mayhap, to a clot forming in the uterus, often 
the result of want of proper manipulation, or mal-application of the 
binder, where the pulse is barely, if at all affected, and merely 
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requiring the pressing off the clot, the application of cold to the vulva 
and loins, the administration of a dose of ergot, with or without a 
little wine, and the proper adjustment of the binder, and perhaps, as 
a safeguard, a pad under it. 

The second degree, where the puise is slightly affected, requiring, 
besides the above, the injection of cold water into the vagina. 

The third degree, where the hemorrhage, not yielding to the fore- 
going means, the pulse becomes weak, and symptoms of exhaustion 
take place, and we are obliged to introduce the hand, or inject some 
astringent solution, such as that of the perchloride of iron, into the 
uterus ; administer stimulants, nutrition by either the mouth or 
rectum; or where the patient becomes so low and enfeebled as to 
oblige us to perform the operation of transfusion. 

We had altogether, including the trivial cases, 31 instances of post- 
partum hemorrhage—r3 occurring in primipare and 18 in pluriparee ; 
8 of the 13 primiparee were of the first degree of hemorrhage, 2 of 
the second, and 3 of the third; 13 of the 18 pluriparee were of the 
first degree, 3 of the second, and 2 of the third degree. 

All the mothers recovered, with the exception of 1, her second 
pregnancy, who was delivered with the forceps under chloroform. 
The haemorrhage was of the third degree, but was checked by the 
injection of the solution of the perchloride of iron, She died 24 
hours after delivery. At post-mortem examination it was discovered 
that a large fungoid tumour occupied the body of the uterus, and the 
heart was in a state of fatty degeneration. 


Retained Placenta. 


There were 15 instances where the placenta was retained; in 3 
instances they were in primiparous patients, 2 from morbid adhesions 
and 1 from inertia ; 1 mother died of peritonitis sixth day; 12 were 
in pluriparous patients, 9 being morbidly adherent, 2 from irregular 
contraction, and 1 from inertia. All the mothers recovered. 


Prolapse of the Funis. 


In four instances the labour was complicated with prolapse of the 
funis, all occurring in pluriparous patients. One was admitted with 
the elbow presenting, along with the prolapse, the os being sufficiently 
dilated ; she was put under chloroform, and delivered by version ; 
boy, alive, 7 lbs. weight, and lived. 

The second—on examination the funis was found prolapsed, no 
pulsation, and cold, so labour was allowed to proceed naturally. 

The third, her second child ; on examination the foot was found 
presenting, along with the prolapsed funis. In this case there was 
great difficulty before the head could be brought down, and not before 
the forceps had to be employed ; the child was dead. 

The fourth, her tenth pregnancy, was admitted with the hand and 
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funis protruding at the vulva ; no pulsation in the cord ; on a vaginal 
examination a foot could be found, which eventually came down, the 
hand receding ; the child was delivered by half breech (a boy, 7 lbs. 
6 oz., was dead). All the mothers recovered. 


Convulsions. 


There were four cases of eclampsia during the year, all primipare. 

The first was in a patient, aged twenty-three ; her labour lasted 
four hours, the second stage occupying 14 hours, the third 5 minutes ; 
the child, a boy, alive, weighed 5 Ibs. 14 0z., was born by the natural 
efforts, and lived; no post-partum hemorrhage; there were no 
symptoms whatever to indicate’ the coming event; however, in 
twelve hours after delivery she was seized with a fit of convulsions ; a 
turpentine and assafoetida enema was at once administered ; she was 
put under the influence of chloroform, and as soon as possible bro- 
mide of potassium, combined with chloral, was given every three 
hours ; she had no return of the fits ; made a good recovery. 

The second, aged nineteen, innupta, was admitted, having had 
convulsions, but the number could not be ascertained ; so far as we 
could learn, she had been in labour eighteen hours ; the os was, on 
examination, found nearly fully dilated; there was some cedema of 
the feet and ankles, none of the face or upper extremities ; an enema 
of turpentine and assafcetida was administered; she was put under 
the influence of chloroform, and delivery effected.with the forceps of 
a boy, weighing 8 lbs. 8 0z., which lived; she was treated with 
chloral and bromide of potassium; there was no return of the 
fits ; she made a good recovery, and was discharged on the fourteenth 
day. 

The third, aged twenty-three, also innupta, a delicate, anzemic- 
looking creature, was admitted, having had a fit of convulsions ; was 
conscious on admission, labour went on naturally, and the child was 
expelled easily within six hours; the placenta was expelled in five 
minutes; no post-partum hemorrhage; soon after which ‘she fell 
into a state of stupor, every remedy failed, and she died in thirty-five 
hours. 

The fourth, aged twenty-seven, a primipara; her labour had to be 
completed with the forceps, owing to inertia; there was no post- 
partum hemorrhage ; went on favourably till the fourth day, when 
she was seized with a fit of eclampsia ; the usual treatment was had 
recourse to; she had no return of the fits, and was discharged well. 


Mania. 


We had four cases where mania made its appearance in the course 
of the patients’ convalescence. ; 

The first, aged thirty-one, second pregnancy; labour natural ; 
child male, 9 lbs. 6 oz.; attacked with mania on the seventh day 
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without any apparent cause ; under treatment she progressed favour- 
ably, and was allowed out, her friends signing the declaration. 

The second, aged twenty-nine, second pregnancy; she was con- 
fined of a boy, 6 lbs. 4 oz., after a natural labour ; showed symptoms 
of mania the day following ; it was ascertained that she had been in a 
Junatic asylum eight years before ; she was taken out on the eighth 
day, ‘‘ declaration” being signed. 

The third, aged twenty-eight, a primipara, was confined of a boy, 
a breech presentation, alive, weighed 7 lbs. 4 0z., after a tedious labour 
of fifty hours’ duration, two and a half of which occupied the second 
stage ; the placenta was expelled in fifteen minutes, and she was going 
on favourably till the fourth day, when she was attacked with mania ; 
could not ascertain the cause, beyond disappointment at her friends 
not coming to see her ; however, by treatment she convalesced, and 
eventually went out well. 

The fourth, aged twenty-nine, a primipara, admitted with a tongue 
coated, thick fur; pulse 94; the waters had broken four days 
previous, which caused delay in the first stage of labour ; had to be 
delivered with the forceps ; the third stage lasted ten minutes, and 
there was no post-partum hemorrhage; her child, a boy, living, 
weighed 5 lbs. 12 oz. ; went on favourably, milk being secreted within 
twenty-four hours, and was nursing till the seventh day, when she was 
attacked with mania, attributable to some bad news, so far as we 
could ascertain; she was treated as the others, with improvement ; 
she was removed by her friends on the ninth day. 


; Scarlatina. 


There were ten cases of scarlatina, seven in primiparz and three 
in pluripare. In two instances the symptoms were apparent at the 
time of their admission, but we could not send them away owing to 
their labour being so pressing ; both were primiparz, one of whom 
- died on the fifth day, and is noticed in the account of deaths. The 
other went through the sickness favourably, and recovered. 

In one case, her third pregnancy, the disease showed itself on the 
second day, and went on favourably, and she was discharged well. 

In three instances the disease was developed on the third day, 
two of whom were primiparz. One was sent to the Hardwicke 
Hospital. 

The second, a case of seduction, aged twenty-two, was admitted on 
the 21st of August, direct from the country, where she had slept the 
night before. Her labour was natural ; and she went on favourably 
till the third day, when, on visiting her, we found the face flushed, but 
without any fever. At 10 P.M., a roseolar rash appeared over her 
neck, breast, and arms. 

_ 25th.,—Passed a tolerable night—pulse, 116 ; tongue furred, but 
moist; therm. 102°°3, a red blush covering her chest. At 2 P.M. her 
pulse was 140; tongue moist; therm. 104°°3.. Scarlet eruption has 
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spread to her body, thighs, and legs, a miliary rash covering the back 
of both her hands. At 6 p.m. the therm. registered 105°°3. 

On the 26th her pulse was 132 ; therm. 102°; tongue slightly furred 
and moist. The rash seems fading on her chest and arms; but on 
the inside of the legs, knees, and thighs, it is of an intensely red 
colour ; throat somewhat sore. At 3 P.M. her pulse was 144 ; tongue 
moist, coated with white fur; therm. 105°4. At 6 P.M. pulse was 
124; tongue same as before ; strength seems good. 

On the 27th the pulse was 132; therm. 102°7 ; tongue slightly 
furred and moist ; throat feels and looks better, a miliary rash covering 
the chest and neck. The left thigh on the inside is of an intense 
crimson colour, almost approaching to a purple, livid hue, as if morti- 
fication was about setting in. She has some sickness of stomach. 
At 3 P.M. her pulse was 124 ; tongue loaded but moist ; therm. 1o1°’7 ; 
beth thighs on the inside still continue intensely crimson, but it does 
not extend below the knees. Her strength keeps good, and she is 
rather cheerful. Desquamation commenced over her chest on the 
eighth day. The deep colour of her thighs continued, but she con- 
valesced favourably, and was sent to another hospital, at her own 
particular request, on the ninth day, where she perfectly recovered. 

And the third, her eighth pregnancy (a midwife), her labour was 
natural ; there was no post-partum hemorrhage. ‘The rash appeared 
on the third day, which on the day following extended over the 
abdomen, hips, and gluteal region. Her strength rapidly gave 
way, and she sank on the third day of the disease making its ap- 
pearance. 

In two the rash appeared on the fourth day. Both were primi- 
pare. One was sent to another hospital; the other was moved to 
a separate ward, where she progressed favourably, and was discharged 
well. 

In one, her second pregnancy, the rash appeared.on the fifth day. 
She was sent to the Hardwicke Hospital. 

In one, a primipara, the disease did not appear till the sixth day. 
She was treated in the house, and went out well. 

Now, in order to prevent it being thought that these cases occurred 
at the same time, or that it was the result of the disease spreading 
from one to the other, we consider it well to state that they took place, 
in the majority of instances, at long intervals, say of one, two, and in) 
some three months, and in perfectly distinct wards, which were widely 
separate from each other, and in which, during the intervals, every ten 
days, a fresh batch of patients were confined. We can also distinctly 
say that, in no one instance, did the disease extend to any other 
patient or inmate of the house. 


Fever. 


There were five cases admitted in a state of fever. All were primi- 
pare, one of which went through it favourably ; in the other four 
peritonitis supervened, 
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Peritoniits. 


_In twenty-six instances this disease developed itself after delivery, 
twenty-one being in primiparee, out of which fifteen died ; six were 
pluriparee, of which three died. ‘The fatal cases are already mentioned 
in the death list. Of the eight who survived, six were primipare. 
The first was a case of seduction, in great distress of mind; had to 
be delivered with the forceps. She had also post-partum hzemor- 
rhage of the third degree. The disease showed itself on the second 
day. However, by cheering her up and allaying her feelings of 
anxiety, besides the usual treatment, she recovered and went out 
well. 

The second was very delicate all through her pregnancy. In this 
case the symptoms appeared the day after delivery, attended with 
diarrhcea ; but she eventually recovered, and went out well. 

The third, admitted in a very delicate state of health, with feverish 
symptoms, quick pulse, tongue dry, headache, shivering. The peri- 
tonitis did not appear till the third day, from which, however, she 
recovered slowly, and was discharged well. 

The fourth, admitted with bronchitis, from which she had been 
suffering for the last month. In this case the symptoms developed 
themselves on the second day, but eventually she recovered. 

The fifth, innupta, fretting. Labour was natural. Peritoneal 
symptoms appeared on the fifth day. Had a very slow recovery, but 
eventually went out well. 

The sixth—the labour was instrumental—z.e., with the forceps. 
The symptoms appeared the day after confinement; went through 
the sickness favourably, and completely recovered. 

There were two pluripare, the first her third pregnancy. Within 
twenty-four hours after labour, which was natural, she complained of 
great sickness of stomach, tenderness on pressure over abdomen, 
which was tympanitic, her pulse quick, and a good deal of fever, 
which, under treatment, she got over, and eventually went out well. 

The second was her eighth pregnancy. Her labour was natural. 
Symptoms within twenty-four hours after confinement, which was 
natural: no post-partum hemorrhage. She was going on favourably 
when her husband took her out. 


Pyemia. 


- There were four cases where pyzemia appeared. . 

The first, aged twenty-six, her fifth pregnancy, was admitted with 
the pyzmic patches over different parts of the extremities ; and is 
mentioned in the list of deaths. 

The second, aged twenty-three, her sixth pregnancy, was admitted 
with the pyzeemia upon her: she is also mentioned in the list of 
deaths. 

The third, a primipara, was acmitted in very delicate health, with 
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cough and great weakness ; night sweats ; her labour was natural ; no 
post-partum hemorrhage. On the sixth day pyzemic patches appeared 
on the elbow and hip of right side, and she rapidly sank three days 
after. 

The fourth, her third pregnancy ; labour was induced in con- 
sequence of deformity. She was in wretchedly delicate health from 
privation ; her labour went on favourably ; there was no post-partum 
hemorrhage; pyemic symptoms appeared almost immediately ; 
eventually got a chronic gluteal abscess; made a very slow con- 
valescence. She was sent to the Whitworth Hospital to try the effects 
of change of air on her twenty-third day. 





Dr. More MADDEN said that a deep debt of gratitude was due ‘to 
Dr. Johnston for his admirable series of reports. He trusted that 
they would hereafter appear in a single volume. He regretted, how- 
ever, that he had not modified his views as to the application of 
forceps before full dilatation of the os uteri. He thought that if this 
were generally taught to pupils the results would not be so satisfactory 
as those obtained by Dr. Johnston. 

Dr. HENRY KENNEDY said that he had had the opportunity of 
seeing most of the cases of zymotic disease which occurred during 
Dr. Johnston’s mastership in the Lying-in Hospital, and he could 
testify that the great majority had symptoms of fever upon them when 
admitted. He thought there was clear proof that no focus of disease 
existed in the hospital. 

Dr. DENHAM expressed his sense of the great value of Dr. John- 
ston’s reports, which confirmed the views which he had himself 
formed when master of the hospital. 

Dr. FITzPpaTRICK said that time had worked wonders in showing 
the value of the forceps, and he believed that great thanks were due 
to Dr. Johnston for what he had done with regard to them. 

Dr Kipp said that although there were points on which he felt 
inclined to differ from Dr. Johnston, he felt it would be presumptuous 
to attempt to discuss them then. He moved a vote of thanks to 
Dr. Johnston for his admirable series of reports. 

Dr. DENHAM seconded the motion, which was passed by acclama- 
tion. 

Dr. JOHNSTON thanked the Society for the honour which they had 
conferred upon him. He said that there was no doubt that the 
forceps was a perfectly innocuous instrument when in careful and 
skilful hands. 
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Obstetric Summary. 
The Causation of the Maternal Souffle of Pregnancy. 


Dr. Frantz Glénard, in the Archives de Tocologie, gives the result 
of some investigations as to the behaviour of the abdominal walls 
when distended during pregnancy, and deduces therefrom a novel 
theory as to the causation of the maternal souffle. From observations 
on the dead subject he finds that when the abdomen is distended, 
the muscular and aponeurotic portion of its walls does not undergo any 
uniform stretching, but the expansion is limited to a single structure, 
namely, the tissue which forms the-linea alba. This is spread out 
into a large lozenge-shaped area, bordered by the recti muscles which 
become separated from each other, but remain at the same distance 
from the anterior superior spines of the ilia as in the unimpregnated 
state, and are not increased in breadth. The distance between their 
inner borders, at the level of the umbilicus, becomes as great as from 
8 to 12 cm. (3°1 to 4°7 inches). For a distance, however, of 7 cm. 
(2°7 inches) above the pubes the recti muscles remain closely united 
at their inner borders. The gravid uterus then, in the normal condi- 
tion does not, as has been described, rest upon the anterior abdo- 
minal wall, as upon an inclined plane, but its fundus is supported by 
the recti muscles.as by a sling or suspensory bandage. If, however, 
the union between the recti gives way, where it should be maintained, 
at its lower portion, there is nothing to prevent the fundus uteri from 
falling forward. The abdomen then becomes pendulous, and labour, 
when it comes on, is retarded by the improper direction of the expul- 
sive force. 

Examining, in a number of cases, the situations of the spot at 
which the maternal souffle is heard, he finds that it always lies upon 
a curved line described upon the side of the abdomen with the an- 
terior superior spine of the iliumas centre, and a radius of ro cm. 
(4 inches). He never fails to discover the souffle upon or close to 
this line, and finds that it is propagated along the line rather than at 
right angles to it. Now the line thus described corresponds to the 
course of the epigastric artery from the groin to its point of bifur- 
cation, where it lies upon the rectus muscle, at a distance of ro 
cm. from the spine of the illum. In consequence of the mode of 
expansion of the abdomen already described, it remains throughout 
at the same distance from the iliac spine. Finding that the foci 
of the souffle thus correspond to the epigastric arteries, the author 
applies the crucial test of compressing the artery, where it can be 
felt pulsating in the lower part of its course, and finds that he can 
by this means entirely stop the souffle. Hzeecker of Munich had 
previously described an epigastric souffle as an exceptional occurrence, 
and Rotter of Erlangen and others have described the souffle, which 
they believed to be uterine, as accompanied by perceptible impulse 
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or thrill. Dr. Glénard claims originality for the view that the 
maternal souffle is, in all cases, solely due to the epigastric arteries. 
Its variations in pitch he ascribes to changes in the pressure of the 
stethoscope, or of the pressure from within exerted by the fcetus or 
contracted uterus. When it is unilateral he finds that it corresponds 
to the back cf the foetus, but in many cases he detects it on both 
sides. ‘The fact that the souffle is not unfrequently heard in cases of 
fibroid tumours, the author considers to be in favour of ‘his view, for 
such tumours have not generally such a large arterial supply as to be 
likely to furnish a souffle within their own vessels. Its absence in 
cases of ovarian disease, ascites, or flatulent distension ne explains 
as due to the fact that there is then no sufficiently firm substance to 
exercise the pressure necessary to call out the sound. As a logical 
conclusion from his theory Dr. Glénard draws the inference that the 
maternal souffle has no diagnostic value whatever, since it can give no 
information which cannot be obtained by palpation of the abdomen. 





The Relation between the Sex of the Fetus and ets Pulse-rate. 


Dr. Mattei gives the result of observations on this point made in 
several hundreds of cases. If the examination be made before the 
onset of labour, when the foetus is undisturbed, he finds that he can 
predict almost with certainty that the child will be male if the pulse- 
rate is below 1353 and female if it is over 150. In three cases only 
his prediction proved false, and in these three cases, when he had 
predicted a boy, the children turned out to be small and puny females, 
two of which soon showed the signs of congenital syphilis. He con- 
siders that the slow pulse-rate was in these instances due to the feeble 
condition of the foetus.—Archives de Tocologie, March, 1876. 


The Contagion of Puerperal Fever. 


In the British Medical Journal for March 25, Dr. F. Churchill 
pleads for further consideration before the dictum pronounced by 
some is accepted, that a period of quarantine should be adopted by 
any practitioner who has a case of puerperal fever. He admits fully 
that the disease may be communicated by the conveyance of post- 
mortem poisons, or that of erysipelas, and also that it has frequently 
been spread by nurses who are obliged to come into very close con- 
tact with the patients. It is known also that in some instances, in 
spite of thorough precautions, the disease has followed in the track 
of some particular doctor. These cases, however, which are rare and 
inexplicable, do not prove the necessity of quarantine but rather show 
its failure. Moreover the quarantine which is recommended for the 
ordinary attendant is not adopted by the consultant himself, and 
yet we never hear of his carrying infection. Dr. Churchill’s own ex- 
perience agrees with that of others, for he has found the precau- 
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tions of scrupulous ablution and change of clothing to be successful, 
and has never carried the disease from one patient to another. 





Puerperal Edampsia, 


A fatal case of eclampsia is recorded by Dr. Martel. The patient 
was near the full term of her second pregnancy. Her first confine- 
ment twenty-two months previously had been normal; for five days she 
had suffered from headache and disturbed vision, but there was no 
cedema of face or lower extremities. On her admission she was 
deeply comatose, having had thirteen convulsions during the morn- 
ing, and the tongue was deeply bitten. The heart’s action was vio- 
lent, respiration gasping. ‘The urine contained albumen, but not in 
large quantities. ‘The os was somewhat dilated, the vertex present- 
ing, and the uterus was acting vigorously. Convulsions recurred at 
irregular intervals, the average being somewhat more than an hour. 
After the fifteenth fit the patient was bled to 500 grammes (17°7 02.). 
Two hours later, after two more fits had occurred, a living child was 
delivered naturally. After delivery there was a short respite, but an 
hour and a half later convulsions recurred. After the nineteenth fit 
a second venesection to 400 grammes (14°2 0z.) was performed, but 
did not check the convulsions for long. The coma became deeper, 
although the fits were less violent, and the patient died about twenty 
hours after delivery, having had thirty fits in all. At the autopsy no 
lesion was found in the brain, and the kidneys were considered to be 
normal. The heart was hypertrophied, especialiy the left ventricle. 
The lungs were deeply congested, and hepatization was commencing 
on the right side, but all parts of them still floated in water. The 
patient’s pulse is stated by Dr. Martel to have been very feeble on 
her admission, rate 92. It is to be remembered, however, that 
the pulse of eclampsia is one of those which, being small, often ap- 
pears to the finger to be feeble also, but is shown by the sphygmo- 
graph to be one of high tension.— Archives de Tocologie, March, 1876. 


Pregnancy with Unruptured Fymen. 


Professor Gustav Braun relates three cases of this occurrence. ‘The 
first was that of a woman, aged twenty-six, who was admitted into the 
obstetric wards in the first stage of labour. On examination, the 
vagina was found to be closed by. a thick hymen, which was per- 
forated only by an opening which would just admit the uterine 
sound, situated immediately beneath the entrance of the urethra. 
The urethra itself was considerably dilated, and the forefinger could 
be easily passed through it into the bladder. Its orifice was promi- 
nent, and surrounded by thick lips. ‘The history of the patient was 
that at the age of eighteen she first suffered from hypogastric pains, 
which subsided after three or four days without the appearance of 
any menstrual discharge. Similar pains recurred at several successive 
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monthly intervals, and then she noticed a globular projection at the 
vulva, which one day suddenly gave way and emptied itself under 
the influence of a violent pain. From that time menstruation took 
place naturally. It would therefore appear that there had been 
retention of menses in consequence of a congenitally imperforate 
hymen. which had ruptured spontaneously by a small opening. The 
patient had been subject to sexual relations for the last two years, 
and from her account it was ascertained that the urethra had always 
been used in sexual congress. The author concludes that the seminal 
fluid must have found its way to the surface of the hymen, and the 
spermatozoa have entered through the small opening. ‘The hymen 
was ruptured by forcing the finger through the small opening which 
existed, and labour was completed naturally. 

The second case was that of a girl, aged fifteen, who was brought 
to Professor Braun’s consulting room on account of a supposed 
abdominal tumour. The menses were said to have ceased for several 
months. On examination of the abdomen, the existence of pregnancy 
of fully eight months was ascertained, but the vagina was found to be 
‘closed by a hymen having an opening only large enough to admit a 
goosequill, The inner edge of the membrane was quite intact, but 
by steady pressure the forefinger could be introduced into the 
opening, without producing any bleeding, to a distance of 6 cm. (2°3 
inches). When the finger was withdrawn, the aperture closed up 
again to its former small size as if the membrane had been of india- 
rubber. Professor Braun afterwards enjoyed the opportunity of 
examining and questioning the man as well as the woman. | He con- 
vinced himself that impregnation had occurred by the penetration, or 
partial penetration, of a relatively small penis, during a return in a 
carriage from a ball, and that no trace whatever had been left in the 
vagina of what had occurred. 

The third case was that of a girl, aged about sixteen, who came 
under observation under similar circumstances, and was found to 
have arrived nearly at the full term of pregnancy. ‘The vulva, how- 
ever, was found to be completely virginal, and the vagina closed by 
a hymen having only a narrow aperture. In this case also Professor 
Braun had the opportunity of questioning both parties, and learnt 
that the seminal fluid could only have been emitted externally to the 
vulva.— Wiener Medicinische Wochenschrift, No. xiv. 1876. 


E-xtra-uterine Fetation terminated by Extraction of the Fetus through 
the Rectum after a Duration of Twenty-eight Years. 


A case of this kind was communicated to the Obstetrical Society 
of Berlin by Dr. E. Kuster. The patient, aged fifty-seven, had had 
one child in her twentieth, and another in her twenty-second year. 
Seven years later, in 1847, she became again pregnant, and until full 
term arrived, experienced no abnormal symptom. At the time when 
labour was expected, she suddenly lost a large quantity of blood- 


Obstetric Summary. 129 


tinged fluid, but no labour pains came on. From that time the 
movements of the foetus ceased. At the end of a month, menstrua- 
tion reappeared, and continued regularly. The enlargement of the 
abdomen did not diminish until four years later. At the end of ten 
years she suffered from symptoms of severe pelvic inflammation 
complicated by broncho-pneumonia and an abscess in the right 
shoulder-joint. Her health was afterwards re-established. In the 
spring of 1874 she was attacked by violent abdominal pains, with 
diarrhcea and tenesmus. During the month of June she passed by 
the rectum about fifty small pieces of bone. At the beginning of 
1875, when she was admitted into the Augusta Hospital, she was 
suffering from diarrhoea, and was much emaciated. By vaginal 
examination, a tumour was found as large as a fist, pushing the 
uterus forwards against the pubes. Feoetid liquid was issuing from 
the rectum, and was traced to an opening in its anterior wall. In 
this opening a bone was found arrested. It was removed by forceps, 
and in the same way were extracted, on successive occasions, most 
of the bones of the head, and a good many of the ribs of a foetus. 
The remaining bones had probably come away previously. The 
bones were found to show a development of a little less than nine 
months’ gestation. ‘The suppuration was considerable at first, but 
was diminished by the injection of carbolic acid. Eventually the 
Opening in the rectum closed, the tumour disappeared, and the 
uterus resumed its normal position. 





; Missed Labour. 


Herr W. A. Freund, of Breslau (in Beitrdge zur Geburtshilfe und 
Gynekologie, Band iv. Heft 1), records an instance where the fcetal 
skeleton remained in the uterus seven years. Perforation of the 
neck of the uterus and the bladder by the foetal pelvic bones 
ensued; they became encrusted, and were subsequently removed 
by lithotomy. 





Gastro-elytrotomy Successfully Performed. 


A case is related by Professor Skene, in which the operation of 
gastro-elytrotomy was performed according to the method of Professor 
Thomas. The patient, aged thirty-one, was rachitic, and the con- 
jugate diameter of the pelvis not more than 22 inches. At the age 
of twenty-five she was delivered by craniotomy. At her second con- 
finement she was delivered at the seventh month, and the child only 
lived a few minutes. In her third pregnancy she was allowed to go 
until the beginning of the ninth month. Labour was then induced, 
and an arm presentation found. Version was performed with great 
difficulty, and the child lived several months. She suffered after 
this from metritis and partial paralysis. In her fourth pregnancy, as 
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she was very anxious that the child should be saved, she was allowed 
to go to full time. An arm andthe funis were presenting. When 
the os had become fully dilated the abdominal wall and also the 
vagina were opened before the membranes were ruptured. The 
child was then delivered by version, and was living. The patient 
suffered only from slight metritis and recovered well, but it was found 
that in extracting the child the opening in the vagina had been ex- 
tended into the bladder. The vesico-vaginal fistula was afterwards 
closed by operation. Professor Skene believes that the injury to the 
bladder can be avoided in future.—American Journal of Obstetrics. 
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Double Ovariotomy.—Transfusion of Milk. 


At the meeting of the New York Obstetrical Society on November, 
1875, Professor Thomas presented two solid tumours of the ovary, 
both removed from the same person. ‘The patient, aged thirty-two, 
was the mother of three children, the ycungest seventeen months old. 
The tumour had grown rapidly and reached above the umbilicus ; 
the abdomen was tender on pressure. On October 14th a solid 
tumour of the right ovary, as large as an adult head, was removed. 
The pedicle was first secured by a clamp; this was afterwards 
replaced by a ligature, and the pedicle dropped. A tumour behind 
the uterus, in Dougias’s fossa, which had been supposed to be a por- 
tion of the large tumour, probably adherent, was found to be the left 
ovary. It was removed, and the pedicle ligated and dropped. Vomit- 
ing followed the operation and obliged nutrition to be supplied 
entirely by the rectum. On the third day severe metrorrhagia came 
on. On the fifth day she seemed to be sinking, pulse 145. A cow 
was then milked into a pitcher covered with gauze, standing in a pail 
of warm water. Nine ounces of this milk were transfused by means 
of the apparatus of Robert and Colin, of Paris. This was immediately 
followed by a high temperature, and pulse of 155, but an hour after- 
wards she fell into a sound sleep. The next morning she was slightly 
delirious, pulse 116, but from that time she improved steadily, and 
recovered well. American Fournal of Obstetrics. 





Decidual Membrane of Menstruation. 


At the Anatomical Society of Paris on November 7th, M. Féré showed 
the uterus of a woman aged thirty-eight, who had had three children. 
Menstruation had been regular, and had never interfered with her oc- 
cupation asa laundress. She died suddenly on the fourth day of men- 
struation from eating too largely of mussels. The tissue of the uterus 
was soft, and sanguinous fluid could be pressed from its inner surface. 
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Attached by a small pedicle near the orifice of the left Fallopian tube 
was a mass about the size of an almond. This proved to be a com- 
plete sac, and appeared to consist of the whole mucous membrane of 
the body of the uterus, detached in a single piece. The specimen 
had not been examined microscopically. 


FPeri-uterine Lymphadenitis. 


In a lecture delivered at the Hétel-Dieu, Dr. Guérin describes two 
cases of an affection of the existence of which he has only lately 
become aware. He was convinced of its occurrence by the case of a 
woman in whom he had diagnosed a phlegmon of the broad ligament, 
but after death found simply an inflamed gland at the side of the 
vagina, near the pubes. ‘The first case was that of a woman, aged 
twenty-two, who had been obliged to leave her bed five days after 
delivery, and who recommenced hard work on the fourteenth day. 
Abdominal pain came on after she had continued this for four days. 
Four weeks after delivery the uterus was found to be bulky, very 
painful, and somewhat anteverted. There was no peri-uterine indura- 
tion. Leucorrhcea was copious. She was treated by poultices and 
hot baths, and afterwards by ergot, with cold douches over the loins. 
After the pain had ceased, the uterus was found to have returned to 
its normal size. On making an examination per rectum, it was found 
that there was a swelling of the size of a large chestnut, near the left 
sacro-iliac synchondrosis, on the level of the inlet of the pelvis. It 
was completely adherent to the synchondrosis, and showed but slight 
tenderness. It was away from the course of the broad ligament, and 
appeared to have no connexion or prolongation, either towards the 
intestines or towards the uterus and its appendages. Excluding the 
possibility of the swelling being due to pelvic peritonitis, to disease 
of the synchondrosis, or to abscess of the ilium, Dr. Guérin con- 
cludes that it was the effect of induration consequent upon the inflam- 
mation of a lymphatic gland within the pelvis. 

The second case was that of a woman, whose malady Dr. Guérin 
would two months ago have diagnosed as being a phlegmon of the 
broad ligament. The patient, aged twenty-five, had severe rigor fol- 
lowed by fever on the day after delivery. The fever subsided, but 
recurred six days later. At her admission she complained of pain in 
the lumbar region; the fever was then moderate, the pulse 84. On 
examining the abdomen, a swelling was felt to the left side of the 
hypogastrium, above Poupart’s ligament, close to the pubes, easily 
circumscribed and not very tender. On vaginal examination nothing 
could be felt posterior to the uterus, or at its right side. On the left 
side of the vagina the swelling felt by abdominal palpation could be 
easily reached, but the left lateral cul-de-sac was neither obliterated 
nor depressed. The swelling also seemed to be attached to the 
pubes, and not to the uterus, and it was prolonged towards the crural 
ring, in the same direction in which lymphatic vessels, coming from 
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the neighbourhood of the uterus, have been traced. Instructed by the 
previous cases, Dr. Guérin made a diagnosis in this instance also of 
lymphadenitis, and this opinion was confirmed by the rapid diminu- 
tion of the swelling under the influence of a single blister.— Gazette 
Hebdomadaire, March 3rd, 1876. 


Lodoform in Vasinismus and Fissure of the Anus. 
fe} 


Mons. Tarnier, in the Journal de Méd. et de Chir. Pratigue, mentions 
an instance of a young woman, aged thirty-two, who had been married 
seventeen years, and was affected with an extreme hyperesthesia of 
the vulva, causing extreme torture when coitus was attempted, there 
being also pain on walking, where iodoform dusted over the vulval 
outlet produced insensibility of the parts within a few hours, and 
relieved completely the distressing symptoms. He also employed 
it in a most intolerable fissure of the anus, which had resisted all the 
narcotic and astringent remedies usually employed in such cases. 
After a single application the pain diminished considerably, and a 
cure was effected in a few days. 


Awdiatric Summary. 


The Normal Digestion of Infants. 


An essay by Dr. Wegscheider, of Berlin, based on the micro- 
scopical and chemical examination of the feeces of a number of healthy 
infants between two and three months old, whose diet consisted 
entirely of breast-milk, reveals some interesting facts with regard to 
the various changes which go on in the digestive tract at that early 
period of life. The feeces were simply scraped from the napkins, 
and then preserved, without the addition of water, in well-stoppered 
bottles. . 

The colour of the motions of healthy infants varies between that 
of yolk of egg and greenish-yellow; their reaction is always acid. 
Their consistence is very variable, and ranges from an almost com- 
pletely dry to a thin liquid character. ‘Their smell is never offensive, 
but resembles that of sour milk. The feeces always contain whitish 
fibrinous-looking flakes, which are proved to consist of fat, with 
probably some intestinal epithelium. ‘The fats consist of palmitin, 
stearin, and olein. Besides fat, the feeces appear to contain traces of 
peptones. Sugar was not found in any appreciable quantity. 

The remains of the secretions of the digestive tract are found in 
the faeces in considerable quantity. Mucin is present in variable 
amount, and its presence can be chemically proved by the precipi- 
tate, insoluble in excess, which acetic acid produces in an aqueous 
solution. Bile-pigment exists, both free and also in combination 
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with bases. Choleic acid can be detected in a free state in a solution 
made by extracting the feeces with alcohol. Cholesterin occurs in 
considerable quantity, but Dr. Wegscheider does not consider that it 
is entirely derived from the constituents of the bile. With regard to 
those bodies which are the products of transformation of the food 
and of the digestive secretions, neither leucin nor tyrosin can be 
chemically detected in the faeces. On the other hand, large quantities 
of saponified fats, in combination with lime and magnesia, are 
present, and are thus wasted for nutritive purposes. In a watery 
extract of the faeces Dr. Wegscheider found traces of diastatic and 
pancreatic ferments, but no pepsine. In consequence of the 
difficulty of keeping the feeces free from admixture with urine, he did 
not examine them for urea. 

The most important conclusions which Dr. Wegscheider draws 
from his researches on the feeces of infants, in relation to their diges- 
tive functions, are the following :—(1), The albuminous constituents 
of the milk are completely absorbed ; (2), the white residue which is 
found in the feeces, and is usually regarded as casein, is not casein, 
but chiefly fat, with some admixture of intestinal epithelium ; (3), 
the unabsorbed fats leave the bowel partly as soaps, partly as free 
fatty acids, and perhaps partly as unaltered fat; (4), urobilin and un- 
altered bilirubin occur in the feces, and biliverdin is also found in 
diarrhoeal stools.— Centralblatt Med. Wiss., No. 3, ihe and Medical 
Times and Gazette. 


The Treatment of Enuresis. 


Dr. Ludwig Fleischmann speaks in very high terms of the results of 
the treatment of incontinence of urine in children by faradization, of 
which he has made trial in a large number of cases. One pole of the 
battery is introduced into the rectum in boys, or the vagina in girls, 
and the other is applied over the pubes. A very gentle current is 
used at first, and it is employed every second or third day. It has 
been found that the attempt to apply electricity more directly to the 
neck of the bladder: by introducing a sound into the urethra does 
injury by the production of cystitis. Dr. Fleischmann’s patients all 
received benefit from the treatment, and some were cured after 
only three or four sittings. He finds, however, that all varieties of 
the complaint are not equally suitable for the method. It is more 
especially advantageous for those cases in which the fault is due to 
weakness of the sphincter, and particularly those in which there is 
incontinence by day as well as by night. When the complaint 
appears to be due to excessive irritability of the neck of the bladder, 
without any muscular weakness, the patients receive some benefit, 
but are more liable to relapse. More permanent good is then 
obtained by the use of belladonna.—Oesterrisch. Fahro. fir Pediat. 
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The most Favourable Age for Operating in Hare Lip. 


Mons. Marc Ser, in a report to the Surgical Society of Paris, stated 
his conviction that in simple cases the operation should be performed 
as soon as possible ; in complicated cases it is better to wait five or six 
weeks. He employs metallic sutures, but is not quite decided whether 
they are best. 


EDITORIAL NOTE. 


The Midwifery Licence of the Royal College of Surgeons. 


At the quarterly meeting of the Council of the Royal College of 
Surgeons on April 13th, one of the matters for consideration was 
the election of examiners to supply the vacant places on the Mid- 
wifery Board. ‘Two gentlemen had been’ nominated, Dr. Graily 
Hewitt and Dr. Snow Beck. A letter was read, however, from Dr. 
Graily Hewitt, withdrawing his name, and thus there remained one can- 
didate only for the three vacant chairs. The following report was also — 
presented from the Committee on the Regulations for Admission to the 
Examination for the Certificate of Qualification in Midwifery :— 
“The Committee, having been summoned at the request of the Presi- 
dent, and having received from him the report of the resignation of — 
Drs. Arthur Farre and Priestley, and a letter addressed to him by the 
President of the Medical Council, enclosing a copy of resolutions 
passed by the Obstetrical Society, begs leave to recommend to the 
Council—‘ 1. That Mesdames Jex-Blake, Thorne, and Peachey be 
informed that the members of the Board of Examiners in Midwifery 
having resigned their offices, the Council are obliged to postpone the 
holding of examinations for certificates of qualification in midwifery. 
2. That the President and Vice-Presidents be deputed to request 
an interview with the Lord President of the Privy Council, for the 
purpose of stating to his Grace the difficulty which their Council 
finds in fulfilling the duty imposed on it by the 17th clause of the 
Charter of the 15th Victoria, and of suggesting that the names of 
persons holding no other qualification to practise than that of a cer- 
tificate or licence in midwifery should be placed in a separate list in 
the Medical Register.’ ” 

It will thus be seen that by the prompt and energetic action of 
Dr. Barnes, supported by Dr. Arthur Farre and Dr. Priestley, the 
Council of the Royal College of Surgeons has been compelled to 
make some attempt to extricate itself from the false position in 
which it has found itself placed. It is gratifying to learn that 

*none of the eminent obstetricians, on whom, as rumour declares, 
considerable pressure was brought to bear by the Council, could be 
induced to accept any of the vacant examinerships. The feeling of 
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the profession with regard to the resignation of the late examiners 
has been fully expressed by the hearty vote of thanks passed by the 
Obstetrical Society, and by the unanimous voice of the medical 
press. There has been a universal condemnation of the conduct of 
the Council in not waiting to be legally compelled to admit the can- 
didates for examination, but being so hasty in acting upon the 
opinion of counsel, which, it is not impossible, might have proved 
incorrect when brought to the test. The question is evidently in no 
degree one of jealousy against the admission of women to the medical 
profession, but the objection so generally felt is simply that the 
licence in midwifery would probably become the refuge of all stu- 
dents who were unable to pass the’ other examinations, and that thus 
imperfectly educated persons of either sex would be, in fact, admitted 
to general practice. On this point:the general feeling of practitioners 
in the country was well expressed by Mr. Worship of Sevenoaks, in 
seconding the vote of thanks at the Obstetrical Society. Compared 
with a result so harmful as this, both to the profession and the public, 
another injurious aspect of the contemplated granting of licences 
may seem to be of little moment, but it is one which, in itself, is not 
unworthy of consideration. ‘This is the effect which would be pro- 
duced upon the prospects of the conjoint scheme. It is clear that, 
if the licence in midwifery were established as an independent and 
registrable diploma, another would be added to the obstacles which 
stand in the way of the unification of qualifications, and the end in 
view would be further off than ever. 

It appears to us that the plan now proposed—namely, to suggest 
that the licentiates in midwifery should be placed in a separate list 
in the Medical Register—would be another false step on the part of 
the Council of the Royal College of Surgeons. For, if it were carried 
out, women and children, at any rate, would still be exposed to the 
treatment of imperfectly educated men ; and, since the public is not 
likely to draw nice distinctions, the result could not fail to be that 
those who had once gained a place on the register, and had acquired 
the right to sign certificates, would still be practically empowered to 
practise any branch of medicine or surgery. It would seem most 
unfortunate that, if any change in the law be proposed, the alteration 
should not be that the holders of no other qualification than a licence 
in midwifery, granted by any corporation, should no longer be placed 
upon the Medical Register at all, but upon a register which, it may be 
hoped, will shortly be established—namely, the Register of Midwives. 
Should the attempts fail, which the Royal College of Surgeons is 
bound to make to obtain a modification of the law, unless it is 
willing to become the instrument of injury both to the profession and 
the public, and should the opinion which has been pronounced by 
counsel be confirmed by a court of law, the Council of the College 
will always have one alternative left to it, which, although by no 
means fully satisfactory, would yet obviate the gravest of the objec- 
tions which have been made. This is to subject all candidates for; 
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the licence in midwifery to an examination in anatomy, physiology, 
medicine, and surgery, to the full as rigorous and complete as the 
primary and final examinations for the diploma of member combined 
in one. 
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(Read before the Obstetrical Society of Edinburgh, 26th A pril and 10th May, 1876.) 


EVER since Lever, in.Guy’s Hospital Reports for 1843, drew 
the attention of accoucheurs to the connexion existing 
between albuminuria and puerpéral eclampsia, the condition 
of the urine has never failed to attract the attention of every 
careful and intelligent obstetrician whenever dropsical or 
nervous symptoms of a suspicious character supervened in 
connexion with pregnancy or parturition. Considering the 
extremely alarming character of a case of puerperal eclampsia 

of even ordinary severity, not to speak of a very bad case, it, — 
is not matter for astonishment that any symptom fitted to 
throw light upon such a serious complication should ,be care- 
fully inquired into. Certain it is that no stone ought to be 
left unturned which is likely to conceal any fact which pro- 
mises to elucidate the causation or steady the treatment of 
this fearful diseased condition. It is much to be regretted 
that, notwithstanding the large amount of good work done 
of recent years in this department, we are still very much at 
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sea both in respect to the etiology and the treatment of 
puerperal eclampsia, the most various views being entertained 
as to its causation, and the most contradictory principles 
being inculcated in regard to its treatment. 

If we expect ever to arrive at unity of belief in regard to 
the causation of eclampsia and thereupon to establish a 
rational and fixed treatment of the disorder, it appears to me 
that the shortest road towards the attainment of such an 
object is the diligent collection, comparison, and criticism of 
cases of the kind as they occur. It would seem there- 
fore to be the duty of every obstetrician to contribute his 
part, however small, towards this wished-for end, by recording 
from time to time the cases that occur in his practice, with 
such comments as his ability and opportunity enable him to 
make. By this means the attention of our department would 
be continuously brought to bear upon the point at issue, and 
discussion of its various bearings stimulated. It is with such 
intentions that the present cases have been recorded and 
published. 

But before I give the cases, I should like to state that 
considerable experience has impressed very forcibly upon my 
convictions the belief that while albuminuria in connexion 
with pregnancy or parturition is, as a general rule, a very 
serious matter, yet there exists in the professional mind 
a tendency to rather over-estimate its evil effects. For we 
find from time to time more or less albumen in the urine 
of pregnant women, and especially during the lying-in 
period, due to causes not involving the structural integrity of 
the kidney proper, such as vesical catarrh, catarrh of the 
urinary passages in general, including pyelitis and congestion 
of the renal vessels, which albuminuria does not give grounds 
for undue anxiety regarding the patients who suffer from it. 
For abundant examples of such cases see Kaltenbach, 
“Ueber Albuminurie und Erkrankungen der Harnorgane in 
der Fortpflantzungsperiode,” Archiv fiir Gyniikologie, B. iii. 
He EST 

And further, a large amount of albumen with even evi- 
dence of undoubted structural change in the kidneys may be 
of less serious importance if occurring in connexion with 
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pregnancy than if the same albumen and other symptoms of 
renal disorder occurred independently of pregnancy. This 
may seem somewhat paradoxical, but I nevertheless think it 
is quite true. And the reason is this, that the probability of 
return to healthy action of the kidneys, even when by tube 
casts and other signs serious structural lesion must be pre- 
dicated, is decidedly greater if associated with pregnancy than 
if we had the same lesions occurring independently of it. And 
it by no means follows that a large amount of albumen shall 
necessarily bring on puerperal eclampsia, as I shall subse- 
quently show, while the chances of recovery of the normal 
renal action subsequently to the pregnancy are very great 
indeed. 

On the other hand, the absence of albumen does not 
preclude the occurrence of puerperal eclampsia. In many 
cases the albumen, which can usually be found after one 
or two fits in small quantity, at least is in no sense primary 
but secondary—in fact, resulting from the renal engorgement 
which the convulsions occasion, and having no share in the 
causation of the convulsions. Such cases are analogous to the 
transitory albuminuria which we so frequently find in con- 
nexion with an epileptic seizure, or in relation to fits resulting 
from apoplectic attacks, or from abuse of alcohol. 

One of my cases at least presented little or no albumen 
at first ; in fact, so little that simple heat gave no indication 
of its presence, and by subsequent testing we found the urine 
was acid, so that heat would have precipitated the albumen 
had it been present. 

The following nine cases I shall now record under three 
headings :— 

I. Albuminuria without eclampsia: three cases. 

II. Eclampsia without albuminuria : one case. 

III. Albuminuria with eclampsia: five cases. 


CASE I. Case of Severe Albuminuria—Labour Premature—- 
No Conviulsions—Death from Metritis—Mrs. P., Leith 
Walk, aged nineteen, primipara, had enjoyed excellent health 
up to the commencement of! pregnancy ; first showed 
dropsical symptoms in September, 1870, when she was 
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somewhere in the sixth month of pregnancy. Besides: 
the dropsical symptoms, Mrs. P. complained of head- 
ache, lassitude, and depression of spirits. She suffered 
throughout the whole period of her pregnancy from severe 
vomiting, and her urine, when tested, proved to be intensely 
albuminous. She was treated by alkaline diuretics in: 
moderate doses. About the beginning of the eighth month 
of pregnancy symptoms of labour showed themselves, but 
for three days the pains were weak and ineffective. The 
anasarca was general and severe. The cedema of the labia, 
for instance, was so great that the parts had to be punctured. 
before a vaginal examination could be made. On 11th 
December, 1870, being the fourth day of the pains, at 
3 P.M, the outer os being about the size of a shilling 
and the cervix nearly obliterated, I introduced a gum- 
elastic catheter with stilet inside it within the os, passed 
it round so as to separate the membranes from uterus 
for about a radius of four or five inches from the 
internal os, and then withdrawing the stilet, pushed the 
soft catheter as far up as it would go, and left it there. 
No rupture of membranes took place. Pains came on in 
a few hours pretty actively, and notwithstanding the rigidity 
of the cervix, which was considerable, the membranes re- 
mained intact until on full dilatation they were ruptured 
at 12 P.M. Second stage of labour terminated at I A.M. 
The child was ill-nourished and dead. The placenta was 
small and flaccid, and was expelled rapidly by normal 
efforts. No hemorrhage. The patient did well for twenty- 
four hours, when, without any apparent cause, she shivered, 
vomited, and was seized with symptoms of acute metritis- 
I was called to see her ‘at 3 A.M., on 13th December, when I 
found her pulse 108, tenderness over right iliac fossa ; bowels: 
had been thrice moved: during the night, and the secretion 
of water was plentiful. Still the vomiting of black grumous 
matter persisting, and the untoward symptoms deepening, I 
asked Dr. Simpson to see her with me at 4.20 P.M. We 
found her getting rapidly worse. Tympanitis present, and 
incessant vomiting of black matter with very great pain. 
Turpentine stupes were applied to the abdomen. Bismuth, 
opium, and other drugs were administered internally. Also 
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champagne with ice and brandy were given. The urine was 
still very albuminous, and to increase its flow, spongio-piline 
steeped in a strong infusion of digitalis was applied over the 
kidneys. 

In spite of all efforts to benefit or relieve, she sank at 
7.30 A.M. on the 14th. 
A post-mortem examination was not obtained. 


CASE Il. Albuminuria—Twins—No  Convilsions—Re- 
covery.—Margaret Ryan, aged twenty-seven, unmarried, primi- 
para, laundrymaid, residing at Hawthorn Bank, was taken in 
labour on the forenoon of the 27th March, 1873. Five years 
ago, she states, she suffered for some weeks from what was 
called inflammation of the kidneys, for which she was leeched 
and dry-cupped. Her recovery was perfect and her health 
excellent till her present pregnancy. She had all through 
the pregnancy suffered from pain in the back, constipation, 
vomiting, thirst, and loss of appetite. About the new year 
she noticed a diminution in the total amount of urine passed, 
and ten weeks ago she perceived her legs begin to swell. 
Since that period the swelling has become general, and the 
urine extremely scanty. At 1 P.M., onthe 27th March, when 
first seen by my then dispensary pupil, Dr. R. S. Stewart, 
her lower limbs, face, and eyelids, as well as the surface of 
the body generally, were very cedematous. The abdomen 
was enormously distended. There were scarcely any pains 
present. She had passed scarcely any urine that day, 
and the bowels had moved slightly in the morning. The 
head of a child could be felt presenting at the os, which was 
only very slightly dilated. 

The pains continued pretty strong during the night, and 
at 7 A.M., on the 28th, one child was born. A second child 
was now found to present by the head. This one was born 
in about two hours, but was dead. 

I was sent for meanwhile, and arrived at 10 A.M., and re- 
moved the placentas. There had been some considerable 
hemorrhage, which I found had been occasioned by partial 
separation of a portion of one of the placentas before the 
conclusion of the second stage. , + 

The abdomen was still much distended, contained eyvi- 
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dently some ascites, and the cedema of feet, face, and lower 
limbs was very marked. 

Two and a half ounces of urine were drawn off by 
catheter. It was found to be acid, sp. gr. 1033, depositing’ 
much urates, high coloured, and containing a large amount 
of albumen. The deposit under the microscope presented 
numerous fibrinous tube casts along with blood and mucous: 
corpuscles. 

The patient complained of exhaustion and headache. 
She was ordered a mixture containing acetate of potash and 
infusion of digitalis, and her general condition improved 
greatly during the day. Her pulse, which at 10 A.M. was 
136, had by 11.30 A.M. become 108, and softer. Temperature 
100°8°. 

29¢i.—Improvement going on. Urine increased in quan- 
tity. About 6 oz. passed this morning. 

For a few days the patient continued in a precarious con- 
dition. Had some abdominal pain, apparently due to enteric 
irritation, with slimy diarrhoea and a good deal of vomiting. 
This state of matters yielded to careful sedative treatment 
and fomentations. 

The urine began to increase in quantity and improve in 
quality. The cedema of ‘the lower limbs, face, and abdomen, 
as well as the ascites, disappeared, and on the 11th of April 
the patient was found perfectly well, with not a trace of 
albumen in her urine. | 


Case II]. —Severe Albuminuria—L abour Easy and Natural 
—No Convulsions —Mrs. C., aged thirty-two, primipara, resid- 
ing at 30, Lorne Street, Leith Walk, consulted me on the Ist 
of November, 1875, because she suffered from sickness, vomit- 
ing, and headache. I had previously been engaged to at- 
tend her in her approaching confinement, which she expected 
about the 20th of January, 1876. As it struck me she 
looked rather puffy, I asked her whether her legs were much 
swollen and her water scanty, to both of which questions 
she answered in the affirmative. I got her to pass a small 
quantity of urine, which was found to become guwi¢e solid on 
applying heat. I then ordered her acetate of potash along 
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with a bitter infusion, and took care to warn her friends and 
the nurse of the possibility of convulsions appearing at any 
time. I saw her occasionally at her own home, on one of 
which times I was told by her husband that on a particular 
afternoon she had looked somewhat strange for some time, 
and had been unconscious of what was going on meanwhile 
around her. The diuretic originally prescribed acted tole- 
rably well, but was subsequently replaced by the bitartrate 
of potash, which she retained better. The headaches passed 
ereatly off with the increased flow of urine. There were no 
disturbances of the senses of hearing or of seeing. The pupils 
remained normal. I may state that I kept the patient 
almost entirely upon white of egg and milk, and milk diet. 
But the albumen continued without sensible diminution. 
Mrs. C. fell in labour on Saturday morning, 8th 
January of the present year, shortly after midnight. I saw 
her at 8.30 A.M. The waters had escaped a few minutes 
previously, and I found the head well down into the pelvis, the 
vertex presenting with the occiput to the left and anteriorly. 
The head was now beginning to press upon the perineum. 
Passages were cool and moist. There was intense anasarca 
of lower limbs and abdomen. Face puffed and swollen. 
Labia cedematous. Pains regular but weak and not suffi- 
cient to induce a caput succedaneum. The labour was watched 
till 11.30, when though the head had begun to distend the 
perineum somewhat and was evidently small, yet little pro- 
gress was being made and a pretty smart hemorrhage occurred 
for which I was unable to account. I therefore deemed it pru- 
dent to terminate the labour by means of forceps, which was 
effected easily and with exceedingly little traction, although 
blood was flowing pretty freely during the operation. The child 
was a female, small and ill-nourished. The placenta came 
away spontaneously immediately after the child. It was 
now found that about a fourth of its surface had been 
separated during the second stage of labour, although so 
far as one could judge from the perforations in the mem- 
branes, no part of it had been situated within the spon- 
taneously detaching area. The membranes appeared spe- 
cially tender and more than usually decomposed. During 
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the second stage of labour the pulse rose to 144, during 
the third stage it gradually fell. There was little haemorrhage 
after removal of the placenta, as the uterus contracted fairly 
well. Two hours after labour, when the patient was left, the 
pulse had fallen to 110. The urine which was then drawn 
off was smoky-looking, intensely albuminous, and contained 
numerous fatty casts, but no blood. 

The same dietary and diuretic were continued during the 
lying-in week as before the labour. In the evening the 
patient was found wonderfully well. Pulse 108. Had been 
able to pass some water. She slept well during this night. 

Her urine continued copious in quantity. The albumen 
rapidly disappeared. By the 2nd of February not a trace 
was to be found of it, or of tube casts. The cedema also 
had vanished. The patient made an excellent and uninter- 
rupted recovery, and is now quite well. 


The first of these cases presents the conditions under which 
eclampsia is usually developed in an extreme degree, and yet 
no fits occurred. We have in this case severe kidney 
disease supervening acutely in the course of pregnancy, for 
there is no evidence to show that the patient suffered 
from any renal disturbance previously to her marriage and 
pregnancy. Following upon the pregnancy we had persis- 
tent vomiting, no doubt aggravated, latterly at least, by the 
depraved state of the blood, due to the defective depurating 
functions of the kidney. The vomiting in its turn again would 
predispose to kidney disease, as it tended to anemia. In conse- 
quence of the renal disease and the hydreemia we had developed 
general and severe dropsy ; so severe that, as already 
stated, when labour symptoms supervened, I was obliged to 
puncture the labia with a needle before I could succeed in 
making a vaginal examination. _ As happens often in albu- 
minuria cases, and is usually, though I cannot help thinking 
without sufficient grounds, ascribed to the effects of the con- 
vulsions, we had death of the foetus, apparently in this case 
from defective nutrition. This again brought on labour at 
the eighth month with an undeveloped cervix, which con- 
sequently was slow and difficult; furthermore, the labour 


weth Nine Cases. I45 


had to be hastened by the introduction of a gum elastic 
catheter between the uterus and the membranes, which was 
another source of reflex irritation, and yet no convulsions 
appeared, though I was hourly expecting them. The 
patient, however, succumbed to a severe attack of metro- 
peritonitis, which is a result very liable to occur in weakened 
states of the system such as the above, where pregnancy 
coexists. | 

Altogether such a case sets at defiance the ordinary prin- 
ciples of explanation of eclampsia. We had combined un- 
doubtedly diseased kidneys, hydrzmic blood, vitiated by re- 
tention of the products of retrograde metamorphosis of the 
tissues, and general dropsy of a severe ‘character. Follow- 
ing upon this there were labour pains of great severity and 
long continuance, and also the additional irritation of a 
catheter introduced between the uterus and the membranes 
for nine hours Were ever conditions more favourable 
for the development of convulsions, whether we regard them 
according to the more common idea as toxzmic in origin, or 
whether we look upon them as mechanical and due to 
ultimate cerebral anemia, acting in the way that Traube and 
Rosenstein have suggested ? Yet the convulsions, though 
hourly expected, were conspicuous only by their absence. It 
must be noticed in passing that their non-appearance was 
due to no therapeutic efforts to ward them off, for none such 
were attempted, further than for some months to keep the 
kidneys acting as well as possible. Had I adopted any such 
measures, however ineffective they might have been, I might, 
and you might, have been inclined to ascribe the non-appear- 
ance of the convulsions to the treatment. The occurrence 
of such a case leads us strongly towards the conclusion that 
both the toxzemic and mechanical theories of eclampsia are 
far from complete, and that we greatly need further light 
upon the subject. 

The second case is one which I think supports the view 
that the albuminuria of pregnancy is frequently caused by 
the pressure of the enlarged uterus upon the renal veins. 

The history of this woman warrants us in assuming a 
tendency to disturbed action of the kidneys, but that she 
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had not chronic Bright’s disease is proved by the successful 
results which parturition effected upon her kidneys. 

The speciality in her case was the over-distension of her 
uterus by the presence of twins, which it appears to me in 
the latter months led to such an amount of renal engorgement 
as terminated in severe albuminuria, and even led, probably, | 
to some structural changes in the kidneys, as was shown by 
the presence of fibrinous tube casts. The appearance of the 
albuminuria of pregnancy, so very much more frequently in 
primipare than in multipare, cannot, it appears to me, be 
fully explained without taking into account the effects of the 
pressure of the enlarging uterus on the renal veins, as one 
of the most important factors in its development. In the 
case before us, we had not only the presence of great pres- 
sure by special over-distension of the uterus, but we had also 
the rigid abdominal walls of a strong primipara to aggra- 
vate matters, and latterly also a degree of ascites. 1 do 
not wish it, however, to be understood that I look upon 
the distension of and consequent pressure exerted upon the 
renal veins by the pregnant uterus as anything else than an 
important factor in the development of albuminuria, knowing 
as I well do that an equal amount of pressure upon the renal 
vessels is so frequently produced by ovarian tumours and 
other abdominal diseases without culminating in nephritis. 
Still I am compelled to maintain, when I find in the litera- 
ture of the subject that serious albuminuria occurs very 
much more frequently in first than in subsequent pregnan- 
cies, and ascertain further from my own experience that six 
out of the eight cases now recorded occurred in primipare, 
that such facts afford an almost incontestable ground for the 
assumption that uterine pressure is an important factor in 
the production of the complication. For in what does a 
primiparous pregnancy differ most from a subsequent one ? 
Is it not that the abdominal walls are hard and rigid, and 
specially more difficult to dilate in a first than in a subse- 
quent pregnancy? This difficulty would of necessity aggra- 
vate any tendency of the enlarging uterus to produce in- 
jurious pressure upon the renal veins. It is moreover the 
fact that the pressure of ovarian tumours does tend to induce 
renal engorgement and albuminuria, when the distension 
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becomes intense, as I have had opportunity to observe of 
Tate. It seems to me that the ordinary slowness of growth 
of those tumours, taken along with the fact that in 
connexion with other abdominal tumours the blood is 
usually in a condition less likely to develop Bright’s disease 
than it is during pregnancy, may account for the compara- 
tive rareness of albuminuria, as a result of the pressure of 
abdominal tumours not associated with pregnancy. At any 
rate, I do not think we are warranted, in the face of the 
very much greater relative frequency of albuminuria in first 
pregnancies, to negative so strongly the possible effects of 
pressure of the enlarging uterus as a factor in its production, 
as has been done by Dr. Duncan and others. Again I ask, 
Could either the common or the Traube-Rosenstein theories 
find conditions more favourable for the development of 
eclampsia than here ? And yet the complication did not arise, 
much to Dr. Stewart’s astonishment and mine, for we were 
both on the acme of anticipation. It appears to me that the 
chief element that prevented eclampsia in this patient’s case 
was the extremely stolid mental disposition of the patient, 
who, with a wisdom worthy of a Solomon, was determined 
and decided to take things easy. But of this more anon. 
As to my third case, I have almost nothing to remark 
without repeating what I have already expressed regarding 
the others. A glance at the report of it will show that there 
never was a case recorded in which one was more naturally 
entitled to expect severe convulsions. This patient was under 
observation from November to January, in this respect being 
different from most of the others referred to in this paper, 
which happened in dispensary practice, where I had no 
opportunity to watch them for a lengthened period. The 
urine actually became solid on heating. There was no 
question about fractional amounts of it in the test tube, for 
after boiling you could turn the tube in any way you liked. 
The urine was frequently examined microscopically, and it 
was found to contain hyaline casts. Indications of retention 
of urinary constituents in the blood are, I think, more than 
afforded by the sickness, vomiting, and headache, which were 
very prolonged, as well as by the disturbed cerebration on a 
particular occasion. It cannot be urged that in this case we 
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had to deal with ordinary Bright’s disease, complicating preg- 
nancy; for three weeks after the parturition was safely accom- 
plished the kidney disease had entirely disappeared. It was 
thus a genuine acute attack of puerperal nephritis, and the 
only symptom of the ordinary character wanting was, luckily, 
eclampsia. It is true that Mrs. C.’s pelvis was roomy, that she 
was well built, and that the labour was easy. But then again in 
two of the cases that I shall record further on the pelves were 
roomy, the labour easy, though instrumental in the one case, 
and over before the onset of the convulsions in the other ; 
so that I fail to see any special effect of the obstruction to 
the second stage of labour occasioned by pelvic obstruc- 
tion, as has been suggested by M. Jaccoub. Still the con- 
finement was a peculiar one. The pulse was extremely 
frequent and small, and all through the few hours the 
labour lasted I felt as if my patient were on the verge of a 
convulsive attack. I am convinced that this was prevented 
by nothing so much as by the surrounding circumstances, 
which were comfortable and easy, and by the disposition of 
the patient, which was happy, calm, and contented. I feel 
assured that an excitable, irritable, or timid woman, with 
such an. amount of albuminuria and anasarca, would have 
been in fits long before her labour was terminated. Whether 
the accidental hemorrhage that compelled me to terminate 
the case instrumentally had anything to do in arresting the 
onset of eclampsia I cannot tell. But it did not appear to me 
that it had. 

It will be seen on referring to the case that I kept the 
patient very much on milk and white of egg during the latter 
months. This is very similar to the milk treatment which was 
reported in the number of the Azzales de Gynécologie for 
January of this year, as so successful in Paris in the hands of M. 
Tarnier. But then I cannot report like him that the albumen 
disappeared under the treatment. It did not do so. Jam 
even not very sure if it diminished in quantity up to the 
labour, though no doubt the vomiting and sickness did, and 
the urine was increased in amount. 

So much for albuminuria of a severe form without 
convulsions. 
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CASE IV.— Convulsions, with slight, apparently Secondary 
Albuminuria—Recovery—Margaret Tait, aged 15% years, 
unmarried, and residing in Greenside Row, was attended by 
my then dispensary pupil, Mr. E. St. G. Baldwin, for upwards 
of three months for pains simulating those of labour, which 
recurred occasionally, but always yielded to opium. On the 
14th of April, 1875, she had a convulsion in the afternoon at 
4.30, during which she tumbled out of bed. She had only 
recovered partial consciousness when another came on at 
5.20 P.M. Immediately after this Mr. Baldwin arrived, and 
seeing the condition of the patient came for me. We arrived 
at the patient’s house at 6.15 P.M., and during my visit she had 
another fit, with all the characteristic symptoms of eclampsia. 
On heating the urine it gave only the faintest indication of 
albumen ; indeed, we were not sure whether it gave any. 

I ordered her to be put under the influence of chloral, as 
I found labour had barely begun, the external os being only 
very slightly dilated, but the cervix obliterated, and accord- 
ingly she had at 6.40 P.M., 25 grains of the hydrate. This was 
rejected in five minutes, after which she had twice 1 24 grains at 
short intervals, both of which doses were also speedily rejected. 
I again saw her at 10.20 P.M., and finding she had never 
slept I ordered her an enema of 25 grains of hydrate of 
chloral. Auscultation revealed an accentuated pulmonary 
second sound. Feetal heart audible. Patient’s pulse 96, 
full and incompressible. The os now admitted two fingers 
readily, and the membranes could be felt protruding 
through it. Some of the urine was examined with great 
care, when it was found to contain a little albumen and 
some. epithelium; reaction strongly acid. Patient. tole- 
rably conscious, and complains of pain in the lower part 
of abdomen in front. She had the injection of chloral 
hydrate (25 grains) at 12.45 A.M.on 15th. She then suf- 
fered from rather bad hiccup, but there had been no convul- 
sions during the day. She slept soundly from 3 to 6 A.M. 
In the forenoon she was again seen by Mr. Baldwin. She 
suffered from headache and from abdominal pain. At I P.M. 
I again saw her. Found the cervix well dilated, pulse 108, 
occasional vomiting. At 3 P.M. she had another fit, which 
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was preceded by a feeling of giddiness, and during it she 
fell again out of* bed. Another injection of chloral was 
ordered in case another fit came on, but nothing to be given 
if there should not be a recurrence of the eclampsia. _ 

At 12.25 A.M. on 16th patient states that she feels easier. 
Skin cool and moist, pulse has fallen to 88, but is irregular. 
There has been no fresh fit, and therefore the chloral has not 
‘been given. 

At 4.30 P.M. patient again seen by Mr. Baldwin. She 
has had another severe fit, and is now quite unconscious. 
The patient was very restless, and pulse 150. Mr. Baldwin 
then went for me, but on his return without finding me at 
home, he ascertained that the child had been born for about 
ten minutes. 

Several handfuls of clots were found in the bed, and there 
was a pretty free discharge of blood from the vagina. The 
placenta was speedily expelled on the application of pressure 
over the uterus. A free gush of blood followed its expulsion, 
during which the patient fainted, and remained unconscious 
for about five minutes. The uterus could now be felt well 
contracted, and rather smaller than usual. I arrived at this 
time and ordered some brandy. The patient got gradually 
round. It was found that the child had been expelled by the 
breech. It was a male, and alive. 

April 17ti.—Patient slept about five hours last night. 
Pulse 96 ; feels stronger, and has been able to take some 
milk and beef-tea. 

April 18th, 11.30 P.M.—Pulse 106. No urine had been 
passed for twenty-four hours, and therefore a warm fomenta- 
tion was ordered over the lower part of the abdomen. At 
2 P.M. a quantity of water was passed. This urine was 
alkaline, contained some mucous corpuscles, but 70 albumen, 
and although four different preparations were made of it no 
tube casts could be found in any of them. Her urine was 
subsequently examined repeatedly, but gave no evidence of 
albumen. She made an excellent recovery. 


(Zo be continued.) 
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RETROVERSION OF THE GRAVID UTERUS. 
By CLEMENT Gopson, M.D. 


Assistant Physician-Accoucheur to St. Bartholomew’s Hospital ; Physician to the 
Samaritan Free Hospital for Women and Children ; Physician-Accoucheur to 
the St. George’s (Hanover Square) Dispensary. 

RETROVERSION of the gravid uterus is not a very uncommon 

displacement, but fortunately, in the majority of cases, with 

the expansion of the body it rises out of the pelvis, and the 
wedging in of the uterus, giving rise to retention of urine, is 
avoided. | 

It is this latter condition, however, which is generally 
described under the term “Retroversion of the Gravid 

Uterus ;” and it is, I think, often attributed to sudden dis- 

location when the displacement has existed for a length of 

time, the symptoms, however, of this not having been suffi- 
ciently severe to have called for treatment—at least so far that 

a vaginal examination was considered necessary. In large 

hospital out-patient practice I have not infrequently met 

with such examples, one of which I quote :— 


CASE I—On April 4th, 1876, at the Samaritan Free 
Hospital, I was consulted by E. O., aged twenty-two, who 
had been married three years, and had two children, the last 
ten months previously, which she had “nursed” up to a 
fortnight before. Notwithstanding this she had menstruated 
regularly every two months since her confinement. A fort- 
night since, nine weeks after her last period, she was seized 
with pains like labour, and lost a considerable amount of 
blood, which continued for a week, and she believed that she 
miscarried, though no substance had been observed. On 
vaginal examination I found the cervix displaced slightly 
forwards, and posterior to it was a considerable swelling of 
globular form, reaching much below the level of the os uteri, 
which could not be raised by the finger. On April 11th, 
when I again saw the patient, she complained of nothing 
but weakness: no hemorrhage had occurred. On examina- 
tion the swelling was found to be somewhat larger. On. 
April 25th there was no further complaint. The swelling, 
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however, had entirely disappeared, the cervix had regained 
its proper position, and the fundus of the uterus could be 
readily felt on hypogastric pressure. 

Remarks.—The patient continued throughout her ordinary 
work, being unable to rest, notwithstanding which the position 
of the uterus was restored, at a period of pregnancy, however, 
not exceeding the third month. The uterus can now be 
plainly felt occupying the hypogastrium, and the ordinary 
symptoms of pregnancy coexist. 

Should, however, the period of gestation reach the fourth 
month without the body of the uterus rising from its abnormal 
position, or from any sudden cause the uterus hitherto in 
position become retroverted, then retention of urine is liable 
to be caused, as in the two following cases. 





CASE II.—On April 20th, 1876, A. B., aged twenty-one, 

applied at St. Bartholomew’s Hospital, stating that she had 
been married a year; the catamenia had been quite regular 
up to four months ago, since which there had been no 
appearance ; she believes herself pregnant ; was quite well 
up to four days ago, when she experienced considerable pain 
in the hypogastrium, where she observed a swelling which 
gradually increased in size ; her urine began to dribble away, 
and she had no control over the bladder whatever, which 
state has continued up to the present time. 
_ Mr. Burgess, the midwifery assistant, who saw her, and 
admitted her to Martha Ward, found “the abdomen greatly 
distended, and dull on percussion up to the umbilicus. The 
urine was dribbling away, and yet she complained of a’ great 
desire to empty her bladder. Per vaginam.—The cervix 
was found displaced forwards, and behind it was a very 
large swelling pushing forwards the posterior vaginal wall.” 
Mr. Burgess, suspecting a distended bladder, immediately 
passed a catheter, and drew off about five pints of urine 
slightly tinged with blood. With two fingers in the vagina, 
exciting gentle pressure upon the uterine body, he was 
enabled to raise it up, and almost completely restore it to its 
proper position. 

The following day, April 21st, the patient was seen by 
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me. There was then very slight displacement, which was 
readily remedied by slight pressure backwards with a finger 
upon the cervix. The urine had been passed freely. On 
April 24th, feeling perfectly well, and being desirous of 
returning home, she was allowed to leave the hospital. Four 
days afterwards, however, she was seized with sudden pain 
and loss of blood, and aborted in the hospital surgery, before 
being readmitted to the ward. The uterus was found to be 
again retroverted. A fortnight subsequently the patient 
was discharged, no further complication having occurred. 


CASE III.—E. G., aged twenty-five, admitted to Martha 
Ward, St. Bartholomew’s Hospital, January 2oth, 1876. 
Married five and a half years, two children—the last two 
years ago. Had only menstruated once since, four months 
ago. Considers herself pregnant. 

A fortnight since was seized with great pain in the lower 
back and abdomen, of a bearing-down character. Noticed 
at the same time a swelling in the hypogastrium, which has 
gradually become larger; has had a good deal of pain in 
passing her water, and been obliged to do so frequently ; 
for the last four or five days it has seemed to be nearly all 
blood. 

On examination the abdomen was much distended by a 
well-defined swelling, reaching about an inch above the 
umbilicus, firm and rather tender on pressure. Per vaginam.— 
Cervix short, high up above symphysis pubis, posterior to 
which is a large well-defined swelling, reaching so low as 
almost to distend the perineum. Per rectum.—A large firm 
globular swelling is detected almost immediately the finger 
enters the canal. 

I passed a catheter, and drew off about three pints of 
urine very full of blood, after which the abdominal swelling 
had almost completely subsided. 

Fanuary 22nd.— Has passed ever since, involuntarily, 
large quantities of bloody urine. When the catheter is 
passed about two ounces of fluid escape, which appear to 
be almost entirely blood. The patient appears blanched, 
and very feeble. 
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Having placed her in the knee-elbow position, I intro- 
duced two fingers into the rectum, and by gradual pressure 
managed to raise the fundus uteri. I then introduced an 
india-rubber ball, and distended it with air, by pressure upon 
which I succeeded in completely restoring the position of the 
uterus. The air-ball was left in, and I ordered a self- 
retaining catheter to be placed in the bladder, and some alum 
lotion to be injected through it; also a mixture containing 
five grains of gallic acid to be administered every four hours. 

~The following day the air-ball was removed, the uterus 
being found in perfect position. Five pints of urine, much less 
sanious, had been passed through the catheter during the 
twenty-four hours. 

On January 26th the catheter was removed, the urine 
being but slightly tinged with blood. Since this time 
there was no difficulty in micturition, and no more blood 
passed. On February 1oth, when the patient stood on her 
feet for the first time, she fainted, but by the 18th she had 
entirely recovered, and left the hospital. 

Remarks—Both of these cases are instructive. In neither 
was there inability to pass the urine, but want of control over 
the bladder, due to distension of the same. The position of 
the uterus was easily restored by pressure in both, but in 
Case II. the patient was allowed to move about too soon. 
Had she been kept in bed longer, the probability is she 
would not have aborted, and the displacement would not 
have again taken place. In Case III. the air-ball in the 
rectum was very effectual in exerting and maintaining pressure, 
and the self-retaining catheter proved useful, on account of 
the large quantity of blood which had been passed from the 
urcthra, avoiding the frequent passage of a hard instrument, 
and acting as a medium for injecting astringent lotions into 
the bladder. 

Both cases show the great benefit that immediately fol- 
lowed the restoration of the position of the uterus, a system 
I would advise in every case in which there is bladder com- 
plication, where such can be effected by gradual pressure 
without violence. But, above all, complete rest must be 
maintained subsequently, until the uterus has become well 
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established in the abdomen. Some authorities recommend 
that the uterus should be left to remedy itself, and that no 
other treatment should be pursued than complete rest and 
the frequent passage of the catheter. In those cases which 
I have seen thus treated, severe cystitis has followed ; in one 
instance the whole of the mucous membrane of the bladder | 
having been exfoliated. In neither of the cases recorded, it 
will be observed, was there the slightest indication of inflam- 
mation of the bladder. 
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TW ASts OF POLRYPUS-UTERT. 
Under the care of Mr, CULLINGWORTH. 


1—Hibroid Polypus of the Uterus lying outside the Vulva, 
attached by two Pedicles—Removal—Death. 


JANE H., aged fifty, was admitted November 23rd, 1875. 
Her last child was born thirty years ago. She had borne 
no children to her second husband, who is still living. 

It is now ten years since the occurrence of the earliest 
attacks of uterine hemorrhage. After they had continued 
to appear with more or less frequency for three years, she 
became very weak, and was for some time confined to bed. 
As soon as she could walk about again, she presented herself 
for examination at the Manchester Southern Hospital for 
Women and Children, where she was informed that she 
had a tumour in the womb, requiring removal. She 
declined an operation, however, and the haemorrhage per- 
sisted. The last severe attack occurred three years ago. 
For the last two years there has been more or less bearing- 
down, and latterly a large mass has projected externally 
at the vulva; until November 2oth (three days before: 

M 2 
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admission) the patient was always able to push back the 
tumour herself. On that day a larger mass than usual 
passed through the vulva, and could not be returned, either 
by the patient herself, or by her usual .medical attendant, 
who attempted its reduction apparently on the supposition 
that he had to deal with a displacement of the uterus itself. 
The certificate brought to the hospital stated the case to be 
one of acute retrofiexion of the uterus. 

On admission, a large, firm, smooth, lobulated tumour, 
giving off an offensive smell, was found lying outside the 
vulva. Its long diameter was antero-posterior, and measured 
54+ inches, while its breadth was 3#inches. ‘The cervix uteri, 
much expanded, was dragged down to the vaginal orifice. 
The tumour was attached to the walls of the uterus by two 
pedicles, the distance between which, measured on the tumour, 
was 14 inches. The anterior pedicle, half an inch in length, 
‘and three-quarters of an inch in diameter, was attached to 
the left side ; the posterior, a quarter of an inch in length, 
and an inch and a half in diameter, was attached to the back 
of the uterus and a little to the right. Pressure being made 
upon the abdomen, a quantity of pus escaped from ‘the 
vagina. 

The patient was in a very weak and exhausted condition, 
and the position of the tumour was a source of great dis- 
comfort to her. 

Nov. 24th.—By means of a pair of strong curved scissors, 
both the pedicles were slowly divided close to their uterine 
insertion ; the patient being under the influence of chloro- 
form. The smaller pedicle was not vascular; in the 
larger, however, there were two vessels of considerable size, 
which bled profusely. The haemorrhage was arrested by 
plugs of cotton-wool. No lesion of the vagina was dis- 
coverable. 

25¢h——There was some hemorrhage from the vagina 
during the night, which the house-surgeon checked by in- 
-serting additional plugs. In the morning, however, the 
‘bleeding returned ; in consequence of which the vagina was 
completely emptied. Several pledgets of cotton-wool steeped 
4n solution of the perchloride of iron were first applied to the 
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cervix through the speculum, and the vagina was then carefully 
plugged with dry cotton-wool as before. 

Very little blood escaped after this ; the patient, however, 
gradually sank, and died during the afternoon of the 27th. 


I1.—Fibrotd Polypus of the Uterus lying in the Vagina— 
Removal—Recovery. 


Jane B., aged forty-four, married, the mother of five 
children, the last of whom was born twelve years ago, was 
admitted February 8th, 1876. 

Health good until two years ago, when she began to suffer 
from uterine hemorrhage, which has continued more or less 
ever since. Sometimes the flow is trifling in quantity, and 
sometimes more profuse; but she does not remember to 
have passed a single week during this period without some 
loss. There has never been any pain. 

On admission the patient was a healthy-looking, well- 
nourished woman, with an extremely blanched face. 

A polypus, equal in size to a pigeon’s egg, was found 
occupying the vagina, and attached by a narrow ener to 
the interior of the uterus. 

9th.—The patient being under the influence of hig: 
form, the pedicle was divided as near as possible to its 
uterine insertion by means of curved scissors. There was 
no hemorrhage. 

On removal, the tumour was found to be perfectly smooth, 
and flattened from above downwards. It measured 24 inches 
long by 2 inches broad ; the cut surface of the pedicle, 
measured on the tumour, having a diameter of three-quarters 
of an inch in one direction, and half an inch in another. 

1 4ti.—There has not been any bad symptom. To-day, for 
the first time, there has been a stain of blood on the linen. 
This appears to have come from a vascular tumour of the 
meatus urinarius, which, on being discovered, was at once re- 
moved with scissors, 

March 4th.—Not the slightest stain has been observed 
since the date of the last note. The patient has recovered 
her colour, and feels remarkably strong and well. Discharged 
this day cured. 

3 1s¢—Remains perfectly well. 
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On the Development of the Ova, and the Structure of the 
Ovary in Man and other Mammalia. By JAMES FOULIs, 
M.D. Edin. 


THIS work is an important contribution to our knowledge of 
the development of the ovary, and is probably destined to 
effect a modification in the received views upon the subject. 
The descriptions of Dr. Foulis are so clear, and the drawings 
which illustrate them:so carefully executed, that his conclu- 
sions deserve the most attentive consideration. The ovaries 
examined were chiefly those of foetal calves and of kittens, 
but observations were also made upon those of dogs, rabbits, 
and of the human fcetus. It is not generally stated what 
reagents were used in the preparation of the specimens. This 
is an unfortunate omission, since Pfluger declares that by the 
use of spirit or chromic acid the appearance of the supposed 
basement membrane of the primordial tubes and the relation 
of the delicate epithelial cells are lost, and that these can 
only be seen when the tissues are prepared in a solution of 
oxalic acid, or one of bichromate of potash of a strength 
not greater than a half per cent. 

As to certain elementary points with regard to the origin 
of the ovaries physiologists are agreed. At the inner border 
of the Wolffian body is formed an elevated oval mass by the 
proliferation of the epithelium continuous with that lining 
the common pleuro-peritoneal cavity. The cells here assume 
a columnar form, in contrast with the flattened shape of those 
which constitute the peritoneal endothelium, and acquire a 
thickness of many layers. At the same time the elevation 
is increased by an outgrowth of the connective tissue be- 
neath, which furnishes the vascular supply of the future organ. 
From the thickened layer of epithelium, which has received 
the title of germ epithelium, are developed both the sub- 
sequently appearing epithelium of the ovary, and also the 
ova, which become encapsuled in the connective tissue. As 
to the mode in which the epithelial cells are enveloped in the 
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stroma, opinions differ somewhat widely. The monograph 
of Pfluger may be taken as the representative of the views 
of those who find ground for believing that the ovary is, at 
its commencement, a tubular gland, closely analogous to the 
testis. A similar account had previously been given by 
Valentin and Billroth, and is supported also by Spiegelberg 
and others. Pfliiger regards the epithelial layer as a serous 
epithelium, and represents tubular processes starting from the 
surface, and growing inward into the stroma. These are 
lined by a definite membrane, and have a distinct epithelium, 
while their cavities are filled with larger cells. These larger 
cells constitute the primordial ova, while from the epithelial 
lining of the tubes is formed the membrana granulosa. Con- 
strictions are first formed by the ingrowth of the membrana 
propria, so that, at this stage, a series of “egg-chains” is 
formed. Eventually the septa become complete, and each 
ovum is included in a separate capsule which constitutes the 
Graafian follicle. 

Some modification of these views was effected by the im- 
portant work of Waldeyer, published in 1870, the results 
of which have been generally accepted. Waldeyer describes 
a reciprocal growth, on the one hand, of the epithelium, and 
on the other hand of the stroma. Active proliferation of 
cells takes place at certain points, so that branching columns 
grow inward from the surface. At the same time processes 
of connective tissue shoot forth from the stroma, enclosing a 
variable number of the cells. By this means the columns 
are first divided into groups of cells, large and small, or “egg~- 
compartments,’ and eventually each large cell, or future 
ovum, is isolated by the repeated ingrowth of connective 
tissue. Waldeyer does not detect any basement membrane 
to the ingrowing tubes or columns, nor does he represent 
them as generally lined or covered by any special epithelium, 
but as filled with cells of very variable size. So early as the 
fourth day, in the embryo of fowls, he finds that some of the 
cells, destined to become primordial ova, have been conspi- 
cuous by their size. These are irregularly scattered amongst 
others which keep to their original size, and, by numerous 
divisions, produce the membrana granulosa. Waldeyer, 
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therefore, considers that there is no genetical distinction be- 
tween primordial ova and follicular epithelial cells, but that 
the germ epithelium is the common source of both. 

We have now to examine in what respects Dr. Foulis’s 
description differs from that of former observers. At the 
stage at which he has examined the ovaries he finds that, at 
the peduncle by which the ovary is attached at the hilus, a 
cradual transition in the form of the cells may be traced 
from those of a flattened shape, having comparatively small 
nuclei, and arranged in a single layer, which form the perito- 
neal endothelium, to those of more and more columnar form, 
surrounded by less and less protoplasmic investment, and 
crowded together in many layers, so that there is no demar- 
cation between peritoneal epithelium and germ epithelium. 
In a vertical section of a young ovary, Dr. Foulis finds that 
three layers may be distinguished—first, the germ epithelium ; 
secondly, the zone of egg-clusters; and thirdly, the fibro- 
vascular stroma, in which the most developed primordial ova 
are embedded. The corpuscles of the germ epithelium con- 
sist of clearly defined nuclei, all of which have a thin in- 
vesting film of protoplasm. In many of these, signs of pro- 
liferation by a process of fission are seen. Even in the 
superficial layers are seen here and there individuals which 
stand forth prominently among their neighbours, and are con- 
spicuous by their size, the size of their nucleus, and the dis- 
tinctness of their nucleolus. In these the protoplasm sur- 
rounding the nucleus, instead of being a delicate film, is in 
the form of a thick layer. They are in fact primordial ova, 
of which the nucleus forms the germinal vesicle, the nucleolus 
the germinal spot, and the protoplasm the yelk. The zona 
pellucida, as Dr. Foulis believes, is formed by the simple 
hardening of the exterior of the protoplasm. 

In the tissue beneath the author fails to discover any 
trace of the tubes or columns of cells which others have 
described. Immediately subjacent to the germ epithelium 
layer is the zone of egg-clusters. These are large oval- 
shaped or spherical collections of round corpuscles, encapsuled 
in the stroma, the oval-shaped clusters having their long 
axes directed in a radiating manner from the centre of the 
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ovary. The corpuscles vary much in size, and resemble 
very closely the larger corpuscles of the germ epithelium. 
In each egg-cluster it is possible to trace them in all stages 
of development into primordial ova, the largest ova being 
generally farthest from the surface of the ovary. In contact 
with each primordial ovum in the egg-clusters are small 
fusiform corpuscles, which may be traced as offshoots from 
the bundles of similar corpuscles which lie between and 
separate the egg-clusters from each other. Thus is seen the 
transition stage by which the egg-clusters are divided into 
single ova, encapsuled in a vascular stroma, and the state of 
things is reached which is found in the deeper parts of the 
ovary. In these deeper parts is seen a very vascular con- 
nective tissue, consisting of minute fusiform corpuscles and 
blood-vessels. In this are embedded numerous primordial 
Ova, some in a far advanced stage of development. The 
largest of these primordial ova are of such a size that their 
nucleus or germinal vesicle has a diameter three times as 
great as that of the original germ epithelium corpuscle, and 
the diameter of the whole ovum is as much as fifteen times 
as great. From the first, however, the growth takes place 
not so much in the nucleus or germinal vesicle as in the 
protoplasm or yelk, which originally is a mere delicate film 
covering the corpuscle. In this point Dr. Foulis differs from 
Waldeyer, who represents the germ epithelium corpuscles as 
having small nuclei, and being surrounded by a comparatively 
extensive layer of protoplasm, the proportion of the two 
being much the same as in the more developed ova. 

Dr. Foulis believes that the appearance of tube-like 
structures, described by Waldeyer and others, was simply 
due to certain furrows, which he finds to exist on the surface 
of the human feetal ovary, dipping into its tissue, and lined 
by germ epithelium. In a vertical section these would 
present the appearance of tubes, just as a similar appearance 
is produced by the sulci between the convolutions of the 
brain. It seems to us, however, that this supposition would 
not at all completely account for the appearances depicted 
by Pfliiger and Waldeyer. For in: the majority of cases the 
tubular processes are represented, not as having a lumen in 
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their centre, but as filled with cells; and by Waldeyer they 
are drawn as having generally no definite epithelium, but as 
being, in fact, rather columnar processes of epithelium than 
tubes. There is therefore a distinct discrepancy of observa- 
tion, and the question can only be settled by other indepen- 
dent evidence. It is to be remembered, however, that a 
considerable number of observers have described these 
ingrowing tubes or processes. Among these may be enume- 
rated Valentin, Billroth, Pfliger, Leopold, Kobelt, Lilienfeld, 
Remak, Spiegelberg, Schrén, Waldeyer, and Wilson Fox. 
To these must be added Slavyansky, who has recently 
described the relics of tubular filaments remaining in the 
ovary of a woman thirty years of age. We have ourselves 
seen in the human foetal ovary what appeared to be long 
diagonal sections of columnar processes, although it is not 
generally possible in any one section to trace the same process 
from the germ epithelium layer into the deeper parts. Even 
in Dr. Foulis’s plates are seen what might be regarded as 
being the first commencements of such columns from the germ 
epithelium, but these the author regards as being merely 
ovoid egg-clusters, which have not yet become separated 
from the superficial stratum. 

As a matter of principle, indeed, the question seems but a 
trifling one between Dr. Foulis and Waldeyer, whether the 
stroma simply shoots forth processes into the germ epithelium 
layer, or whether there is a reciprocal growth, and the germ 
epithelium at the same time sends down columns into the 
stroma. For since, according to Waldeyer’s description, the 
tubes do not start from any one point, nor branch from any 
main trunk, since they have no membrana propria, and 
generally no lumen in their centre, nor any definite epithelium, 
the ovary cannot be regarded as being initially a tubular 
gland at all closely analogous to the testis, as there is a 
natural temptation to make it appear. The columnar pro- 
cesses may be considered as due simply to the existence of 
certain centres of specially active proliferation in the germ 
epithelium, resembling the similar columns which are seen 
when an epitheliomatous; growth is invading other tissues. 
We may remark that the existence of such columns would 
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account for the fact that the egg-clusters are formed as an 
intermediate stage, instead of the processes of vascular 
stroma becoming uniformly distributed among the germ 
epithelium corpuscles. | 

There is another more important point in which Dr. Foulis 
differs from Pfliger and Waldeyer—namely, as to the origin 
of the cells of the membrana granulosa. We have seen that 
Pfluger regards them as derived from the epithelium, which 
he represents as lining the tubular processes. Waldeyer 
considers that they, as well as the ova, are derived from one 
common source—namely, the germ epithelium—and believes 
that, constituting the follicular epithelium, they exercise an 
important function by forming an outer or secondary layer 
of the yelk. Dr. Foulis, on the other hand, describes every 
cell of the germ epithelium as destined to form an ovum, and 
represents the cells of the membrana granulosa as derived 
from the connective tissue corpuscles of the vascular stroma. 
The point is not without interest in reference to the pathology 
of ovarian tumours, since it has been considered that the 
cells of the membrana granulosa partake, in some measure, 
of the potential capacity of ova, and are therefore liable to 
become enlarged into cysts. It will be instructive to the 
histologist to compare the plates of Pfliiger, of Waldeyer, 
and of Dr. Foulis. For the admirable drawings in each 
work, executed by means of the camera lucida, most ex- 
quisitely and even diagrammatically demonstrate the views of 
their respective authors, and yet they differ totally from each 
other in most important particulars. Thus Waldeyer depicts 
the primordial ova as surrounded in general by smaller cells, 
in the form of a beautifully regular epithelium, as soon as 
they are embedded in the stroma, and even in the egg- 
clusters, before they have become isolated. Dr. Foulis, on 
the contrary, represents them as lying at first naked in the 
stroma, or having round their edges two or three small fusi- 
form bodies, which are the connective tissue corpuscles 
pushed aside. At a later stage these increase in number by 
division, so as to form a wreath round the ovum, and assume 
a more spherical or columnar form. Still later, they mul- 
tiply, and form several layers, while the innermost cells 
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become dissolved, so as to form a fluid—namely, the liquor. 
follicull. 

It is thus evident that the view of Dr. Foulis has a greater 
symmetry, since it regards all the cells of the germ epithelium 
as having a common destiny. It involves, however, a sup- 
position which, at first sight, may seem a little startling— 
namely, that connective tissue corpuscles not only assume 
the form of epithelium, but actually discharge the function of 
secreting cells, by becoming dissolved to form a fluid. We 
think that some evidence in favour of Dr. Foulis’s view may 
be derived even from the plates of Pfliiger arid Waldeyer. 
For it is clear that if a primordial ovum has once become 
embedded in the stroma without any small cells around it, 
it can afterwards derive its cellular coating from nowhere else 
than from the connective tissue. Now although in Waldeyer’s 
drawings from the ovaries of mammals the ova have an 
epithelial covering from the first, yet in those taken from 
birds there seem to be some small primordial ova isolated 
in the stroma. Pfliiger again represents in the kitten’s ovary 
clusters of large cells only, without any small ones intervening, 
and this author admits that, in this animal, it is very difficult 
to demonstrate an epithelium to the tubes, or its conversion 
into the follicular epithelium. He thinks, however, that each 
ovum Carries with it one or two cells from the tubal epithelium, 
which afterwards are multiplied by division. The researches 
of Spiegelberg, who found that the ova at first were naked, 
and in immediate contact with each other, are in favour of 
the view that the follicular epithelium is derived from the 
connective tissue; and the same side is taken also by 
Schron. } 

There is another point to be mentioned, which has been a 
matter of some controversy—namely, the question whether 
the ovary has a covering of peritoneum or not. It seems to 
be evident that this is now rather a question of definition, or 
of the proper use of words, the facts themselves being pretty 
well ascertained. Over the surface of the ovary the cells 
assume at a very early stage a totally distinct character from 
those lining other parts of the pleuro-peritoneal cavity, and 
constitute the germ epithelium. In the adult ovary, however, 
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the superficial epithelium forms a single layer of flattened 
cells resembling the peritoneal endothelium at other parts. 
Both alike, moreover, derive a subjacent vascular stroma from 
the adjoining tissues. In the case of the ovary this is a part 
of the general stroma of the organ, which becomes especially 


developed just beneath the surface, forming the tunica 
albuginea. 


Abstracts of Societies’ Proceedings, 





OBSTETRICAL SOCIETY OF LONDON. 


Meeting, May 3rd, 1876. 
WILLIAM OVEREND PRIESTLEY, M.D., F.R.C.P., President, 
in the Chair. 


Flexible Uterine Sound. 


Dr. Murray exhibited a flexible vertebrated sound which could 
be introduced limp, and when inserted, by twisting a screw at the 
end the sound became firm and straightened. Adhesions could thus 
be detected. There was danger from the ordinary uterine sound 
passing through the fundus uteri. He only employed it in extreme 
cases of flexion, and not with a view to raising an adherent fundus. 

Dr. Hayes asked if it were true that the sound ever passed through 
the fundus. 

Dr. RoutH stated that he had once passed the sound through the 
fundus himself, and he had seen the same thing done by an eminent 
colleague. It was impossible to tell beforehand whether the uterine 
walls were healthy or:not. 

The PRESIDENT said that he had known one case in which it was 
supposed at the time that the sound had passed through the fundus ; 
but, since no peritonitis had been set up, he was now disposed to 
think that it had gone through a dilated Fallopian tube. 

Dr. GRIGG mentioned having seen a specimen in the post-mortem 
theatre, where the sound had been passed several times through a 
soft spot in a uterus infiltrated with cancer. ‘There was no evidence 
of peritonitis. 

Dr. Porrer on one occasion, when endeavouring to redress a 
retroflexed uterus bound down by adhesions, perforated the uterine 
wall with the sound, and felt the point close under the abdominal 
wall, and yet no harm resulted. ' 

The PRESIDENT mentioned a case in which, in the presence of Sir 
J. Simpson, the sound had been passed into the cervix up to the hilt. 
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The woman thereupon burst out laughing, and Sir J. Simpson suggested 
that its point was tickling her diaphragm. 

Dr. Hayes had found it very difficult post mortem to force a sound 
through the uterine wall, and he doubted whether it could be done 
during life in a normal uterus. 


Cartes of the Pelvic Bones following Delivery. 


Dr. PLayrarr exhibited a specimen removed post mortem from a 
patient who had had craniotomy performed in two previous confine- 
ments. In the last one she had been attended by a practitioner who 
had applied forceps at the brim. On admission to King’s College Hos- 
pital large portions of sloughy tissue were discharged from the vagina, 
and the urine escaped freely. Intense pneumonia of both lungs, 
probably of septiceemic origin, accompanied by much typhoid pros- 
tration, preceded the fatal issue. Post mortem the left'sacro-iliac 
synchondrosis was found to be ina carious condition, the cartilage 
being entirely-diseased, and the bones themselves extensively necrosed. 
The caries was probably the result of the septiceemia. There was a 
small abscess, containing about an ounce of pus, in connexion with 
the left synchondrosis. The right synchondrosis was similarly dis- 
eased, but in less degree. ‘The sloughs in the vagina proved to be 
quite superficial, not involving important tissues, as had been sup- 
posed, and they had no continuity with the diseased joints. Dr. 
Playfair believed that such a condition was commoner than is gene- 
rally supposed in connexion with puerperal fever. 

Dr. Hayes had seen the case before her admission. ‘There had 
been a severe cough before labour, and he thought it doubtful whether 
the pneumonia had not commenced before delivery, and therefore 
been rather of a simple than a septiczemic nature. Soon after delivery 
the patient had a high pulse and temperature and a distressed aspect, 
resembling that of septicaemia, but this soon passed off. The most 
marked symptom was pain in the nght thigh, which at the time was 
thought to be due to pelvic cellulitis, but no evidence of exudation 
was found. It did not follow the course of the sciatic nerve. He 
thought that this symptom of pain would assist the diagnosis in 
future. 

Dr. SNow BEcxK inquired what were the signs of pneumonia, and 
what the character of the sputa. 

Dr. PLAYFAIR said that the signs were those usual in pneumonia. 
The whole of one lung and the lower third of the other were affected. 
Fie regarded the pneumonia as of secondary pyzemic origin, due to 
forceps having been violently used by an inexperienced hand. 

Dr. WILTSHIRE thought it would be interesting to know the cha- 
racter of the locomction, as there was separation of the sacro-iliac 
synchondrosis. He wcu'd,like to know if there were any abscesses 
of the liver or other organs. 
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Dr. PLAYFAIR, in reply, stated that there were no abscesses of the 
liver, and that locomotion had been impossible. 

Dr. SNow BEcK stated in septiceemic pneumonia there was a 
watery expectoration, showing that there was congestion, but there 
was none of the ordinary rusty sputa characteristic of ordinary pneu- 
monia. The crepitation also was of different kind; not sharp in 
quality, not heard at the end of inspiration, but of a larger, so‘ter, 
and more watery kind. 

Dr. CLEVELAND thought the question of injury from forceps a very 
important one. There was less likely to be any if chloroform were 
not given. 


Case of Excessive Prolongation of the Anterior Lip of the Cervix. 


Dr. Rout related the particulars of a case which simulated polypus 
uteri. The projecting body appeared to be from six to seven inches 
long, and sometimes projected three inches beyond the vulva. It was 
removed by the écraseur, the actual cautery being then applied to 
restrain hemorrhage. ‘The patient had had one child three years 
before, and a miscarriage since. Sexual relations had gone on as 
usual, The projecting mass had a circumference as large as a hen’s 
egg. He had seen local hypertrophies as the result of syphilis, but 
he doubted whether one of this size could be due to such a cause. 


Further Report on the Case of Fibroid Removed by Gastrotomy. 
Dr. RouTH stated that on section the tumour was solid throughout, 
extremely dense, and hard—a purely fibrous growth, surrounded by a 
layer of black pigment. 





A Contribution to the Statistics of Midwifery in General Practice. 


Dr. Henry Cooper Rose gave the result of 1250 consecutive 
cases of labour amongst well-to-do people, well nourished, and 
carefully nursed. There were 199 primipare and 17 cases of twins ; 
1209 were vertex and 19 breech presentations. Only 2 mothers 
died and 41 children. Forceps were employed in only 9g instances, 
in 3 of which they were applied above the brim. The children 
were saved in all 9 cases. Version was performed 6 times ; twice 
for placenta przevia, once for a face and hand presentation, in which 
it was followed by craniotomy—and three times for arm presentation. 
There were four cases of craniotomy—first the case of face and hand 
presentation already mentioned, in which the pelvic brim was con- 
tracted by a prominent sacrum. ‘The second was that of a woman 
aged thirty-eight, ninth confinement. ‘The head was impacted high 
up in the brim, and forceps were tried in vain both by Dr. Rose himn- 
self and by another physician in consultation. The head was with- 
drawn as a shapeless mass, but the child made some efforts to cry. 
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The mother died some months after from some chest affection. The 
third case was one in which ante-partum hemorrhage occurred. The 
funis was prolapsed and pulseless, and it was found difficult to fix 
the forceps, so craniotomy was resorted to. The fourth was that of a 
woman in her tenth confinement. What seemed to be a bag of mem- 
branes was found protruding through a rigid os, the size of a shilling, 
and evidently cancerous. ‘The supposed membranes were ruptured, 
but proved to be the decomposed scalp. The uterus was then 
emptied by the blunt hook. ‘The child was of about seven months’ 
development. The mother died some months after from cancer. 
There was a case of eclampsia in a primipara, aged twenty-two, who 
had been married secretly. Labour was normal, and convulsions 
came on a few hours after. Chloroform was administered for eleven 
hours. After this the convulsions ceased, but the patient sank and 
died sixty hours after delivery. There was no albuminuria. The 
second fatal case was one of placenta preevia. Version was performed, 
and a dead child extracted. No further hemorrhage took place, and 
the mother was talking in a lively manner, but a sudden change took 
place, and she died. ‘Two cases were related not included in the 
1250, one of a woman who was delivered in the same room asa child 
suffering from facial erysipelas. Next day the child was found in the 
same bed with her, but she escaped with impunity. ‘The other case 
was that of a woman who nursed her husband, ill with scarlatina, up 
to the time of delivery, and was delivered in the room below him, 
but did not take the infection. 

The PRESIDENT remarked upon the small number of cases in which 
instrumental interference had been adopted, coupled with the very 
favourable results to both mothers and children. 

Dr. Epis thought the paper one of great interest. The Society 
was much indebted to Dr. Rose for relating his experience, and 
others would do well to follow his example, for we were much in need of 
such experience to guide us as to when operative interference should be 
resorted to. With many practitioners the employment of forceps was 
looked upon as a dernier ressort. Dr. Edis had been called to cases 
where labour had continued for many days, where the application of 
forceps succeeded in terminating delivery in less than a quarter of an 
hour. It would be well if it were’ more generally known that in 
tedious and difficult cases of labour, the danger was not in applying, 
but in zof applying forceps ; numberless children’s lives were sacrificed 
and the maternal risks greatly increased for want of timely assistance. 

Dr. CLEVELAND could not but think there was an important connexion 
between the few forceps cases, and the fifteen still-births that were 
not accounted for. He believed there would have been fewer dead . 
children if instrumental aid had been more frequently resorted to. 
He agreed with Dr. Edis that it was most desirable there should be 
some general rule when forceps should be employed. As regards 
rupture of the perineum he considered this accident might frequently 
be prevented by retarding the too rapid advance of the head, though 
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the dilatability of the perineum varied considerably. He agreed 
with Dr. Rose in the desirability of always maintaining careful guard 
and pressure over the uterus after delivery, but thought that this 
should be done by the practitioner’s hand, and not left to a nurse. 
He thought that the administration of chloroform for so long a time 
as eleven hours was dangerous, and perhaps was the cause of the 
fatal result in the case of eclampsia. 

Dr. PLayrarr thought the communication of great value. With 
regard to the use of forceps, the practice of Dr. Rose was that 
hitherto orthodox, but he believed that an opposite plan would in 
future be considered the correct one. He thought the proportion of 
still-births, 1 in 30, very high, being only slightly better than the 
general average of the country, which was very excessive. Some- 
thing should be done to lessen this. Dr. Hamilton, of Falkirk, had 
had 600 consecutive cases without one still-birth, and other 750 cases, 
and still none, owing to the timely application of forceps. The 
explanation was simple,—that from long pressure on its head within 
the pelvis the child perishes. The practice of the Rotunda Hospital 
at Dublin was the most scientific—namely, to apply forceps once 
in every five or six cases. Hardly any children were then lost. He 
believed that the mortality of the children was lessened in proportion 
to the frequent application of forceps. 

Dr. B. Ropertson asked if there were any reason for not stitching 
up the perineum. 

The PRESIDENT supposed that Dr. Edis and Dr. Playfair would 
not dispense with the usual precautions, such as that, as a rule, the 
os should be fully dilated before forceps were applied. With tuis 
reservation he agreed in thinking that the practice now unorthodox 
would hereafter become orthodox. | 

Dr. Westmacotr thought that the whalebone loop would often 
prove of service. 

Dr. SNow Beck said if any one could draw up acode of rules 
which would serve as a guide for the application of the forceps, he 
would be conferring a great benefit on all practitioners in midwifery, 
but he believed this to be impossible. Each case presented a com- 
bination of symptoms and facts peculiar to itself, and upon these 
symptoms the judgment and experience of the practitioner wouid 
have to decide. As to sutures in cases of ruptured perineum, he 
_ regarded them as unnecessary. If the knees were tied together the 
parts came into apposition, and healing ensued. 

Dr. Cooper Rose in reply stated that the death of the patient 
after convulsions and chloroform seemed due to collapse, as some- 
times happened afier severe operations, and not to the effect of the 
chloroform.. With respect to sutures in rupture of the perineum, 
keeping the knees together with a bandage he found all that was 
necessary to secure good results. He never liked to interfere where 
Nature appeared to be sufficient of herself to effect a cure. In regard 
to the high rate of still-births, no less than six were the syphilitic 
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offspring of one mother, and others were unpreventable. As to 
forceps, believing as he did that meddlesome midwifery was bad, he 
generally preferred patience to instruments, but acknowledged that 
extended experience might induce him to apply forceps more 
frequently. 


Case of Puerperal Septicemia. 


Dr. Henry Gervis narrated the particulars of a case which he 
had watched from the commencement to its termination in St. Thomas’s 
Hospital. The temperature observations from day to day were given, 
and the result of the post-mortem examination. ‘The case presented 
nearly every feature of septic infection, vaginitis, metritis, peritonitis, 
parametritis, phlebitis to a remarkable extent, embolic mischief in 
both lungs, with concomitant bronchitis, oedema and pleurisy, con- 
gestion of brain, and sero-purulent effusion into some of the larger 
articulations. He considered the case a typical one of severe puer- 
peral septiceemia, having mental depression as a predisposing cause. 
The woman was placed in a bed next to a patient who had a pelvic 
abscess, with septicaemia. She was transferred the next day, but it 
was too late. In all cases in the lying-in charity he found signs of 
perimetritis, or parametritis, and generally enlargement of the uterus. 
‘These were important in prognosis, but were consequences rather 
than causes. In this instance the lochia were not offensive. This 
symptom was not an invariable one in puerperal fever, but probably 
occurred at some time or other in all autogenetic cases. After the 
use of disinfectants, its value as a symptom was lost. He ofien 
detected ‘‘ puerperal ulcers” within view of the vaginal orifice, and 
believed that they often existed when not found, and that hence 
arose the advantage of irrigation. He considered Ciarrhcea elimi- 
native of the poison, and that it should only be moderated if excessive. 
The hypodermic injections of carbolic acid used in the case seemed 
to be of service for several days, and caused a lowering of the tem- 
perature of froin one to three degrees, but afterwards they lost their 
value. He thought that puerperal fever was always associated with 
a local inflammatory condition, which was its starting-point. In the 
lying-in charity the cases generally occurred in groups of three or 
four, often all connected with one attendant. He thought that the 
disease was now endemic, but might become epidemic under some 
circumstances. He believed the effect of scarlatina was much more 
limited than some suppose. It might indirectly start septicaemia by 
means of the discharges from the throat, or by causing decomposition 
of the lochia. He had known cases of children with scarlatina being 
in the same bed with the mother without any ill effect. 


The discussion was adjourned until the next meeting of the Society, 
when Dr. Wiltshire proposed bringing forward a similar case. 
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OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, February 9th, 1876. 


Professor Simpson, President, in the Chair. 


Case of Absence of Uterus, with a Tumour of Doubtful Character 
in cach Inguinal Canal, 


By Dr. C. E. UNDERHILL. 


The following case was observed in the Royal Infirmary, in Sep- 
tember, 1874, when I had charge for a short time of Dr. Matthews 
Duncan’s Ward, and by his permission I will read the account of it 
from the case-book, and then draw attention to one or two points of 
interest in connexion with it :—Jane V., aged twenty, single, residing 
at Fife, was admitted on 23rd September, 1874, and examined the 
following day. She complains of never having menstruated, and of 
an eruption which she states breaks out on the arms and legs about 
every six weeks, continues for about a fortnight, and then disappears. 
About once a fortnight she feels sick and loses consciousness for a 
few moments. (The eruption was not visible, and she had no attack 
of unconsciousness whilst under observation.) ‘These symptoms 
commenced about three years ago; otherwise she enjoys good 
health. She has one sister who is married and has three children, 
and two other sisters who are younger than herself, and who men- 
struate regularly. She hasno menstrual molimen. The patient was 
five feet two inches in height, and of well-developed female shape, 
with a fine bust, a good-looking face, and a considerable quantity of 
dark hair. Her voice was rough. ‘The breasts were well-formed and 
of average size, the nipple being indistinct and small. On examina- 
tion per hypogastrium, the belly was natural and moderately fat. 
Lying close to the external abdominal ring on each side was an 
oval tumour, about the size and shape of a testicle, the length of it 
being in the course of the inguinal canal. ‘These tumours were freely 
moveable. ‘The anterior end of each tumour was hard ; the posterior 
much softer—the left one rather larger than the nght. ‘They were 
not tender or even sensitive to the touch. She only noticed them 
about a year ago. ‘The hair of the pubes was scanty, and growing 
towards the groins. The mons Veneris was inconspicuous. The 
labia majora were thin, flat, and small, with a very small amount of 
fat in them. ‘The clitoris and nymphz were small. <A vaginal 
examination showed that there was no hymeneal obstruction or 
tenderness. The vagina, which was smooth and not tight, was 
between two and three inches in length, and terminated in a cul-de- 
sac, in which no trace could be felt of the os.or cervix uteri. ‘The 
parts were loose and easily examined, but nothing resembling uterus 
or ovaries could be made out by bi-manual examination or by exarni- 
nation per rectum. A sound was then passed into the bladder and 
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was freely moveable, and its point could be pushed down behind the 
extremity of the vagina without encountering any resisting body. 
Combined examination by means of the finger in the rectum and the 
sound in the bladder failed to detect any representative of the uterus. 
The pelvis was large and broad, and apparently well-formed on a 
female type, the measurements across the iliac spines being eleven 
inches, and from crest to crest twelve and a half inches. The patient 
stated that she felt sexual desires, and one reason for her visit to the 
Infirmary was for advice with regard to marriage. 

Here, then, was a woman in all. other respects large and well- 
formed, except in the organs of generation, of which the external 
were small and ill-formed, and the internal either wanting or of 
doubtful character. At the time I saw her I looked upon the case 
as one in which the uterus was either absent or reduced to a mere 
fibrous point, complicated with prolapsus of both the ovaries into the 
inguinal canals, a combination of which I have not found any example 
verified by post-mortem examination. But I was much struck by the 
resemblance which the tumours in the groins bore to testicles. They 
were of considerable hardness at the lower and smaller end, and were 
larger and softer at their upper and posterior part, giving one quite 
the impression of testicles and epididymis. I unfortunately did not 
specially examine for any structures resembling vasa deferentia 
passing down into the pelvis, nor did I notice anything resembling 
them in the vaginal examination. 

Cases of absent or imperfectly developed uterus have been recorded 
by numerous authors, and have been found usually, though not always, 
to be attended with some other defect in the formation of the sexual 
apparatus. 

In many of them the vaginal canal is altogether wanting, but some- 
times a rudimentary vagina is present, ending in a cul-de-sac, while 
no other organs are to be made out. I had an opportunity of seeing 
a case of this kind some years ago, which Dr. Croom asked me to 
see with him. The patient, aged about thirty, had been married 
several years to a soldier, but kad never menstruated, and sexual 
intercourse could only take place in a very imperfect manner. The 
general formation of the body was good, and the external genital 
organs were well-formed, but the vagina was found to be not more 
than an inch in length, and to terminate in a blind extremity, beyond 
which nothing could be felt. Combined examination by the rectum 
and bladder failed to show any evidence of the presence of a uterus. 
She had no sexual desire. 

Kussmaul,* whose work on the absence and imperfect develop- 
ment of the uterus embraces almost all that is known on the subject, 
relates many instances of absent and imperfect uterus, but none of 


* Kussmaul, ‘‘Von dem Mangel der Gebirmutter,” 


chap. iii. Wurtzburg, 
1859. 
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them show the presence of ovaries in or near the inguinal ring, except 
the very remarkable case of Steglehner, which I shall relate further 
on. After a review of the whole literature of the subject, he sum- 
marizes his opinions in a few propositions, of which I will mention 
such as seem to have a bearing on the case I have just related. 

Entire absence of the uterus, or its appearance as a mere fibrous 
thread, apart from the malformation of monsters, is exceedingly rare. 

In the living woman absence of uterus cannot with certainty be 
recognised. Great care is required to avoid confounding these cases 
with male hermaphrodites, having the external organs and formation 
of the female along with misplaced testicles. (To this remark I shall 
recall your attention presently.) The best guide for recognising a 
rudimentary uterine horn from a Fallopian tube or ovary is the round 
ligament, whose place of insertion always shows the place where the 
uterine horn has its external extremity. The ovaries are sometimes 
present, sometimes not: in the first case, they may contain many 
well-developed Graafian follicles ; in the second case, one has to do, 
strictly speaking, with sexless individuals. Such a condition, I may 
mention, was found by Dr. Hauff* in 1873, who made an autopsy on 
a woman, aged fifty-one, in whom there were no traces of even a 
rudimentary uterus or ovaries ; the vagina was present, and ended in 
a cul-de-sac ; she was otherwise a handsome, well-made woman, with 
well-made pelvis ; the external genitals were undeveloped and without 
hair ; she was said to have had sexual desires. The same condition 
of parts existed in two nieces of this woman. 

The broad ligament appears to be wanting in complete absence of 
the internal genital parts, bladder and rectum being bound together 
as in the male. When ovaries and tubes are present it has its place 
on either side of the bladder, and the spot where the uterus ought to 
be is often shown, by a thicker layer of connective tissue mixed in 
the muscular fibre cells, to be between the bladder and rectum. 

In all cases hitherto reported the vagina was either altogether 
wanting or ended in a blind extremity ; the external organs of genera- 
tion may be normal, while the internal are wanting, and wce versa. 
The pelvis may in exceptional cases of absence of uterus be broad, 
and even possess the female dimensions. The breasts are generally 
found well developed in these cases. The form of the entire body 
has been found, even when uterus and all internal genital organs were 
wanting, to be of the female type, as have also the voice, tastes, and 
temper. Menstruation, and as a rule the menstrual molimen, are 
entirely wanting , according to the express description of the majority 
of observers, even when ovaries containing numerous Graafian fol- 
licles were present. 

' The other element in the case—namely, hernia in ‘the ovaries— 
seems to be a much rarer condition, though when it does occur it is 





* See ‘‘ Syd. Soc. Biennial Retrospect,” 1873-74, p. 389- 
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not unfrequently on both sides at once ; it may be simply a descent 
of the ovary, or the hernia may imclude uterus and Fallopian tubes, 
intestine, &c. In the 38 cases collected by Engleizch,* in which the 
ovary alone descended, 27 were inguinal, 9 femoral, 1 sciatic, and 1 
obturator. In one-third of the inguinal cases, it was on both sides, 
and there were no double cases, except in the inguinal region. 
Ovarian hernia is frequently, he says, combined with other malforma- 
tions of the genital organs. It is rarely that any information as to 
diagnosis can be obtained from the form and consistence of the sweli- 
ing, which is usually pear-shaped, with a very narrow neck. Ovaries 
in this position are frequently inflamed, and sometimes give rise to 
great pain on sexual intercourse—so much so, that in one case of 
double hernia, observed by Biegel,f it had to be altogether given up. 
In his other case, where both ovaries had been down since the 
woman was twelve years old, there was no such trouble, and she had 
had several children. ‘They swell during menstruation, and in some 
instances also during sexual intercourse. Whether this swelling is 
painful or not appears to depend on the size of the hernial aperture. 
‘The healthy prolapsed ovary has been on several occasions removed, as 
in the classical case of Mr. Pott,{ who took both ovaries from a young 
woman, aged twenty-three, in consequence of the pain and trouble they 
gave her at her work ; and more lately, Dr. Meadows has removed 
the ovary on one side for a similar reason. Both these cases were 
successful. But Engleisch states that one-half of the cases in which 
extirpation of a healthy trreducible ovary was performed died of 
sub-peritoneal inflammation and its results. In the case which I 
related above there was no pain or tenderness in connexion with the 
prolapsed organs, nor did they give rise to any sort of inconvenience. 

Verdier|| mentions a case of inguinal ovarian hernia of the right 
side. The size of the swelling was vanable, but it became enlarged 
before menstruation, and considerably smaller when the period was 
over. . 

Meissner also speaks of this enlargement coincidently on the 
menstruation, and quotes Churchill in confirmation of the fact, but 
considers that it is not so invariably and certainly present as to be of 
much value as a diagnostic sign. 

The case most nearly approaching the one I have related above is 
that of Oldham,** who frequently had under observation a person in 
whom both uterus and vagina were wanting, though the pelvis was of 


* ‘*Tahrbuch der k. k. Gesellschaft der Aertze, in Wien,” 1871. Quoted in 
** Syd. Soc. Year-book,” 1871-72, p. 291. 
+ ‘‘Die Krankheiten des Weiblichen Geschlects.” Erlangen, 1874. Vol. i. 
p- 436. 
t See ‘‘ Cyc. of Anat. and Phys.,” vol. v. p. 573. 
§ Obstet. Soc. Trans., vol. iii. p. 438. 
| ‘* Traité des Hernies,” p. 396, 1840. 
@ ‘‘ Frauenkrankheiten,” vol. li. p. 343. 
** Proc. Roy. Soc., vol. vili. p. 377- 
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a well-formed female type, and the secondary sexual characteristics 
were feminine. The patient had a swelling on each groin. That in 
the right groin appeared first in her eighteenth year, caused a little 
pain, and then disappeared ; reappeared in a few months, and again 
disappeared. When seen by Dr. Oldham it was the size of a goose’s 
egg, and extended from the external abdominal ring to the middle of 
the labium ; the parts covering it were cedematous and inflamed. He 
continues, “A more critical examination detected the presence of a 
solid body of an oval shape within the tissue of the labium, which 
proved to be the ovarium.” On the left side was another oval body, 
the size of a walnut, which passed just beyond the outer ring, but 
slipped readily into the canal. Eventually both these tumours en- 
larged at intervals, which at length occurred every three or four 
weeks. They continued to swell for four days, remained stationary 
for three days, and then slowly subsided. ‘There were no sympa- 
thetic pains in the mammary glands or elsewhere. The patient was 
subsequently lost sight of. Ina second case related by Oldham, a 
person, well formed on the female type, was found to have an oval 
tumour about the size of a chestnut, which he assumes was an ovary, 
in each inguinal canal; but they did not swell or give any trouble. 
They were easily reduced by pressure. This patient had no uterus 
or vagina. 

In my case no such swelling or menstrual moiimina were present— 
an important pointin the diagnosis, though Engleisch states that they 
have not occurred usually in cases where the uterus was absent. 

I have so far looked upon the case as if the tumours which were 
found in the inguinal regions were certainly ovaries, but this is open 
to serious question. Ina paper recently published by Leopold of 
Leipsic,* a very similar case is described, in which he considers that, 
though the external sexual organs were those of the female, and the 
general type was feminine, in reality the tumours in the groins were 
testicles, and the person was to be looked on as an example of a rare 
form of hermaphroditism, that called in the classifications, “ trans- 
verse hermaphroditism, with the external parts female.” The mal- 
formation consists in the presence of the external organs of generation 
on the female type, while the internal and essential organs are male. 
Only three or four of these cases have been hitherto described in the 
human subject, but in the lower animals they are not so uncommon. — 
the so-called free-martin cow being an example of this condition, 
which has also been observed by Sir E. Home, Rysch, and others, in 
the horse, dog, and sheep.t ‘The case of Leopold probably belongs 
to this class, though not verified by post-mortem examination. A 
woman, aged fifty, who had been twenty-five years married, came 
under his care with cancer of the liver. She had had no child, and 
had never menstruated or had menstrual molimina, but otherwise was 





* Archiv fir Gyndkologiz, Band viii. Heit. iii. S. 487. 
+t “Cyc. of Anat. and Physiol.,” vol. il. p. 703. 
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healthy. On vaginal examination the labia majora were found small. 
and thin, and but sparely covered with hair ; the clitoris and nymphz 
small. The vagina, small, 24 inches long, ended in a cul-de-sac. No 
solid substance could be made out either by vaginal or rectal exami- 
nation, combined with a catheter in the bladder. At the upper end 
of the vagina, and between it and the rectum, was felt a semicircular 
fibrous band, lying across the pelvis (this was considered to be a 
thickening of the peritoneum in Douglas’s space, due to old exuda- 
tion) ; it was smaller and thinner at its extremities than in the middle. 

The measurements of the pelvis peo getalog to the female standard 
—Spines, 104 inches ; crests, 114 ; external conjugate, 7#; promon- 
tory not to be reached by the examining finger. In the groins were 
found two almond-shaped, roundish bodies, of the size of chestnuts, 
freely moveable, which lay hidden in the upper part of the labia majora, 
and just below the crest of the pubes. Several fine cords could be 
felt passing from them over the pubic arch, there uniting to form one 
cord, and descending into the pelvis. ‘These bodies he looked upon 
as testicles, because double-sided hernia of the ovaries is more com- 
monly found in cases with otherwise normal sexual organs, because 
there had never been any menstrual discharge or molimina, and be- 
cause the cords passing into the pelvis had the feel and relations of 
vasa deferentia. 

This case, it will be seen, very closely resembles mine, and also 
that of Oldham, excepting in the absence of the periodical swelling 
which took place in the latter case; but this also happened in the 
very remarkable instance published by Steglehner in 1817.* A good- 
looking and well-born girl, twenty-three years of age, had a well- 
developed, though small, vulva, clitoris, and nymphe ; hair scanty, 
and avery narrow vagina, half shut up by a hymen. She died of 
tubercular disease of the lungs. Steglehner could find no uterus, 
Fallopian tubes, or ovaries. On further examination a testicle, with 
its spermatic cord, was found in each inguinal region, placed outside 
the external ring, and surrounded with its cremaster muscles and 
vaginal coats. ‘lhe testicles were flaccid and small, but their internal 
structure, and that of the epididymis, was natural, and the slender 
vasa deferentia passing from them descended into the pelvis, and 
were joined behind the urinary bladder by two vesicule seminales 
of considerable size. Their common ejaculatory ducts opened into 
the vagina. The form of the thorax and body in general was femi- 
nine, and the mammeze and nipples were well developed. During 
life the voice approached that of a man in tone ; and though menstrua- 
tion had never taken place, menstrual molimina had occurred at 
tolerably regular intervals. How these molimina showed themselves 
is not mentioned in the abbreviated accounts I have read of the case. 

Two other instances are related by Leopold in his paper as being 
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all that he can find of this form of hermaphrodite. That published 
by Ricco was as perfect an example of the condition as the last. ‘The 
malformation was found in a person aged eighty, who had passed 
through life as a female, and had been married as such. Onsection, 
the external organs of generation were those of the normal female, 
except that there were no vestiges of hymen or caruncule myrti- 
formes. ‘The canal of the vagina was two inches long, without ruge, 
and ended in a cul-de-sac. There were no uterus, ovaries, or Fal- 
lopian tubes. ‘Testicles were found of the usual shape and size in 
the region of the pubis, close to the inguinal rings. They had 
internally the structure of tubuli seminiferi imperfectly developed. 
Vasa deferentia led to vesiculz seminales, lying between the bladder 
and the vagina. The shape and dimensions of the pelvis were those 
of the male type. 

The subject in Giraud’s case was also married, and had lived 
for several years in intercourse with a husband. She presented a 
mixture of the secondary sexual characteristics, having the broad 
pelvis and fine limbs of a woman, with the voice and beard of a man. 
‘The sexual parts were all masculine, except an imperfect vagina 
and vulva ; indeed, this case is related by Sir James Simpson, in the 
“Cyclopedia of Anatomy and Physiology,” under the heading of 
‘* Pseudo-Hermaphroditism.” 

To the three cases related by Leopold, I have been able to add a 
fourth, which is mentioned in a paper on Hermaphroditism by Mr. 
Durham.* The subject was a child, age not mentioned, which 
had during life been considered as hermaphrodite, but turned out 
on dissection to be a male. The external organs were those of 
the female; clitoris rather large for so young a child, but present- 
ing no further resemblance to a penis; nymphz normal. Below 
the clitoris was a canal, into which opened the meatus urinarius, 
and a canal which must be regarded as representing the vagina. It 
was a quarter of an inch in diameter, and led to a dilated oval pouch, 
lying between the rectum and badder. This pouch, he thinks, may 
be taken to represent either uterus or prostate. All the other organs 
were male. In the upper part of each labium was a testicle, as 
proved by microscopic examination. Vasa deferentia small, but 
taking their usual course. Vesicule seminales present, but small. 
No ovaries or Fallopian tubes. 

The question to be solved, then, in relation to my case is, are we 
to look upon it as one of undeveloped or absent uterus, with hernia 
of the ovaries, at first sight the more probable hypothesis, or are we 
to consider it as allied to the five cases just related, and to be an 
illustration of the transverse external hermaphrodite? To put the 
matter more simply, are the tumours in the groins, ovaries, or 
testicles? The latter view is supported by the facts that the tumours 
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had entirely the feel of testicles; and this was noted when I never 
doubted that I had to do with an imperfectly-formed woman. ‘They 
were not tender ; they were freely moveable ; their shape was distinct 
—points all differing from the general conditions observed in hernia 
of the ovaries. ‘The external genitals were ill-developed ; the labia 
thin, hair scanty, uterus absent, vagina smooth; no menstruation or 
menstrual molimina. Very close similarity to the cases of Steglehner, 
Ricco, and Giraud—of whom two had lived all their lives as women, 
and had been married many years, and had yet turned out, on exami- 
nation after death, to be men; and to the case of Leopold, which 
from want of the post-mortem inspection, cannot be claimed asa 
certain example of the condition, though the structures representing 
vasa deferentia which were found render this view highly probable. 
On the other hand, the whole appearance and form of Jane V. 
were those of a woman. The pelvis was of feminine type, and 
capacious. External organs, vagina, and breasts pointed in a similar 
direction, and this view is supported by those rare cases mentioned 
above, where absent uterus was found combined with apparently pro- 
lapsed ovaries. Without an autopsy the matter cannot be definitely 
settled, but I incline on the whole to the hermaphrodite theory. 


Dr. MatrHews Duncan considered the tumours which were felt in 
either groin to be ovaries, and not testicles. This view was 
supported by the fact that the patient had undoubted sexual 
appetite for the male. He had frequently met in practice with cases 
in which the vagina ended in a cul-de-sac, and no uterus could be 
found. He had lately seen two cases of this kind in sisters. 

Dr. MILNE also was inclined to think the little tumours were 
ovaries, not testicles. 

Dr. ANGUS Macpona_p thought that the natural up-bringing and 
external conditions might powerfully influence the development of 
sexual desire and proper feeling of sex. 

Professor Simpson did not think that sexual appetite alone could 
determine the sex. Women who had been ovariotomized had still 
sexual appetite. In regard to Dr. Underhill’s case, he thought it 
probable the individual might be a male as to internal generative 
parts. It was quite possible, in cases where no uterus could be 
detected per vaginam, to establish a diagnosis of the character 
and position of the internal generative parts by making a combined 
examination through rectum, hypogastrium, and bladder. He 
thought it desirable that further examination should be made in this 
way. 

Dr. UNDERHILL having briefly replied, public business was con- 
cluded. 
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Meeting, March 8th, 1876. 
On the Complete Evacuation of the Uterus after Abortion. 
By Professor ALEXANDER RussELL Simpson, President of the Society. 


It is my purpose in this communication to draw attention to our 
means of securing the complete evacuation of the uterus, in cases of 
abortion and miscarriage. Interruptions of gestation in the early 
months are very common; but while the authors of our obstetric 
text-books are careful to point out the evils that may result from the 
detenticn of fragments of ova within the uterus, they fail to explain 
how we can best clear out the cavity. 

It is extremely difficult to determine the frequency with which 
abortions occur. Not to speak of the cases ot wilful provocation 
and concealment of them, they may take place in the early weeks in 
patients who suppose they have merely a delayed and perhaps pro- 
fuse menstruation. Even when women have supposed they were 
pregnant, they may think lightly of it when hemorrhage sets in, and 
may cast the fruit of the womb at an early stage, without desisting 
from their ordinary pursuits, or, at least, without calling to their aid 
a medical practitioner. Hence the diversity, in the estimate given 
by different writers, as to their relative frequency ; Hegar* reckoning 
at least one aboruon to every eight or ten full-time deliveries, while 
Devillierst sets them down in the proportion of one to three or four. 
The statistics of Whiteheadt show a proportion of about one to 
seven. He takes care, however, to draw attention to the fact that 
the average age of the women whose history he had ascertained, was 
a year and a half below the middle of the child-bearing period ; and 
that while thirty-seven out of every hundred mothers experience 
abortion before they attain the age of thirty, the percentage of those 
living on in wedlock till the menopause who are subject to this acci- 
dent rises as high as eighty-seven. 

The evil effects of an incomplete abortion are either immediate 
or more remote. The great immediate risk is the occurrence of ex- 
cessive hemorrhage, which, though but rarely fatal, is sometimes 
very alarming, and always leaves the patient in a state of deterio- 
rated health. Then apart from the chances of decomposition of the 
retained fragments, or of the discharges that attend it, and the pos- 
sibility of septic absorption from the surface where separation may 
be taking place, the uterus which contains a foreign body remains 
decidedly hypertrophied, so that when it finally becomes evacuated, 
the walls may remain permanently thickened and the cavity enlarged. 
In a patient with the uterus in such a condition, dislocations of the 
organ easily occur. Such imperfect involution may easily be the 





* « Monatsschrift fiir Geburtskunde,” xxi. (Supplement), 34, 1863. 
+ ‘Nouveau Dictionnaire de Médecine et de Chirurgie,” iv. 305, 1866. 
+ “On the Causes and Treatment of. Abortion and Sterility,” p. 245. 


180 Abstracts of Societies Proceedings. 


starting-point of other morbid changes; and thus it comes about 
that many of the women who came under observation suffering from 
uterine affections can trace back the commencement of their distress 
to an abortion in the early months of gestation. 

When we have to do with a case of abortion in which the stage of 
expectancy is clearly over, and the patency of the os internum, or 
the persistence of the pains, or the hemorrhage long continued or 
profusely flowing, call for active interference, there are two main in- 
dications to be fulfilled, viz., 1st, to restrain the hzmorrhage, and, 
2nd, to procure the perfect removal of the ovum. 

I. Restraint of Hemorrhage.—In treating of the fulfilment of the 
former of these indications most of our manual writers are satisfac- 
tory enough, though even under this head there is some room for im- 
provement. In a typical case we place little reliance on rest, cold, 
styptics, and so on, for we know that we can only effectually restrain 
the hemorrhage either (1st) by compelling the uterus to more 
energetic contractions, or (2nd) by blocking up the channel through 
which it escapes. In most cases we pursue both objects simultane- 
ously. 

1. The uterus must be compelled to steady action by the adminis- 
tration of ergot, introduced in the form of a strong solution of 
ergotin® into the subcutaneous cellular tissue—a mode of adminis- 
tration of the drug which is destined, I believe, to supersede those 
with which we have so long been familiar; for the subcutaneous 
injection of ergotin sets up the uterine contractions with such 
speed, such certainty, and such safety, that the hypodermic syringe 
will be found an indispensable part of the furnishing of every obste- 
tric bag. 

2. Pending the onset of effective pains, and with the view of at 
once hastening them and preventing the escape of the blood, we 
plug the genital canal. For the most part, and as if it were the 
best in all cases, authors recommend the use of the vaginal tampon. 
Now, the plugging of the vagina by whatever material, is sometimes 
the only expedient to which we can have recourse, and we may 
rely on it with much certainty for averting the immediate danger 
of excessive hemorrhage. But it seems to me that, where we have 
our choice, its application ought to be restricted to those cases 
where there is still some hope that, if we succeed in arresting the 
hemorrhage, we shall at the same time succeed in averting the 
impending abortion. Otherwise we have a means of controlling 
the bleeding more directly, at once less irksome to the patient, and 
less troublesome of application by the practitioner, in the cervical 
plug. For this purpose there is nothing so efficient as a good-sized 

* I use for hypodermic injection a solution of one part of ergotin in three of 
water, with ten or twelve grains of chloral in each half-ounce bottle of the mixture. 


Ten drops of this fluid gives the action of the drug with great certainty, and I have 
seen no ill effects from it. 
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sponge-tent, prepared, as Messrs. Duncan, Flockhart, and Co. now 
always prepare them, by being dipped in a disinfectant solution 
before being compressed by the whipcord. In my judgment, no- 
thing can take the place of the sponge-tent for rapid, kindly, and 
complete dilatation of the cervical canal. And when we have in- 
troduced a sponge-tent through the cervix uteri in a case of un- 
avoidable abortion, we may count upon a threefold effect. rst, 
The bleeding is arrested immediately and effectively; for if there 
be any escape into the uterine cavity, it has simply the effect of 
swelling up more rapidly the sponge, which blocks up its canal of 
exit. Second, The uterus is stimulated to more rapid and more 
energetic action, as it always is when a foreign body is introduced 
within its cavity. Z/zrd, The cervical canal is being effectually ex- 
panded during the lodgment of the sponge within it ; and where a 
sponge-tent of good size has been well planted, it secures, as no 
other tent that I know of does, the expansion of the sphincter of the 
os internum. When by the adoption of these measures, we have 
fulfilled the first indication, we have at the same time prepared the 
way for the carrying out of the next, viz., 

Il. 7he Complete Evacuation of the Uterus.—Iit is in describing the 
methods of securing this object that I find systematic writers par- 
ticularly defective. For the most part, they tell us that when the 
uterus fails to expel its contents, these must be extracted with the 
finger or fingers passed through the cervix, and hooked round the 
ovum or placenta, or whatever fragment may still be zz utero; and 
that when it cannot be reached with tne fingers, cautious use should 
be made of some forceps or other instrument. But then the methods 
by which the uterine cavity can be reached through the vagina are 
hardly more than hinted at, with a few exceptions, as by Cazeaux, 
who, in a single line, speaks of ‘strong pressure upon the hypo- 
gastrium to depress the womb ;” and Schroeder, who somewhat more 
fully describes the bi-manual manipulation. If, eg., we open the 
latest work—the deservedly popular ‘‘System of Midwifery” by 
Professor Leishman—we read,* “ The finger is to be cautiously 
passed round the protruding portion, and if necessary, another finger 
may be introduced into the os. If we can thus succeed in getting a 
hold of the placenta upon which we can rely, it may be extracted 
entire ; but a rude or unskilful mode of manipulation may entirely 
frustrate our efforts by leaving behind a portion of what we wish to 
extract whole. It is impossible to lay down rules for the skilful 
performance of this manceuvre, which can only be taught by ex- 
perience ; but we have no doubt that more reliance is to be placed 
upon the fingers than upon instruments, as a general rule.” It is 
little wonder if, a page further on, we find him speaking on the after- 
treatment (p. 434) of fragments of placenta giving rise again to 
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hemorrhage ; and all that is said of the treatment in that case is, 
that ‘‘ the patient must not be permitted to rise until all trace of this 
has ceased!” Why, the abortion in that case is unfinished, and we 
have no right to expect a cessation of the hemorrhage until the 
delivery has been complete. It always seems to me that there are 
few obstetric manoeuvres capable of clearer exposition than the mani- 
pulations that we employ for emptying the uterus in the last stage of 
an abortion. Let us first have a clear idea as to what is required to 
be done. We have to pass one or more fingers into the cavity of the 
uterus to explore the entire cavity, to separate from its walls any 
adherent portion of the ovum, and then to extract the separated 
mass. I say at once, and simply, that itis the fingers of the operator 
that are to do the intra-uterine work, for I am quite at one with those 
who deprecate the use of instruments, such as curettes, wire-loops, 
crotchets, and abortion forceps, for the decachment of retained ova or 
their fragments. When the adhesions have been all separated by the 
finger, it may sometimes facilitate the removal of the loosened body 
to seize it with such instruments, and in that case, a pair of long 
dressing forceps, or polypus forceps, suits as well as any special 
implement; but the detaching of the adherent portions of the 
placenta should in no case be intrusted to these, or attempted with 
them, seeing that it can always be effected by the use of the sense- 
guided finger. | 

But how are we, with the finger or fingers, to reach so high in the 
cavity of the uterus as completely to surround the ovum? ‘To begin 
with, the patient should, as a rule, be anesthetized. The manipula- 
tions necessary to secure a satisfactory result cause suffering, though 
not to a great degree, which we can always save the patient by 
bringing her under the influence of chloroform. And at the same 
time that her sense of pain is abolished, her voluntary muscles are 
completely relaxed, and it becomes easy for the practitioner to press 
down the uterus through the abdominal parietes. Once and again I 
have found myself baffled in the effort to reach the fundus uteri in 
such a patient until I had chloroformed her; for however willing the 
woman may be to further your efforts for her delivery, involuntarily 
she contracts the recti abdominis when you make pressure on the 
hypogastrium, or withdraws herself when you press the other hand 
against the perineum. ‘The patient, then, having been anesthetized, 
we may render the uterine cavity accessible to the exploring finger in 
one or other of two different ways. 

1st. We can push down the fundus uteri from above. ‘The patient 
may lie either supine or in the ordinary obstetric position on her left 
side, with the knees drawn up; most frequently the right hand will 
be used for internal manipulation, while the left is applied to the 
abdominal surface. It rarely suffices to pass one finger alone into 
the vagina. In most cases the index and middle fingers are passed 
into the vagina, and while the middle finger is folded in the fornix to 
steady the uterus there, the forefinger is passed through the cervix. 
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Or the middle finger can sometimes be more satisfactorily employed for 
the intra-uterine digitation, or better still, both fingers may be passed 
into the uterine cavity. In the last case, it may become necessary 
to have the other two fingers carried into the canal of the vagina, the 
thumb alone remaining external to the vulva. It is usually only in 
patients who have miscarried at the fourth month, or beyond it, that 
the hand requires to enter so far for the separation of the placenta, 
and then the vaginal cavity is relaxed and roomy enough easily to 
permit of it. Whilst the fingers of the right hand are thus seeking 
their way up to the recesses of the uterus, the left hand, applied above 
the brim of the pelvis, is pressing the uterus forcibly and steadily 
downwards into the pelvic cavity. In this way, in the great propor- 
tion of cases, we obtain perfect command of the uterine contents. 

The fingers of the two hands recognise each other through the double 
thickness of the abdominal and uterine parietes ; and while the left 
hand keeps the fundus fixed firmly downwards, the forefinger of the 
right peels off the adherent mass and forces it through the cervical 
canal. In the great proportion of cases, I repeat, we can in this 
manner compel the evacuation of the uterus, and when it fails us our 
resources are not yet at an end, for, 

2nd. We can drag down the cervix from below. The first is the 
method that has most frequently been employed, and it has this in 
favour of its common employment that abortions are more frequent 
in multigravid than in primigravid women ; in women, tnerefore, in 
whom there is usually a degree of abdominal relaxation, which 
greatly favours its execution. But where the walls are more 
resistant, or the patient is so fat that the combined external and 
internal manipulation fails us, then we must seize one or other of 
the lips of the uterus—usually the anterior—with a vulsellum, 
double or triple pronged, and slightly curved. One of the blades 
grasps the vaginal aspect of the front wall of the cervix as high up 
as the roof of the vagina, the other at a corresponding level within 
the cervical canal. ‘The uterus is capable of being dragged far 
down without any injury to its ligaments or laceration in the bite 
of the vulsellum. It may be pulled down with the right hand and 
kept fixed with it, whilst the fingers of the left pass into the cavity 
and explore and evacuate it. Or the vulsellum may be held in the 
left hand, or given to an assistant, to keep the uterus depressed, 
whilst the more familiar right hand fingers do the intra-uterine work. 
The cavity of the uterus is thus brought within full reach of the 
fingers, and we can—and in all those cases of imperfect delivery 
in the early months we ought to—control the emptying of the cavity 
from fundus to os. 

Whilst the method of gaining access to the interior of the uterus 
by pressing it down from above is that which has hitherto been ordi- 
narily followed, my own experience leads me to expect that this 
second method, which I have just described, will largely supersede 
it. For, first, it is applicable in all cases where the other can be 
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employed, and in some where the rival method is not available. 
Second, it is less painful, and may be carried out occasionally when 
there is not time for the administration of an anesthetic. Third, 
it saves the expenditure of muscular power demanded of the prac- 
titioner, who presses and keeps the uterus pressed down from above 
only by overcoming the resistance of the abdominal walls. ‘The one 
circumstance that will enable the bi-manual method to hold its ground 
is, that we may find ourselves called on to clear out the uterus at a 
time when we have no vulsellum at command, whilst our hands we 
always carry about with us. 

I close by reading the notes, from my ward journal, of a case 
which I had under treatment quite recently in the Royal In- 
firmary, the occurrence of which, indeed, suggested to me the 
desirability of making this brief communication on a most important 
subject :— 


Case.—lmperfect Abortion at an early month; Continuous Hemor- 
rhage, and Dilatation with Sponge-tent; Removal of Fragment of 
Ovum ; Recovery. 


A. R., aged thirty-nine, married, recommended by Dr. Alexander, 
of Leslie, to the Infirmary ; was admitted 14th February, 1876, into 
Ward XII., medical, complaining of a red discharge from the vagina, 
which has lasted nine weeks. 

History of present attack.—The discharge began as an ordinary 
catamenia, and at first did not excite any alarm. Patient was 
nursing her last baby at the time (a child of fifteen. months) ; but 
‘when she found the discharge still continuing to flow beyond the 
period of an ordinary catamenia, she stopped nursing. The dis- 
charge was then accompanied by considerable pain, of a bearing- 
down character, situated in the inguinal and hypogastric regions. 
This continued for about five weeks. Since then the patient has 
been free from pain. She did not observe any shreds or clots in the 
discharge ; but at the end of December (three weeks after its com- 
mencement), while sitting one day at the fire, she was aware of a body 
suddenly coming away from her, which she describes to be of a firm 
consistence, dark red, and about the size of an egg. Two other 
smaller bodies also came away, and the discharge for the moment 
was very copious. It has latterly been diminishing in quantity 
and becoming lighter in colour; but last Wednesday (gth February) 
it was as bad as ever, and two small bodies like blood-clots came 
away. 

History of previous health is good, but patient has been falling 
off since the discharge began. 

Obstetric history.—Patient has been married seven years, and 
has had four children. One is dead, the others are all healthy, the 
eldest being about six years old. All the children were carried to 
the full time. The labours were easy, with the exception of the 
last but one, which was protracted. On that occasion the lochia 
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were very abundant, and a few weeks after, patient suffered from 
pain in the back. On applying for medical aid, she was told 
there was ulceration of the womb. ‘There is no history of mis- 
carriage. 

Menstruation began at the age of twenty. Ithas not been attended 
by pain or undue discharge. 

Present condition.—Patient is a fairly-developed woman of average 
height. ‘There is no expression of suffering or obvious emaciation. 
Integument natural. Temperature normal. 

Abdomen.—On inspection, a dark line between the umbilicus and 
pubis is seen, and linez albicantes. There is no tenderness on pal- 
pation. ‘The percussion note is tympanitic. 

Vaginal examination.—The ostium vaginze is patulous, walls re- 
laxed and very moist, at lower part of anterior wall a rough 
puckered surface is felt. Os uteri is rather high, is transverse, and 
directed slightly backwards; the anterior lip is thick, and some 
irregularity is felt on both lips. The finger can be passed through 
the cervical canal and internal os, but is immediately met by a 
round body of soft consistence, which seems to project from the 
uterine wall. | 

Diagnosis.—Incomplete abortion. 

15th Lebruary.—Temp. 98°, pulse 76, resp. 20. 

1642 February.—Ordered hypodermic injection of ergotin. 

Vesp.—A large sponge-tent was introduced. 

17th February.—An examination with a view to operation was 
made to day under chloroform. On removing the sponge-tent, the 
mass could be felt projecting through the os. The anterior lip of 
the uterus was seized with a curved vulsellum, and the uterus was 
pulled down and kept fixed in the lower part of the pelvis. Pro- 
fessor Simpson then was able to explore the entire cavity of the 
uterus with the forefinger, and peeled off without difficulty the 
polypoid body. This was adherent to the back wall of the uterus, 
somewhat low down and towards the left side ; and whilst the 
patient was still asleep the surface of its attachment was distinctly 
felt by the resident physician and some members of the clinical class. 
The removed body proved, as had been anticipated, to be a fragment 
ofan ovum. It was of the size of a walnut, and under the micro- 
scope the structure of placental vill in different stages of growth 
could be easily seen. 

Vesp.—Had shivering in afternoon, skin moist. Ordered ergotin 
injection. 

18th February.—Slept well all night. No discharge, no pain. _ 

237d February.—A slight discharge the last day or two, but which 
is lighter in colour than before. Patient has no pain, and is looking 
well. 
24th February.—On examination, bi-manually and with the sound, 
the uterus is found to be of normal size. 

25th February.—Patient discharged, well. 


No. XXXIX.—VOL. IV. O 
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Dr. James CARMICHAEL thought the subject of Prof. Simpson’s 
paper important because it was commonplace. He agreed with the 
principles of the treatment laid down, as being essentially the same as 
those taught by the late Sir James Simpson. He considered it most 
necessary to procure speedy and complete evacuation of the uterus in 
abortion. ‘To this end, after digital manipulation, with the administra- 
tion of ergot, had been resorted to. without effect, nothing was more 
useful in producing speedy contraction and evacuation of uterine 
contents than a uterine plug, consisting of a sponge-tent, strip of 
bandage, or other similar substance, pushed into the cavity with a 
probe. In his experience, it was a more pleasant, easy, and effectual 
means of producing uterine contraction, and thereby stopping bleeding, 
and evacuating the contents of the organ, than the vaginal plug. 

Dr. KeILLter thought the paper of practical importance. ‘The 
great object in all cases should be to evacuate the uterine contents, 
otherwise dangerous results were liable to occur. The most serious 
cases he had seen were cases in which abortion had been criminally 
procured, and as to which he had been repeatedly consulted. No 
doubt the explanation of the special danger was, that in these cases 
the tissues and vessels were more healthy than in ordinary abortion, 
where there was usually some previously-existing disease or degene- 
ration of the ovum. ‘The most important remedies in hemorrhage 
were ergotine and perchloride of iron. He wished to call the aiten- 
tion of Fellows to the great benefit he had found from using his left 
hand in terminating these cases. He had found it much more 
serviceable than the right. To press down the uterus from above, 
while investigating and treating such cases, was of the utmost con- 
sequence. In cases of difficulty, he frequently had recourse to the 
introduction of the whole hand into the vagina, which could be in 
many cases readily enough done, especially under the influence of 
chloroform ; being thus able to reach the uterine cavity digitally and 
efficiently. : 

Dr. Gorpon had seen most severe bleeding occur even weeks after, 
from retention of portions of theovum. He approved of the removal 
of the whole abortion, if possible ; but some cases did better when 
left alone, for the uterus to empty itself by its own efforts. 

Dr. MILNE said he was much interested in the President’s paper, 
which was a very important and practical one. He had dealt with 
many cases of abortion, and was aware of the great importance of a 
complete evacuation of the uterus. He approved of the method of 
pressing down the uterus from above in difficult cases, and even, if 
necessary, hooking it down by the vulsellum. When the finger could 
not be introduced, it was better to insert a sponge-tent into the os, 
and wait ; and very frequently, on its withdrawal some hours after- 
wards, the entire ovum gave way. ‘This was better than the vaginal 
tampon. While, as remarked, it was very important to insure the 
entire expulsion of the ovum, he must observe that, owing to 
organized adhesion between the ovum and the uterus, he had some- 
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times been compelled to leave bits of the former behind, and, 
although in some cases flooding resulted, in others there was neither 
haemorrhage nor septic poisoning. 

Dr. MACDONALD commended the paper. He thought it useful if 
for no other reason than to dispel the popular belief that interference 
with the interior of the uterus was necessarily dangerous. He agreed 
with Dr. Keiller in the propriety of introducing the whole hand into 
the vagina if necessary. In practice he had not required to drag 
down the uterus with a vulsellum. In regard to plugging, he did not 
think it was so often necessary as some practitioners supposed. 

Dr. Bruce had sometimes found great difficulty in removing the 
ovum entire, and in such cases he thought. there was less risk in 
allowing small shreds to remain than in persisting to attempt their 
removal, which was not always possible. He had not been troubled 
with hemorrhage or other bad results from adopting this course. 

Dr. Ratrray thought that by keeping the patient quiet, giving 
ergot, and injecting cold water, most cases of bleeding might be 
satisfactorily treated. He was always in the habit of bandaging the 
patient in abortion, as after delivery... He dreaded retention of parts 
of the placenta. Lom 

Dr. MacraE was disappointed: with the paper.. He expected 
Dr. Simpson would have gone into the subject more fully. He 
agreed in the main with what had been said throughout the discussion. 
He could not see, with Dr. Rattray, the necessity for a binder in 
such cases. He lately had a case in which he failed to remove the 
placenta, and left the case to nature, with good results. He was not 
frightened to havea small portion of placenta for a time in the uterus. 
As to plugging, he thought it a most unpleasant operation, and not 
often required. 

Dr. Witson had found severe bleeding not unfrequent. He had 
confidence in plugging. Had not required to use the vulsellum. 

Professor Stmpson then replied. He thanked Dr. Macrae for his 
condemnatory remarks, as it gave him the opportunity of stating 
that he had wished the paper had been more complete, but, as it was, 
it was only intended to speak with regard to a particular point in 
the subject. He thought retention of portions of the placenta was 
always a source of danger; and he could not agree with those who 
diregarded this. Judging from the remarks of Fellows, he thought 
the use of the vulsellum had been neglected, as with it you could 
control the uterus independently of the muscular efforts of the 
abdominal walls. He did not approve of the injection of perchloride 
of iron, as it was a mechanical, not a therapeutical effect which was 
intended to be produced. 
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OBSTETRICAL -“SOCI EI OF- DUBLIN: 
Meeting, February 12th, 1876. 


Tuomas More Mappen, M.D., Vice-President, in the Chair. 


The Use of the Forceps in “ Undilatable’ Os Utert, 
By Epwarp M‘GulIRE, B.A., Q.U.I. 


Mr. PRESIDENT AND GENTLEMEN,—I place the word “ undilatable” 
in inverted commas, because neither my own experience, nor that of 
authors on Midwifery, as deducible from their writings, seems to 
justify the use of the word in its strict sense, but only relatively—that 
is, with regard to the means used to produce its dilatation. In proof 
of this I quote Dr. Churchill’s words—“ Our diagnosis (of un- 
dilatable os) will depend on the fact that time and pains, with the 
use of remedies, have failed to dilate it, and that the cervix is as rigid 
as ever.” Dr. Murphy defines this condition of the os as ‘‘that in 
which the os uteri is like cartilage, and will not yield to the most 
powerful and constant action of the uterus ;” but he adds further 
on—‘ but there are some instances in which the dilatation is brought 
to a successful termination by extreme care in the management of 
the case.” 

One might, therefore, as well designate a stricture of the urethra 
as “undilatable” which does not yield to the use of tke hip-bath, 
opium, &c., though it might yield to the catheter, as designate 
an os uteri “undilatable,” because it does not yield by bleeding, 
tartar emetic, &c. 

To show that my own experience does not justify the use of the 
word, I report the following cases :— 


Case I.—I was cailed to attend Mrs. J., of Cahirgal, in her first 
confinement, when she had been thirty-six hours ill. Bearing-down 
pains were strong. On examination, I found the os dilated to a circle 
an inch in diameter ; it was dry and hard ; during a pain it became 
as unyielding as cartilage. I gave a cathartic, a hot bath, and tartar 
emetic, with opium, and made as few examinations as were con- 
sistent with my making myself acquainted with the progress of the 
case. At the end of twelve hours after my arrival, or forty-eight 
hours from the commencement of labour, I found that the os was still 
undilated, and just as I found it at first—hard, dry, and apparently 
as unyielding as leather. The pains were now becoming weak, and 
the patient beginning to sink. What was I to do? No professional 
aid was at hand to give advice or assistance. ‘The case was in a re- 
mote country village. I had no “blunt-pointed scissors to incise 
the os.” I had a forceps, but I had the dctum staring me in the face 
that ‘‘the forceps ought not to be used when the os uteri is rigid and 
- undilatable.” I had, therefore, to choose between the alternatives of 
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letting both mother and child die without making another struggle in 
their behalf, or to follow the maxim, S¢réctus jurare in verbum nullius 
magisirt. I fortunately followed the latter. The head had fully 
descended into the pelvis, and was covered by the uterus, except at 
the os, which had dilated to a circle of about an inch in diameter. 
The waters had broken long before my arrival. The blades of my 
forceps were little more than one inch in breadth. I easily intro- 
duced one blade posteriorly into the os, which by this very operation 
dilated to a further extent. Having brought the first blade to a 
Jateral position, I then introduced the other similarly ; both blades, 
thus introduced, formed two sides of a triangle, or rather two sectors 
of the lateral surface of a cone, the vertex of which was at the handles, 
where the blades intersect one another, and the base at that part of 
the head of the child where the blades at their widest part grasped it. 
The blades diverged from one another at an angle of about forty 
degrees, and over these the os was stretched, touching the head of 
the child at two points equidistant on either side from where it 
touched the blade of the forceps. I applied no tractile force for 
some time to the forceps. The pains increased ; the os gradually 
glided along the forceps and over the cone formed by them and the 
head of the child. ‘The latter was delivered alive and uninjured, 
and the mother made a good reccvery, and still lives to tell the tale, 
and has now many other children without instrumental aid. 


CasE II. is very like the last. It is that of the wife of Mr. W., 
engineer on board the steamer /g/‘nton, plying between Galway and 
Cong. I was called on to attend her early in her confinement. It 
was that of her first child. During the first twenty-four hours, though 
the pains were regular and severe, the os dilated only so far as to 
admit the introduction of the finger, and during the next twenty-four 
hours it remained hard, dry, and gristly, and dilated only so far as to 
admit the introduction of two fingers. At this time the womb, in- 
cluding the head, had descended into the pelvis, the pains became 
feeble, the pulse frequent and weak, and the patient so prostrate 
that she could hardly turn in her bed. I applied the forceps, as 
in the previous case, and with a similar result. The mother was 
up on the eighth day, and she and her child are now perfectly well. 


Case III. differs considerably from the two preceding. It was 
that of the wife of Constable R., of Maam. Abortion set in about 
the fifth month of pregnancy. A nurse in attendance, finding the 
feet presenting, pulled so hard upon them that an undilated os 
separated the head from the body, leaving the former, and of course 
the placenta, in the womb. 1 was sent for on the occurrence of the 
accident, but could not arrive (the distance to be travelled to and 
from being twenty-eight miles) till about twelve hours after it hap- 
pened. ; 

_ Iwas assured of what had happened by seeing the headless body 
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of the child, and by introducing a finger into the os, I felt the head 
rolling like a ball in the uterus. The os had so contracted that I 
could by no means introduce the hand or fingers for the purpose of 
extracting the head. I succeeded, however, in introducing one 
blade of the forceps; and by pinning the head between the concave 
side of the forceps and the anterior wall of the uterus, the head 
having to a certain extent caught in the eye of the forceps, I was 
enabled to extract it through the os. This became so dilated that I 
succeeded in introducing my hand, and in detaching and removing 
the placenta. ‘The mother made a good recovery. 


These are not cases selected for show, and having a “black list” 
behind them ; they are a few taken at random from my ordinary 
practice, and brought forward simply as facts, to show that the for- 
ceps have been used successfully in cases of ‘‘undilatable” os. 

It may be argued that neither these nor any other of mine were 
cases.of ‘‘undilatable” os in the usual acceptation of the word. In 
reply to this, I have to say, that during the past sixteen years I have 
attended every difficult case of labour that occurred among a popula- 
tion varying from 7000 to 14,000, and that I used the forceps in. 
every case similar to the forementioned ones, and with unvarying 
success. One of two conclusions, therefore, logically follows— 
namely, either no case of ‘undilatable” os has occurred among such 
a large population during. sixteen years, or such cases have been suc- 
cessfully treated by the forceps. 

It will be argued, too, that this course of treatment is to effect by 
violence what Nature intended to effect by gentle means. Even if 
this argument were correct, it would hold with equal force against 
every other surgical operation ; but I submit that the method acts in 
quite the contrary way—that it is, in fact, a close imitation of Nature’s 
plan to dilate the os, for every author on midwifery states that her 
principal means of dilating the os uteri is by inserting into it from 
above the apex of a cone, the bag of the waters, and that when that 
cone is absent, or too early destroyed by the bursting of the waters, 
rigidity of the os is likely to be the consequence. 

The forceps introduced, and used as I have pointed out, form two 
sectors of the lateral surface of a cone, and act in the same way, but 
far more effectually than the bag of the waters could do, to dilate the 
os uteri. But the principal objection to the operation is that rupture 
of the cervix extending into the body of the uterus may occur. My 
experience is against this. I have never known such an accident to 
occur, nor, indeed, could it be caused by the forceps properly used. 
When both blades of the forceps are introduced, the handles should 
not be suddenly, but very gradually closed; you can thus graduate 
the dilating force on the os to what it can bear with safety. No 
traction should be used till the os is sufficiently dilated to warrant a 
fair prospect that the head can pass through. Even if a rupture of 
the os did occur, it is not at all so likely to extend into the body of 
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the uterus as would a rupture which had for its commencement an 
incision made with a scissors an inch through the cervix. The only 
operation with which this has to be contrasted is incision of the cer- 
vix, for the method of delivery by craniotomy in cases of undilatable 
os is now justly exploded. When delivery is effected by making’ 
fotir incisions in the cervix, one to four cicatrices are left in an already 
“ undilatable” os, which renders it more undilatable, and hence at the 
next confinement there will be an @ fortiori reason for performing the 
operation again. This occurred in Mr, Butler’s case, where the cervix 
had to be incised in two consecutive labours. The use of the forceps, 
instead of increasing the rigidity of the os in succeeding labours, so’ 
vastly diminishes it, that I have never known the os to be rigid in 
subsequent labours. 

After having written the foregoing I had the pleasure of meeting 
Dr. Gogarty, who kindly drew my attention for the first time to Dr. 
Johnston’s Fourth Clinical Report of the Rotunda Lying-in Hospital, 
published in the “ Proceedings of the Dublin Obstetrical Society, 
1872-3,” and the discussion thereon, from which it appears that he 
used the forceps in thirty-five cases before the os was fully dilated. 
And Dr. Kidd states that he himself sayed lives by the adoption of 
that practice ; and Dr. Darby states that no case ever did better than 
one in which he delivered with the forceps when the os was not 
larger than a five-shilling piece. I am proud to find that I have been 
anticipated in the publication of such cases by such men, and I can- 
not conclude this paper better than by quoting the words of Dr. 
Johnston :—‘* Why should we permit a fellow-creature to undergo 
hours of torture when we have the means of relieving them in our 
reach? Why should she be allowed to waste her strength and incur 
the risks consequent on the long pressure of the head on the soft 
parts, the tendency to inflammation and sloughing, or the danger of © 
rupture, not to speak of the poisonous miasm that emanates from an 
inflamed state of the passages, the result of tedious labour, and which 
is one of the fertile causes of puerperal fever and all its direful 
effects ?” 


The PresipENnT thought that, notwithstanding the absence of the 
author, the paper should not be allowed to go forth without some 
discussion of the principles enunciated. He considered it dangerous 
to say that forceps might be used in all cases in which the os refused 
to dilate. . 

Dr. Cronyn said that, although incision of the os was a method of 
treatment prescribed in books, he had never seen it resorted to. 

Dr. Kipp said that he had never sanctioned the use of forceps: 
when the os was undilatable. He thought that no practice could be 
worse. By forcing a pair of forceps into a rigid and undilatable os, 
the life of the patient was endangered. In exceptional cases, such as 
that of convulsions, it might be wise to use forceps before the os was 
fully dilated, and even to incise the os, if necessary, for the purpose. 
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Otherwise the proper treatment was the use of opium, warm baths, or 
dilating bags. 

Dr. DeNHAM endorsed the statements of Dr. Kidd. He believed 
that labour might be protracted for a,long time by rigidity of the os 
without any harm resulting. 

Dr. JOHNSTON considered. it most unjustifiable to attempt to use 
the forceps in a case of undilatable os, aithough he had employed 
them in many cases with great success while the os was as yet 
undilated. He had only once found it necessary to incise a rigid os, 
and then one incision a quarter of an inch deep was sufficient. He 
thought Dr. Barnes’s dilators far more dangerous in the hands of an 
unskilful person than the forceps. He had seen a case in which the 
dilator had been pushed into the posterior cul-de-sac, and caused 
such a frightful laceration that the woman died within two hours. 

Surgeon-Major JOHNSTON said that his practice was to administer 
chloral, followed by inhalation of chloroform. 

Dr. F. T. Porter said that two or three times he had given full 
doses of opium, and found that they were very useful in relaxing the 
os, but that they had a very fatal effect upon the child. 

The PRESIDENT entirely disapproved of the practice recommended 
by Dr. M‘Guire for general adoption. He considered that chloral in 
doses of 10 or 15 grs., at intervals of from fifteen to twenty minutes, was 
far preferable to opium. He had never seen a case in which it was 
necessary to incise the os. 

Dr. MorrE MApDDEN said that he had more than once resorted to 
incisions with great advantage, but it was a step which should be 
regarded as the very last resource. He entirely disapproved of the 
practice of applying forceps in the first stage of labour. 


Adjourned Discussion on Dr. More Madden’s Paper on the Use of the 
Short and Long Forceps.* 


Dr. Cronyn said that he did not consider the forceps exhibited by 
Dr. Madden as any improvement on the instruments in use. For 
many years he had used Beatty’s forceps, and had on only two occa- 
sions had recourse to long forceps. He thought Beatty’s forceps 
best adapted for all cases in which the head was in the cavity of the 
pelvis, or near the outlet. Dr. Madden’s forceps, and the short 
forceps of Dr. Denman, appeared to be defective in power, the handles 
being too short, and the blades too short and too slight. . He did 
not consider Barnes's forceps superior to Ramsbottom’s, or equal to 
Simpson’s, the handles of which gave a better hold to the fingers of 
the left hand. The peivic curve of the three instruments was almost 
identically the same. 

Dr. DENHAM said that the real question was as to the time when 


* See vol. iii. p. 532, and vol..iv. p. 47. 
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the forceps should be applied. No doubt much mortality had arisen 
from waiting too long, but just as much danger was to be apprehended 
from too early an application. Experience showed that if we waited 
till the os was fully dilated there was rarely any danger of death to 
either mother or child. He thought that Dr. Johnston’ s mortality of 
10 deaths out of 170 cases in which he applied forceps before the os 
had fully dilated, was very high. He himself used straight forceps, 
and believed that the double curve had no value whatever. 

Dr. JoHNsToN considered that his mortality was a low one com- 
pared with other tables of midwifery practice. The operation was 
dangerous in the hands of an unskilful person, but he believed that 
by its means he had saved the lives both of mothers and children 
that would otherwise have been lost.. He preferred Barnes’ forceps 
to those of Sir James Simpson because they were lighter, but 
possessed all the powers required. 

Dr. GoGarTy mentioned a case in which Barnes’s forceps oo 
successful after those of Beatty had failed. 

Surgeon-Major JoHNsToN did not think that there was any evidence 
that Dr. Madden’s forceps would serve as a substitute for craniotomy, 
since there was only one of his casés ii-which craniotomy had pre- 
viously been resorted to, and in that case he delivered with short 
forceps. - 

The PRESIDENT said the argument derived from a previous deli- 
very by craniotomy required to be taken with very great reserve, 
because the size of the child might vary greatly. 

Dr. MorE MapDeEN said that in the early days of forceps the practice 
prevailed of employing them with very slight necessity in the early 
stages of labour. In this way the instrument became so abused that 
a reaction took place, and it was excluded for awhile from its legiti- 
mate place. He thought that the moral of this history should be 
borne in mind now that a similar practice was again recommended by 
some eminent accoucheurs. He believed that the long forceps ex- 
hibited had answered in cases in which no other forceps could have 
been successfully employed, when the head of the child had not yet 
passed through the brim. He considered that his mortality of 11 
out of 163 cases of forceps was not really to be estimated as a large 
one, when it was remembered that of these cases many were of the 
most unfavourable kind, including rupture of phe uterus, convulsions, 
hemorrhage, and other such cases. 
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The Proper Moment for Tying the Funis. 


At the Meeting of the Society of Biology of Paris, on December 
11, 1875, Dr. Budin communicated a paper on this subject, founded 
upon experimental researches. These were carried out by measuring. 
the quantity of blood which flowed from the placental end of the 
divided funis in one series of cases in which it was cut, according to 
the plan usually followed, as soon as the child had breathed freely 
and given one or two cries; and in a second series, in which the 
division was deferred until from one to three minutes after the funis 
had ceased to pulsate. In these experiments as much blood as: 
possible was expressed by manipulation from the placenta, and from 
the vessels of the funis. Out of thirty cases in which the funis was 
divided immediately, the average quantity of blood which flowed at: 
once from the placental end was 98:4 cc., that which followed after 
the expulsion of the placenta, 10°5 cc. On the other hand, in thirty- 
two cases in which the funis was not cut until from one to three 
minutes after its pulsation had ceased, the average quantity of blood 
which flowed immediately was only 11:2 cc., and that which was 
obtained afterwards 6 cc. The time during which the pulsation 
of the cord persisted ranged up to 15 minutes, but the average was 
only 24 minutes. The author draws the conclusion that the con- 
siderable quantity of blood represented by the difference between 
these two amounts—namely, 88 cc. (3°08 oz.) on an average, may be. 
saved to the child by deferring the moment of applying the ligature. 
He considers that it is gradually withdrawn from the placenta during: 
the few minutes after birth, and that it serves to supply the extra. 
amount of blood which is required to fill the pulmonary circulation 
at the time when the lungs take the place of the placenta as organs of 
respiration. He calculates that the loss of blood to the child caused 
by applying the ligature too early is equivalent to a bleeding of 
1700 grammes (60°3 oz.) to an adult. He draws the conclusion that. 
the funis should never be tied until one or two minutes after the cord has 
ceased to pulsate. He considers also that the withdrawal of blood: 
from the placenta thus effected facilitates its expulsion, since it will. 
be diminished in size, and so more readily pass through the os uteri.. 
The opinion which some have held, that the turgid placenta is more 
readily separated than one which is flaccid, he considers to be 
unfounded. | 


The Treatment of Eclampsia. 
In a paper communicated to the Obstetrical Society of Leipsic, 
Dr. H. Fehling urges the propriety of an earlier and inore active 
interference in eclampsia than is recommended in text-books. He 
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condemns the practice of merely administering chloroform and in 
other respects following a purely expectant plan. The most important 
fact in eclampsia he considers to be the elevation of arterial pressure, 
to which both convulsions and coma are to be attributed, and to the 
lowering of which therefore all therapeutic efforts ought to be directed. 
Chloroform, which has this effect, is therefore beneficial as far as it 
goes. Opium and morphia are injurious, as increasing the cerebral 
hyperemia. Venesection is a powerful mode of lowering pressure, 
but its action is too evanescent. The most rational treatment the 
author considers to be to hasten on delivery even before the os is 
dilated, and, if the symptoms are threatening, to sacrifice the child. 
The fear of exciting convulsions by operative interference he holds 
to be altogether unfounded. He gives an account of eleven cases, 
in ten of which delivery was hastened by free incisions in. the 
cervix before the os was dilated. All ten mothers recovered: three 
of the children were dead, the heads of two having been perforated. 
In one case expectant treatment was followed, and the patient died. 
The active treatment thus gave a mortality of only 9 per cent., instead 
of 35 per cent., which Winckel considers to be the average. 


The Respiration of the Fotis. 


Dr. Zweifel gives the result of some experimental researches on 
this subject. He remarks first on the failure of the majority of ex- 
perimenters to discover any difference of colour between the umbili- 
cal vein and artery, when. the uterus of an animal is opened during’ 
life, a negative result which has led many to doubt the existence of 
true respiration in the placenta, or to consider that it is at any rate 
far less active than that of an air-breathing animal. In accordance 
with this view, the death of the foetus from pressure on the funis has 
been ascribed by some to the consequent engorgement of brain and 
arteries, rather than to simple asphyxia. ‘The first experiments were 
carried out by tying the funis of a child, before it had made any 
inspiration. ‘The funis was then placed upon a stage so contrived as 
to isolate and compress a portion of it in such a way that the blood 
in the vessels could be examined by the spectroscope. It was found 
that the absorption bands of oxyhzmoglobin were distinctly marked 
in the spectrum. A positive proof was thus afforded that oxygen 
passes from the blood of the mother to that of the foetus. The next 
series of experiments was made to ascertain the condition of the 
blood in the umbilical artery and vein. © Believing that the failures 
of previous observers were due to the contractions of the uterus, 
excited by the effect of cold, Dr. Zweifel immersed the abdomen 
of the animals experimented on in a warm saline solution, and opened 
the abdomen and the uterus under the fluid. The animals chosen 
were bitches; they were fixed upon Czermak’s board, and tracheo- 
tomy was performed so as to allow of artificial respiration. In most 
of the cases no curare was given. In repeated cases it was found 
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that when the uterus was first opened, two dark-coloured umbilical 
arteries could be seen, and a bright red umbilical vein. When the 
access of air was stopped strong respiratory efforts were made by the 
mother after about two minutes, at which time the distinction of 
colour was still seen in the umbilical artery and veins. After about 
a minute more the blood in the umbilical vein became dark, and the 
foetus made respiratory efforts which soon ceased. After artificial 
respiration was recommenced, the blood in the umbilical vein again 
became bright-red after an interval of from half a minute to a minute 
and a half, and from half a minute to a minute later the foetus again 
began to make respiratory efforts. It was thus proved not only that 
a true respiration takes place in the placenta, but that the activity of 
respiration is about the same as it is after birth, and that asphyxia 
takes place after a similar interval—Archiv fiir Gyndkologie, ix. 
Zweiter Heft. 





Case of Extra- Uterine Pregnancy. 


Dr. Chabot, Senior Physician to the Chambéry Hospital, gives the 
account of a remarkable case read to the Medical Society of that 
town. 

While he was chief medical officer to the military hospital at 
Medeah, in Algeria, a woman, aged twenty-five, the wife of one of 
the natives, was brought in on November 13, 1874. She had been 
pregnant four times, all the deliveries having been easy. The last 
of these occurred six months previously ; and about a month after- 
wards she perceived a tumour at the umbilical region, which, without 
giving her any pain, had in about the fifth month after her confine- 
ment reached the size of an ostrich egg. ‘Then, symptoms analogous 
to those of labour were set up, and the tumour inflamed and ulcerated, 
a foot of a foetus projecting from the aperture. ‘The husband tied a 
string around this, and detached it by strong traction. No accident 
followed, but a fistulous aperture remained, which during three weeks 
gave issue to horribly foetid ichor, with, from time to time, fragments 
of bone and putrefying flesh. Paroxysms of fever, apparently due to 
Septico-pyeemia, accompanied the discharge. 

On her admission, the patient was very emaciated, excessively 
feeble and anemic, the secretion of milk, however, continuing in 
tolerable abundance. The umbilical tumour resembled in size and 
shape the head of an adult, and gave issue, by a fistulous opening of 
about the size of a florin, to a discharge of a most insupportable 
stench. Examination proved that the uterus was entirely unconnected 
with the tumour. Gastrotomy was performed on the 14th under the 
influence of chloroform. The thickness of the walls of the abdomen 
and of the cyst amounted to from two to three centimetres, the peri- 
toneal cavity not being opened. ‘The hemorrhage was inconsiderable, 
and the flaps of the T-form incision having been thrown back, a large 
number of bones, and parts of bones, of a foetus at full time, together 
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with masses of flesh and hair, were removed. After the cavity of the 
cyst had been cleared out, the intestines could be felt behind its not 
very thick posterior wall, which they projected forwards between the 
lips of the wound. ‘The operation lasted thirty-five minutes, and, 
after detersive injections had been employed, two drainage-tubes and 
several balls of charpie soaked in permanganate of potash were placed 
in the wound, and the whole secured by compresses and bandage. 
The patient’s recovery was somewhat retarded by febrile paroxysms,. 
for which quinine was administered ; but by November 30 she was 
able to sit up, the secretion of milk also having persisted.. She was 
kept in the hospital until January 6, by which time her health was 
perfectly restored. She was last heard of eleven months after the 
operation, when she was quite well, cicatrization having become 
complete a month after her discharge. 

On examination of the foetal bones, they were found to be at the 
full term, or even more ossified than is usual at that period. No 
tumour existed in the abdomen prior to the joint pregnancy ; so that 
it must be concluded that this was an example of twin pregnancy, 
consisting of an extra-uterine and intra-uterine foetus, both attaining 
the period of maturity.—Lyon Médical, and Medical Times and 
Gazette. 


The Pathology of Hydatidiform Moles, 


Dr. Ancelet maintains a novel view as to the formation of hydati- 
diform moles, based upon three cases observed by himself. The 
first was that of a woman aged thirty-eight, who had previously had 
three children. In February, 1866, after an interval of fourteen 
years, she again became pregnant, but at the end of six weeks 
aborted. The ovum expelled was as large as a hen’s egg, and 
contained an embryo about an inch long. After this the menses 
continued regular, but profuse, and lasted two or three days longer 
than usual. In September the uterus was found to be enlarged to 
about four finger-breadths above the pubes. On the 14th of Novem- 
ber, that is to say, nine months after the conception, a hydatidiform 
mole was expelled, the uterus having in the meantime become 
enlarged to a size not quite reaching up to the umbilicus. The sister of | 
the patient was said to have been delivered seventeen years before of 
a similar mole. The mole, on examination, was found to consist of an 
irregularly circular fibrous membrane, 30 cm. (114 inches) in diameter. 
One face was rough and reticulated, with filamentous prolongations, 
resembling the detached surface of a mucous membrane. ‘To the 
other face the vesicles were attached in several layers, those in the 
lowest layer being numerous and small, those in the uppermost large, 
and comparatively few. They were not attached in clusters to any 
branching stems, but were simply pendulous, being either sessile one 
upon another, or connécted by a pedicle. The vesicles did not 
communicate with each other. Each consisted of a double mem- 
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brane, which was so arranged that, where two cysts were in contact, 
the inner membranes became fused at the point of junction, while the 
outer membrane was continued over both. Besides the main pedicle, 
each cyst was connected by numerous slender filaments, either to 
several others in a reticulated manner, or to the one above it,.as a 
balloon is attached by cords toits car. Dr. Ancelet thinks that these 
filaments are produced either by the rupture of the outer membrane 
as the cysts grow, or by the deposit of fibrinous adhesions. 

The second case was that of a woman who had previously had 
four children, the last in April, 1868. The menses returned after six 
months, and were regular till the middle of June, 1869. Hzemor- 
rhage came on on the 13th of August, and on the 17th a large clot 
was expelled. In the midst of this was a fig-shaped body, ro cm. 
(4 inches) long. It formed a complete bottle-shaped sac, its opening 
being large enough to admit the little finger. It was lined with a 
smooth membrane, and contairied an adherent clot, but no sign of 
anovum. At five or six points of the internal surface were attached 
pedunculated tumours, as large asa grape-seed. ‘They were found 
to be cysts containing a clot. Dr. Ancelet considers that this was a 
morbid decidual membrane, formed by the cervix as well as the body 
of the uterus, and that the little pedunculated sanguineous cysts showed 
the first stage in the formation of a vesicular mole. 

The third case was that of a woman aged forty-seven, who had 
never been pregnant. Soon after the cessation of a menstrual period, 
at the beginning of October, 1869, the breasts became painful-and 
enlarged, and digestion was disturbed. On the 1st of November 
hemorrhage occurred. On the 3rd was expelled an ovum of about 
one month’s development. The outer surface was villous, and 
evidently consisted of the chorion, ruptured at one point. The 
amnion was intact, and within it was an embryo cm. long. About 
five minutes before the expulsion of the ovum a piece of membrane 
was passed, having one face rough, resembling a granulating surface, 
the other smooth, but having two prominences, formed by cysts 
filled with clot. From the shape of the membrane, and the fact that 
it was expelled before the ovum, Dr. Ancelet concludes that it was 
the decidua reflexa, and that the sanguineous cysts on its free surface 
showed a still earlier stage in the formation of a vesicular mole. 

Reviewing the literature of the subject, Dr. Ancelét considers that 
many authors have been misled by the superficial resemblance to 
clusters of grapes, but that several, such as Cruveilhier, Cayla, and 
Virchow, in giving an exact description, have recognised that the 
vesicles do not spring from a branching pedicle, but are simply 
pendulous one from another, and are attached also by filaments in a 
reticular manner. ‘This he considers to be an argument against the 
theory that they are formed by the branching villi of the chorion. 

There are very few observations which positively prove in what 
situation the vesicles were formed. More or less similar vesicles have 
been found about the umbilical cord, attached to. the amnion, and 
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in a few instances on the uterine surface of the chorion or placenta. 
These last were really formed by the dropsy of the chorionic villi, 
but in all the instances their development was but slight. In a con- 
siderable number of instances the vesicles were attached to a large 
membrane, as to which it was doubtful which surface was exterior, 
and in a series of cases, no less than thirteen in number, they were 
attached to the zz/erior surface of a membranous sac. Lastly, three 
cases are on record (reported by Lossius, Morgagni, and Pelvet) in 
which a vesicular mole was found at an autopsy within the uterus. 
In these the strings of vesicles were attached either to the internal 
surface of a membrane which was adherent to the uterus, or directly 
to the uterine wall. In several instances a vesicular mole has come 
away after the expulsion of a foetus of from three to six months’ deve- 
lopment with its placenta, and in two or three the foetus has been 
retained several months after the expulsion of a vesicular mole, and 
has been born alive at full term. Dr. Ancelet points out that, although 
almost all authors now consider the vesicular mole to be a morbid 
expansion of the villi of the chorion, there is no agreement as to the 
exact tissue affected.. Some have thought that the cysts are formed by 
dilatation of the iymphatics or blood-vessels. Miiller ascribes them 
to a thickening of the exochorion ; Mettenheimer to an expansion of 
individual cells; Virchow to a myxomatous growth of the central 
tissue of the villus. 

The author believes that in his first case the mole was the product 
of the same conception as that which produced the ovum, including 
amnion and chorion, which was expelled seven months before, and 
that therefore it could only have been formed from the decidual mem- 
brane. He believes that the majority of vesicular moles. are formed 
from either the decidua vera or decidua reflexa, and that thus the 
strings of vesicles hang into the uterine cavity. He thinks that the 
cysts are formed from closed mucous follicles, and are thus analogous 
to the cystic mucous polypi, which are sometimes found attached 
near the cervix uteri. He considers that his second and third cases 
afford instances of such cysts, formed on the free surface of decidual 
membranes, into which hemorrhage had occurred. 


Gonecie Summary. 


Removal by Gastrotomy of large Frbroid Tumours. 


Professor Hegar, in the Berliner Klinische Wochenschrift, discusses 
the operation of hysterotomy in the case of large fibroid tumours. 
He believes that a great improvement was introduced by Péan, who 
adopted the plan of utilizing the neck of the uterus as a pedicle, and 
fixing it in the lower angle of the womb. ‘He thinks that only in rare 
cases will it be possible to spare the uterus itself with the ovaries— 
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namely, those in which the tumour has a sufficient pedicle, and _ per- 
haps some others in which it can be enucleated, and the remnant of 
the capsule fixed in the wound like a pedicle. Professor Hegar does: 
not, however, approve of the means for diminishing the tumour before 
extraction described by Péan under the name of morcellement. This 
consists in passing wires by. means of large needles through the 
tumour, and in this way isolating certain portions of it so completely 
that they may be cut off successively without risk of heemorrhage. 
He thinks that this plan affords no reliable security against bleeding, 
and recommends that the incision should be prolonged, if necessary, 
almost to the ensiform cartilage, rather than that time should be lost 
in trying to divide the tumour. He believes, however, that, unless 
pelvic adhesions existed, it would generally be possible to pass the 
chain of an écraseur round its base, and tighten it, and then pieces 
might safely be removed by the knife. On account of the great 
breadth of the stump, and its richness in large and often thin-walled 
vessels, there is great risk both of primary and secondary hzemor- 
rhage, and also of septicemia, and the pedicle is therefore far more 
difficult to manage than that of an ovarian tumour. Nevertheless, 
Professor Hegar believes that the operation has a great future before 
it, and that it will displace ovariotomy from the prominent position 
which it now holds. 

Two successful cases of the operation are recorded. The first patient, 
aged thirty-three, married two years previously, had enjoyed good 
health till three years before, since which time her abdomen had been 
enlarging on the right side. At the end of April, 1875, the menses, 
which up to that time had been regular, ceased, and the enlargement 
of the abdomen then rapidly increased. In July a hasty examination 
was made, and a hard tumour discovered, closely connected with the 
uterus, and extending above the umbilicus. The patient was not 
admitted into the hospital until the beginning of September. She 
then appeared ill-nourished. Herabdomen was irregularly distended, 
swelling being most marked in the left ihac and hypochondriac 
regions. The veins, especially on the left side, were moderately dis- 
tended. Palpation gave a result very different from the former one. 
A hard, somewhat nodular tumour was now found in the left lumbar 
and hypochondriac regions, having its long axis transverse, not quite 
separable from the nbs, and not extending lower than the level of 
the anterior superior spine of the ilium. It extended as far as the 
middle line, midway between ensiform cartilage and umbilicus. On 
the right side, reaching as high as the umbilicus, was a second. 
tumour, separated by a furrow from the first. In this fluctuation was 
felt, and a souffle could be heard over it, and also foetal heart sounds. 
The cervix was soft and somewhat dilated. An exploratory puncture 
was made in the hard tumour with a fine trocar, and the tissue brought 
away in the canula showed unstriped muscular fibre, and many granular 
and disintegrating cells. A diagnosis was made of pregnancy com- 
plicated by a fibroid tumour breaking down, and, as the patient’s 
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condition was unsatisfactory, it was resolved to induce abortion and 
afterwards extirpate the tumour. The former was completed on the 
r2th of October, a bougie having been introduced on the 8th. The 
foetus appeared to be one of six months. On November 6th an anezs- 
thetic was administered, and a full examination made. The tumour 
had returned to its former position, reaching 6 cm. (2°3 inches) to 
the right of the middle line. The friction previously felt over it had 
disappeared, and the abdominal wall above it could not be freely 
moved, nor raised in a fold. With two fingers in the rectum a band 
could be felt high up, running from the left angle of the uterus to the 
tumour. 

Gastrotomy was performed on November 8th. The incision ex- 
tended from 6 cm. (2°3 inches) above the umbilicus to 1 cm. above 
the pubes. A firm adhesion of the omentum to the front of the 
tumour then came into view. This was ligatured and divided, and 
the tumour, as was expected, was found to be attached by a pedicle 
to the left angle of the uterus. The chain of an écraseur was carried 
round the pedicle by means of a bent sound, and the tumour drawn 
out of the abdomen. A strong silk ligature was passed through the 
pedicle above the écraseur chain, and the tumour cut off beyond it. 
It was then. found that the chain had*cut half through the pedicle 
close to the uterus, and a good deal of bleeding took place. The 
uterus also was found to be enlarged by the presence of several 
other small fibroids, and it was therefore resolved to extirpate uterus 
and ovaries. A double wire was passed by a large needle through 
the cervix, the wire at each side was then carried round below the 
ovary and tightened by a serre-nceud. A third wire was passed 
round the whole mass at a higher level, and tightened and fixed by a 
third serre-nceud, which was then removed, the first two being left 
in position. For a day or two the patient suffered some dragging 
pain, but the temperature never rose above 39° C. (102°2 F.), nor 
the pulse above 108. After the third day the two serre-nceuds were 
daily screwed up tighter. The mushroom-like stump became exces- 
sively offensive, and disinfectants were found of little orno use. On 
the eighth day part of the half-gangrenous stump was found adherent 
to the abdominal wall, and bled on being cut by scissors. This 
shows that vascular connexions had been formed with the isolated 
tissue, and illustrates the mode in which the same thing may happen 
when the stump is ligatured, and dropped into the abdomen. On 
the twelfth day the stump was cut off by scissors below the wires, and 
from that time febrile symptoms, which had commenced, subsided. 
The depression, 4 cm. (1°6 inches) deep, formed by the retraction of 
the pedicle, began to granulate up as soon as the gangrenous tissue 
that remained below the wires had separated. The patient left her 
bed on the thirty-second day. 

The second case was that of a woman aged forty-two. She had 
had three children, the last fifteen years before. For many years she 
had suffered from menorrhagia, and the abdomen had been enlarging 
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for seven years. The presence of a fibroid tumour had been ascer- 
tained five years before. For three years the hemorrhage had be- 
come more severe, often obliging her to keep her bed for fourteen days 
in the month. Her condition was very anemic, but she showed 
good recuperative powers in the intervals of hemorrhage. Ergot, 
plugging, brine baths, &c., had been employed without any permanent 
benefit. She Sunred Pach from the weight of the tumour, and was 
very eager for its removal. ‘The mass was found to be situated in 
the middle line, hard, uniform, and moveable, extending up to half 
way between umbilicus and ensiform cartillage. The cervix was 
high up, short and thick, and the tumour appeared to spread out 
immediately from its upper part. 

The abdomen was opened by an incision extending from 6 cm. 
(2°3 inches) above the umbilicus to 1 cm. above the symphysis. <A 
bluish-red vascular tumour was then seen, the attachment of the 
broad ligaments reaching nearly to its summit. It was drawn out 
through the incision by tenaculum forceps, but very great tension was 
thus placed upon its neck. At both sides were seen convolutions of 
distended vessels as thick as the finger. A double wire was passed 
through the centre of the cervix, and fastened, as in the former case, 
below the ovaries by a serre-nceud at each side. A third wire was 
also fixed round the whole as before, and the mass cut away beyond 
it. From the shortness of the stump it was found impossible to pass 
a needle beneath the wires, but the stump above the wires was trans- 
fixed by a single needle, which passed also through the abdominal 
walls, and held it in the lower angle of the wound. The ends of 
the serre-nceuds, however, became buried, and their stems forced up 
almost vertically. The operation lasted an hour and a quarter. For 
two days the patient suffered severe intermittent cramp-like pains, 
which opiates scarcely availed to relieve. The pulse, however, did 
not rise above go, nor the temperature above 39°°2 C. (102° 6 F.). 
The gangrenous portions of the stump were cut away from time to 
time with scissors. ‘The serre-noeuds were gradually tightened, and 
removed on the eleventh day by cutting the wires which were left 
round the stump. On the twelfth day the long needle, which was 
cutting very deeply into the tissues, was also removed. This proved, 
however, to have been done prematurely, for the stump became re- 
tracted to the bottom of a deep funnel containing foul débris, and the 
patient began to suffer from symptoms of septic poisoning. It was 
found possible, however, to draw up the remaining wires and 
fix them to a piece of wood. On the sixteenth day the gangrenous 
stump was cut through below the wires with scissors, and 
from that time convalescence was rapid, although the funnel at 
ae ee 7 cm. (2°75 inches) deep, and contained some remnant of 
sloug 
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Ovariotomy Performed during Pregnancy under Carbolic Spray. 


Dr. Wilhelm Baum relates the case of a patient, aged nineteen, who 
had been married two years. In April, 1874, she was delivered 
naturally of her first child. Her abdomen, however, remained from 
that time so large as to present the appearance of pregnancy. From 
the end of January, 1875, menstruation again ceased, and the enlarge- 
ment increased more rapidly. At the beginning of May, both legs 
and the lower part of the abdomen became cedematous, and the 
patient suffered cramp-like pains in the right leg. Respiration was 
greatly interfered with ; the patient could not sleep, and lost her ap- 
petite. On the gth of June, Dr. Baum was called in consultation. 
A network of distended veins then covered the distended abdomen, 
over the whole of which fluctuation could be felt. It was absolutely 
dull everywhere, except a small space at the uppermost flank, when 
the side position was assumed. A uterine souffle was heard, but no 
heart sounds. Vaginal examination showed enlargement of the 
uterus, and a somewhat patulous condition of the cervix. A diagnosis 
was made of an ovarian cyst complicated by pregnancy and ascites. 
Paracentesis was performed, and a pailful of clear, greenish, viscid 
fluid removed. An elastic bandage was afterwards applied. Four 
days later the cervix was found to be much less open, and some 
doubt was thrown upon the diagnosis of pregnancy, especially since 
the breasts were unaffected. Several hard masses could be felt rising 
out of the pelvis. The cyst rapidly filled again, and the diagnosis of 
pregnancy was confirmed by the fact that the enlarged uterus could 
be moved separately from the tumour. 

On the 23rd of June, ovariotomy was performed under carbolic 
spray. Firm parietal adhesions on the right side were separated by 
the hand, and also some adhesions to the omentum. ‘The contents 
of many of the cysts were too gelatinous to pass through the trocar, 
and it was found necessary to break them up and empty them with 
the fingers. A narrow pedicle, springing from the left side, was 
secured by a clamp. The length of the incision was 12 cm. 
(42 inches). Bleeding took place from the parietal adhesions, and 
after many sutures of carbolized gut had been applied, could only be 
checked by the actual cautery. The separated omentum was 
ligatured, fixed in the upper angle of the wound, and touched with 
solution of perchloride of iron. A short drainage tube was placed 
just below it. The wound was dressed with carbolized gauze, with a 
large pad of salicyl-wadding over all. On the evening of the 24th 
labour pains came on. At 5 A.M. of the 25th, the foetal head was 
found to be presenting, together with the funis and arm. A fcetus of 
between four and five months’ development was extracted by version. 
After délivery the pulse was 134; temp. 38°°4 C.; resp. 32. On the 
evening of the 26th the pulse was 132; temp. 39°°3 C. There was 
some abdominal tenderness and distension, and nausea, but no actual 
vomiting. Febrile symptoms diminished after this for several days, 
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but on July 1st there was much pain in the right hypochondrium, and 
the evening temperature was 40° C.; pulse 140. There was also 
diarrhoea, and cramp-like pains followed the swallowing of any fluid. 
The patient improved after this date, but on July 12th the evening 
temperature was again 40°C., and a globular swelling was felt per 
vaginam to the left of the uterus. This afterwards increased, and 
showed the characters of perimetritis.. On the 19th there was a dis- 
charge of pus in the urine, and the swelling afterwards became softer. 
The patient after this rapidly recovered, and went home on July 31st. 
The author believes that the cramp-like pains, without symptoms of 
serious peritonitis, were due to traction on the pedicle, produced by 
the involution of the uterus, and recommends that in similar cases 
the pedicle should be left as long as possible.— Berliner Klinische 
Wochenschrift. 





Treatment of the Pedicle in Ovariotomy by Cautery. 


Dr. Thomas Keith, in the Zancet for April 15th, states his experi- 
ence as to the results of the use of cautery for the division of the 
pedicle in ovariotomy. He has used it 50 times out of 216 
operations. Of these cases there were 10 in which there were 
no adhesions, 5 in which adhesions were not considerable, and 
35 in which they were extensive. Four of the patients died, 
giving a mortality of only eight per cent. In six of the cases the 
tumour was found to be adherent in the pelvis, and five of these re- 
covered. ‘The result of these cases is the best which Dr. Keith has 
yet had, but he does not say that the low mortality is to be altogether 
ascribed to the use of the cautery, since a larger experience might 
alter the proportion. He thinks, however, that the numbers are. 
sufficient to prove that the method of dividing the pedicle by the 
actual cautery is a good method, and one which has had scant justice 
done to it since the death of Mr. Baker Brown. 


The Normal Position of the Uterus and Ovaries. 


In the Archiv fiir Gyndkologie, vol. ix. p. 262, Prof. Schultze dis- 
cusses the position of the pelvic organs in the living body, with 
special reference to the results obtained by Hasse from the examina- 
tion of frozen corpses. Prof. Schultze is convinced, as the result of 
many hundred examinations of living persons, that the normal posi- 
tion of the uterus, when the bladder is empty, is one of combined 
anteversion and anteflexion, so that the axis of its fundus is at 
right angles to the axis of the body, and therefore parallel to the 
horizon. ‘This position he believes to be the combined result of the 
fixation of the cervix by its ligaments to the sacrum, and tthe effect 
of the intra-abdominal pressure upon uterus and bladder, taking into 
consideration the close union between the bladder and anterior 
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uterine wall. Inthe dead subject, owing to the cessation of intra- 
abdominal pressure, the body of the uterus falls much more back- 
ward, so as to lie in the axis of the pelvic inlet or behind it, instead 
of close to the pubes. The just remark is made in reference to the 
dead subjects which Hasse had frozen in the upright position, that 
this would not restore the organs to their normal relation, if the person 
had died in a supine posture, and the body had remained in it for a 
considerable time after death. Prof. Schultze-finds that in a perfectly 
normal condition, if a full bladder be emptied by catheter, even in 
the supine posture, the uterus returns to its position of anteflexion. 
If however the uterus be abnormally heavy, or its ligaments relaxed, 
this does not happen, and the fundus uteri may even fall away from 
the abdominal wall whenever the patient lies on her back. The 
author is able to detect, not only a normal ovary, but the ovarian 
ligament, by bi-manual touch in the supine position, using two fingers 
of the right hand in the vagina to feel the right ovary, and of the 
left hand for the left ovary. He finds that the ovarian ligament runs 
normally outward and somewhat backward from the angle of the 
uterus, and that the long axis of the ovary lies in an antero-posterior 
direction, its so-called inner extremity being. forward, and its outer 
extremity, to which the infundibulo-pelvic ligament is attached, back- 
ward. ‘The guide to the position of the ovary is the inner edge of 
the psoas muscle. 

This position differs widely from that found by Hasse in the dead 
subject. In those frozen in the supine position he found the ovary 
close to the sacro-iliac synchondrosis, its so-called inner extremity 
_ being backward, and both ovarian and infundibulo-pelvic ligaments 

extended. In subjects frozen in the upright position, the ovary was 
lying transversely, overlapping the angle of the uterus posteriorly, 
the ovarian ligament being relaxed. Hasse explains the former con- 
dition as due to the pressure of the intestines backward, the latter to 
their pressure forwards and inwards acting on the outer extremity of 
the ovary. Prof. Schultze considers this explanation unsound, for if 
true it would apply to the living subject, and there is no reason why 
the pressure should act more upon the outer extremity of the ovary in 
the one case than in the other. He attributes the normal position 
of the ovary to the effect of the intra-abdominal pressure pressing 
forward the broad ligaments as well as the uterus, while the outer 
extremity of the ovary is held back by the infundibulo-pelvic liga- 
ment. ‘The position of the ovary found by Hasse in the supine pos- 
ture he considers to be that produced by retroversion of the uterus, 
a condition which occurs more or less after death, and the transverse 
position of the ovary, found in subjects frozen in the upright posture, 
to be that assumed after incomplete restoration of a uterus before re- 
troverted. Prof. Schultze finds, from several observations on the 
dead subject, that the infundibulo-pelvic ligament attaches the ovary 
to the brim of the pelvis near the border of the psoas muscle, a 
little behind the junction of the posterior and middle third of the 
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side of the pelvis, and not, as Hasse states, at the middle of the side. 
Therefore, since any ordinary distension of the bladder would not 
push back the fundus of the uterus further than to the centre of the 
pelvis or thereabouts, the so-called outer extremity of the ovary 
should, in the normal condition, always remain posterior, even when 
the bladder is full. In an upright posture it is impossible to examine: 
directly the position of the ovaries in the living subject, but the only 
possible change would be some increase in the anteflexion of the 
uterus and, therefore, also in the forward position of the ovaries. 
The conclusion is that no considerable change ought to take place 


in the position of the uterus and ovaries from different postures of 
the body. 


Absence of Uterus and Vagina with Normal Development of Ovaries 
and Round Ligaments. 


Dr. Nicaise relates the case of a girl in whom the absence of 
vagina and uterus had been recognised during life, and who died at 
the age of eighteen from typhoid fever, complicated by acute rheu- 
matism. At the autopsy the ovaries were found to be of normal 
volume ; the round ligaments were united by a thin lamella which re- 


presented the uterus, the vagina was absent. The pavilions only of © 


the Fallopian tubes existed, the rest of the tubes was wanting. The 
author considers that this case confirms the view that the round liga- 
ments, as well as the Fallopian tubes, the uterus and vagina, are de- 
veloped out of the Miillerian duct. Development must have failed 
in the middle and lower portions of the duct, and only proceeded 
normally in their upper parts, out of which are formed the round 
ligaments and the pavilions of the Fallopian tubes. The patient had 
never experienced any menstrual molimen, and the breasts were but 
little developed. She had however acquired syphilis. —Archives de 
Tocologie, March, 1876. 


Lnversion of the Uterus consequent upon the Expulsion of a Polypus. 


Dr. E. Martin relates the case of a patient who was admitted into 
the Geneva Hospital, November 16th, 1875. She was forty-six years 
of age, had been delivered naturally of five children, and had suffered 
from metrorrhagia, with some enlargement of the abdomen, for 
eighteen months. After four days of pains resembling those of labour, 
which commenced on November 12th, a tumour as large as a fcetal 


head was expelled from the vulva. It had a fcetid odour, and the 


mucous membrane covering it was dusky, softened, and sanious. 
The vaginal walls appeared to be continuous with the broad neck of 


the tumour all round, and when the finger was introduced into the 


rectum the point of a sound introduced into the bladder could be felt 
immediately above the tumour. A diagnosis was made of complete 
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inversion of the uterus caused by a polypus Bttached to the fundus. 
An incision was made through the mucous membrane, and the tumour 
enucleated with the fingers without difficulty, and with but little 
hemorrhage. The inverted uterus was then replaced within the 
vagina, but could not be reduced. No second polypus was re- 
cognised. A foetid discharge afterwards continued, and the patient 
suffered from symptoms of peritonitis and pyeemia. After six days 
the vagina was found to be no longer filled by the tumour, but a 
small tumour was felt high up posteriorly. Partial reduction was 
then believed to have taken place. The patient died on December 
13th, twenty-seven days after the operation. 

At the autopsy an abscess was found in the upper lobe of the left 
lung, and thrombosis in the right iliac, left femoral, and both axillary 
veins. Signs of purulent peritonitis were found in the pelvis, and 
posterior to the uterus was a circumscribed cavity containing pus, 
communicating with the uterus by an aperture as large as a franc- 
piece at the posterior part of the fundus. On opening the vagina at 
its posterior part, a pyriform polypus, as large as a small hen’s egg, 
was seen projecting from the cervix, which was almost entirely effaced. 
This was attached by a pedicle 4 cm. long just below the opening of 
the right Fallopian tube. The angles of the uterus and the origins of 
the tubes were invaginated in the uterine cavity. The difficulties of 
diagnosis during life in this case were unusual, for the existence of a_ 
second polypus, which was not detected at the time of the operation, 
would seem to indicate that the inversion of the uterus could not 
then have been so complete as it was supposed to be.—Annales de 
Gynecologic. 


ales, 


CONVERSAZIONE OF THE OBSTETRICAL SOCIETY. 


On Wednesday, May roth, the Obstetrical Society of London held a 
brilliant conversazione at the Royal College of Physicians, under the 
presidency of Dr. Priestley. Thanks to the energy of the honorary 
secretaries, Dr. Wiltshire and Dr. Edis, and of Dr. Grigg, who super- 
intended the collection of objects of interest, everything calculated to 
secure success had been carefully arranged. ‘The attendance was 
very numerous, and included many representatives of the College of 
Physicians and the College of Surgeons, numerous practitioners from 
all parts of the country, and many distinguished foreigners. Sir 
James Paget was unfortunately prevented from being present, but 
among the distinguished visitors were Sir George Burrows, Bart., Mr. 
Sheriff Brefitt, Dr. Arthur Farre, F.R.S., Drs. * Atthill and Kidd of 
Dublin, and many others. The works of art and scientific instru- 
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ments exhibited were of great interest. Among them we may men- 
tion especially the valuable paintings lent by Mr. F. Lehmann and 
others ; Lough’s bust of Campbell de Morgan ; and the collections of 
Dr. Braxton’ Hicks, Dr. Billing, Mr. Donald Napier, and others. 
The chief feature in the exhibition was the very extensive collection 
of obstetric instruments, ancient and modern. Among these, espe- 
cially among those of Continental manufacture, were some capable 
of acting at an enormous mechanical advantage upon a refructory 
foetal head. Among the collections of historical interest, besides 
that supplied by the Museum of the Obstetrical Society itself, we 
noticed especially the original instruments of Dr. Peter Chamberlen, 
lent by the Royal Medical and Chirurgical Society, and those contri- 
buted by Dr. Radford, Sir J. Simpson, Dr. Cory, and Dr. Atthill. 
The enjoyment of the evening was completed by the strains of the 
band of the Grenadier Guards, under Mr. D. Godfrey. 
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ALBUMINURIA AND PUERPERAL ECLAMPSIA, 
- WITH NINE CASES. , 


By Ancus Macponatp, M.D., F.R.C.P.E., F.R.S.E. 


Lecturer on Midwifery and the Diseases of Women and Children, Medical 
School, Edinburgh. “ 


(Read before the Obstetrical Society of Edinburgh, 26th April and 10th May, 1876.) 
(Continued from p. 150.) 


CASE IV. is an example of a class of eclampsic cases in 
which there is at the commencement of the seizures no 
albumen present in the urine. As the case proceeds there may 
arise more or less serious engorgement of the kidneys, as a 
result of the fits, similar to what every physician of expe- 
rience meets with occasionally in dealing with patients 
who suffer from epilepsy, or who are the subjects of 
epileptiform convulsions occasioned by the abuse of alcohol, 
or by apoplexy, &c. 

Two such cases are present to my mind now, which were 
under my charge repeatedly within the last two years. The 
one suffered from epileptiform fits, the consequence of abuse 
of alcohol ; the other was the victim of apoplectic seizures, 
giving rise to epileptiform convulsions, but which did not 
terminate in vascular rupture till after four or five separate 
illnesses. .In both of these cases I examined again and again 
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the urine after a fit, and on these occasions albumen was 
found always in considerable quantity ; ; but when examined 
a week or two after a seizure, it was as constantly found to 
have disappeared completely. We are greatly indebted to 
Dr. Braxton Hicks for drawing the attention of the British 
profession to cases of eclampsia occurring without albu- 
minuria. His paper on this subject, which will well repay 
perusal, is to be found in vol. viii. of the Zvransactions of the 
Obstetrical Society of London, at page 383. 

A peculiarly interesting paper on eclampsia is published 
by Cohen, in the Archiv fiir Gynikologie, Bd. vii. H. 1, 
S. 107, entitled “ Eclampsia Gravidarum, Parturientium 
Puerperarum.” In this article Cohen maintains that we have 
two great kinds of eclampsia at least, which he distinguishes 
by the terms uterine and cerebral. Uterine eclampsia he 
describes as arising from an irritated uterus, and says it 
ascends centripetally to the brain, and there produces 
eclampsia. Cerebral eclampsia, again, he maintains arises 
from purely cerebral causes, passes down centrifugally to the 
uterus, and with the assistance of the latter is able to call 
forth eclampsia. 

He further subdivides uterine eclampsia under different 
headings, of which the following is a very brief summary :— 


I. Eclampsia Parturientium Uterina Matura, in which 
the convulsions are presumed to be set into action 
by the uterine contractions on the onset of labour 
at full term ; which again may be, 

(z) Plethoric in form, and require bleeding; or 
(5) Nervous, and adapted for narcotics. 

2. Eclampsia Uteri Prematura, in which the convul- 
sions appear about the sixth month, and are set 
a-going by the descent of the foetus into the 
lower uterine segment in course of the progress 
of the pregnancy. 


His explanation of Eclampsia Parturientium Cerebralis, 
which he regards as primarily a cerebral affection, I shall 
give in a close translation of his own words :— 

“Eclampsia Parturientium Cerebralis, entirely different 
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from Eclampsia Parturientium Matura and Pramatura, is 
primarily a cerebral affection, and excluding urzmia, which 
of itself, without the aid of the uterus, can produce eclampsia, 
it runs its course in the following manner :—The cerebral 
affection attacks by preference the excitable portion of the 
brain—the posterior brain—and at times only after several 
days reaches the uterus centrifugally. The uterus, supplied 
by nerves from the sympathetic system, now excites the 
nerves of sensation—ze., the pains, produces, as it ascends 
centripetally, systole and anemia of the posterior brain, and 
only now convulsions result.” 

I ought to have stated that Cohen maintains eclampsia, in its 
essential nature, to be a product of the irritated sympathetic, 
of systolic anemia of the brain, in direct antagonism to 
epilepsy, which he regards as being essentially a different 
species of disease, a product of the cerebro-spinal system, 
and of diastolic hyperemia of the brain. It is further to be 
remarked that Cohen, in treating of cerebral eclampsia, makes 
special mention of urzmia, which he says can of itself, 
unaided by uterine co-operation, in some way induce the 
disorder. That, of course, is abundantly proved of the so- 
called ureemia by our experience of eclampsia in the male 
Sex. 

This paper is thoughtfully written, and though extremely 
theoretical, and though the facts from which the deductions 
are drawn are apparently inadequate as a basis for all the su- 
perincumbent structures, yet the paper is very instructive and 
suggestive. It does seem to me that such cases as this 
fourth one of mine admit of being explained on Cohen’s 
theory of reflex sympathetic irritation set up by the descent 
of the foetus into the lower uterine segment during the latter 
three months of pregnancy, and brought to a crisis by the 
onset of labour. It is to be noticed that Mr. Baldwin ex- 
pressly states that he had been for three months in occasional 
attendance upon this girl for abdominal pains simulating the 
pains of labour, which always yielded to the administration of 
an opiate. After that we had the occurrence of severe 
eclampsia at the first onset of labour pains. Following Cohen’s 
idea, therefore, it is very rational to assume that in this girl’s 
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case the foetus had set up some unusual irritation when it 
came to develop into the lower segment. This irritation 
was prevented from culminating in an eclampsic attack by 
the opiates administered. The intensified degree of irrita- 
tion consequent upon the uterine contractions in connexion 
with labour could not be resisted, however, and eclampsia 
then resulted, though no albumen existed in the urine. 
It is further to be noticed that her pulse was from the 
first hard and incompressible, and that we had an accentuated 
pulmonary second sound, as also that at the acme of her 
illness her pulse, as is usual in eclampsic cases, rose very 
high—namely, to the rate of 150 per minute—facts which 
all tend to show an irritated condition of the vaso-motor 
system of nerves, that is, of the sympathetic supply to the 
heart and blood-vessels. 

It is also doubtless true that the girl’s youth and the 
degradation attaching to seduction rendered her specially 
liable to perturbed action of the nervous system from any 
kind of stimulus. 

I now proceed to relate five cases included under my third 
head, viz., “ Albuminuria with Eclampsia :”’— 


CASE V.— A lbuminuria— Convulsions — Recovery.— Mrs. 
Leith, aged thirty, primipara, although previously in good 
health, was seized on Sunday, 23rd March, 1873, with violent 
convulsions, three severe fits occurring in rapid succession. 
When another medical friend and I saw her she was 
comatose and insensible, and we consulted seriously whether 
we ought to hasten delivery by inducing labour or not. We 
finally resolved to administer a dose of chloral in the first 
instance, thinking thereby to subdue the tendency to convul- 
sion ; and as the labour was due in about a week we thought 
it would likely come on soon. 
~ The patient had very cedematous legs, and her urine was 
loaded with albumen. The chloral took effect, and no more 
fits supervened, though for the greater part of the week she 
continued in a somnolent condition, 

On Sunday, 30th, labour came on in the evening. It was 
rapid and easy, being over before my arrival. The child 
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was dead, and to judge from appearances had been so for 
at least a fortnight. The patient made a good recovery, 
though she manifested for several weeks such symptoms as 
headache, loss of memory, and some degree of childishness, 
which was unusual in her. The urine soon became normal. 
She subsequently went to live in the country, and I understand 
in due time gave birth to another child, everything on this 
occasion going on well, 


CASE VI.—A/lbuminuria—Convulsions—Recovery.—Mrs. 
McKenna, aged thirty-three, a healthy-looking woman, was 
taken in labour on the 12th April, 1874, about six weeks 
earlier than she had expected. This was her sixth pregnancy. 
At.the time scarlet fever was in the house, and she had been 
deprived of sleep for about three nights. Mr. Young, one of my 
dispensary pupils, saw her at 11.30 P.M., and found her lying 
beside her child, which had scarlatina, fretful, stupid, and with 
flushed face. Her eyes were dull and heavy, as well as some- 
what suffused. She complained of headache and of pain in 
the lumbar region. There was no cedema of the ankles nor of 
any other part of the body. Internal examination revealed 
the parts healthy and favourable for delivery—outer os 
dilated to about three-fourths of an inch in diameter. Bag 
of membranes tense during a pain, but the pains were weak 
and occurred at intervals of about ten minutes. At I.40 A.M. 
the patient went into a convulsive fit, and continued in it about 
five minutes. She was quite conscious on coming out of the fit. 
I was now sent for. On my arrival I was informed that the 
membranes had ruptured about ten minutes after the first fit, 
and that another fit of a severe character had succeeded the first 
at an interval of about half an hour. As the conditions were 
favourable for hastening the labour, I had the patient put under 
the influence of chloroform and delivered by forceps. In another 
half-hour a third fit came on, followed by a fourth in forty-five 
minutes. These were, however, of gradually lessening 
severity. She now got twenty grains of chloral hydrate, after 
which the fits ceased, but it was deemed prudent to let her 
have other two doses of ten grains each at intervals of four 
hours. She had stimulating diuretics, as the urine was found 
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to be scanty and very albuminous. In a day or two she 
gradually recovered consciousness, and ultimately got quite 
well, the albumen entirely disappearing on the 22nd of 
April—z.e., ten days after the labour. 


Case VII. — Albuminuria — Convulsions — Recovery.— 
Jemima Brown, aged seventeen and a half years, unmarried, 
primipara, residing at 10, Catherine Street, Edinburgh, was 
taken in labour about 12 P.M. on Sunday, 12th April, 1874, 
and soon afterwards had a convulsive fit. She was first seen 
-about 8.30 A.M. on Monday the 13th by one of my dis- 
pensary pupils. During the interval she had had about ten 
fits. She was then put under the influence of chloroform, 
and on examination the os was found to be the size ofa 
-crownpiece, or nearly so. Waters still undischarged ; head 
low down in the pelvis in the first position. Between 9 and 
10 A.M., when I first saw her, the patient had had four more 
fits, some of which were cut short by chloroform, and between 
that time and the completion of delivery at 11.30, she 
had three more convulsions, or seventeen in all. I found 
her cervix specially dilatable, and after practising artificial 
dilatation for a few pains, I delivered slowly and safely by 
means of forceps. Her urine was drawn off by catheter, 
and when carefully examined revealed a considerable quan- 
tity of albumen, but no tube casts. After completion of 
delivery the patient had other two fits within the first hour, 
but no more. Immediately after delivery she got 25 
grains of chloral hydrate, which caused her to sleep till 6 P.M. 
She was ordered also to receive an alkaline diuretic. There 
was, as stated above, no recurrence of the fits, and she made 
a good recovery. The albumen gradually disappeared 
entirely from the urine. The child also did well. 


CASE VIII.—Albuminuria — Convulsions — Recovery.— 
Mrs. White, aged forty, complained of her legs being 
slightly swollen for some weeks previously to this seventh 
confinement, which occurred rather suddenly on the evening of 
the 29th December, 1873. During the whole of the day 
she complained of sickness and was troubled with vomiting. 
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To allay these she was ordered a mixture composed of 
spirits of chloroform, aromatic spirits of ammonia, and the 
subnitrate of bismuth. During the day the vomiting ceased 
under this treatment, but the patient gradually became 
delirious and was not able to recognise the labour pains. 

Her husband came for me about 6.30 P.M., and I arrived 
in time to find the patient had just been delivered by my 
assistant and the placenta removed. Her water was now 
tested and found to become solid on heating, as also after- 
wards to contain hyaline casts of medium size. 

As yet there had been no general convulsions, but care- 
ful examination of the patient revealed. a degree of right 
lateral squint in both eyes, with spasmodic jerking of them. 
The head was slightly turned to the right. Pupils were 
natural in size, but insensible to light. Uterus well con- 
tracted. No hemorrhage. Pulse 96. Tongue clean. 
Some cedema of feet and ankles. 

She was now ordered a mixture containing 20 grains 
of the acetate of potash to the dose, and also one containing 25 
grains of choral. A dose of each to be taken every six hours. 

At 9.30 P.M. general convulsion came on, which lasted more 
than three minutes. At 9.45 pulse was found to be small 
and hard—140 per minute ; respiration stertorous ; uncon- 
sciousness complete. At 9.50 she got 25 grains of chloral 
hydrate. At 9.55 a modified convulsion, and following this 
' a condition of deep coma, requiring the patient to be laid on 
her side to prevent suffocation by the falling back of the 
tongue. At 10.10 pulse 146, coma continuing. At 2 AM. 
on 30th comatose condition persistent, pulse 140. At 
10 A.M., still unconscious, but no fits have returned. 

The patient continued unconscious, or at least incoherent, 
for at least a week, but gradually got quite well, and 
since the above period has been again confined, without 
any complication. I ought to have stated that both cedema 
and albuminuria entirely disappeared. 


CasE 1X.—Albuminuria—Convulsions—Recovery.— Mrs. 
D., aged twenty-two, primipara, the wife of a gardener out of 
employment, fell in labour on Friday, 25th February, 1870. 
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She was in the first instance seen by a medical practitioner 
in town, who, having ascertained that she had had a convul- 
sive fit, prescribed some bromide of potassium. She sub- 
sequently came under the care of a midwife, aided by a 
former dispensary pupil of mine, whose self-confidence was 
decidedly superior to his knowledge. 

The patient, it appears, had a fit for the first time on 
26th February at 1.15 P.M. She happened then to be sit- 
ting in bed talking to the child of a friend. Blindness must 
have come on before the patient became unconscious, for she 
said to the child, “ My dearie, I hear you, but I cannot see 
you,” and went into a severe attack of general convulsions. 
Convulsion followed upon convulsion at intervals of about 
half an hour till 5 P.M. when she was first seen by the 
student. Pains were then present, but few and weak. 
Patient was found sitting up in bed, with swollen face ; 
pupils widely dilated ; pulse full, rapid, and strong. She 
complained of violent headache and of pain in the abdomen. 

Half an hour after the student's arrival another severe 
general eclampsic attack came on. The tongue was protruded. 
and badly bitten during the fit, and there was very marked 
squinting. On recovery from the attack the patient was 
unconscious. Two or three fits returned at intervals of about 
ten minutes, and then there was a)lull till seven o’clock P.M. 

Instead of sending for timely assistance, the young gentle- 
man contented himself with applying cold to the head, and 
two leeches (!) behind the ear. He noticed a frequent desire 
in the patient to make water in her half lucid intervals, and 
that when passed the water was dark coloured, but it did 
not occur to him that the state of the water ought to be 
ascertained. At seven another fit of great severity. Os 
dilated to about the size of a shilling ; head found to be pre- 


senting. Convulsion now succeeded convulsion at intervals — 


of from ten to twenty minutes till 10 P.M., when the student 
delivered the patient by forceps, severely lacerating the 
perineum, but not completely dividing the sphincter ani. 
The after-birth was expelled in about five minutes, along 
with some clots, during a convulsion. There was no post- 
partum hemorrhage. The convulsions, though still continus 
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ing with about their previous frequency, were weaker in 
character after the conclusion of the labour. 

The student now came to ask my assistance, and arrived 
at my house at 12.30 A.M. on the 26th. As I had retired to 
bed ill with a feverish cold, and the night was specially cold 
and wet, and as, moreover, I was told nothing of the urgent 
nature of the case, I desired my servant to ask the student 
to obtain the aid of my friend, Dr. John Playfair, who lives close 
by. This he neglected to do, however, and, leaving neither 
explanation nor address, returned to his patient—about one 
and a half miles off—-where he remained most assiduous in 
his attentions to Mrs. D. for the whole night. He put a 
mustard plaster over her neck and another to the soles of 
her feet. He applied hot plates to the breast and sides till 
severe vesication resulted.. He also attempted to bleed from 
the arm, but fortunately failed to find the vein. Meanwhile 
the convulsions continued to recur, though they were weak 
from the exhaustion of the patient. The student called upon 
me at 7 A.M. and explained the case. I met him at 9.15 A.M. 
at the patient’s house. Her state I found as follows :—Uncon- 
sciousness complete; breathing rapid and _ stertorous ; 
pupils widely dilated, but contracting slowly under the 
influence of light. The right pupil was wider than the left, 
although it was the nearer the window of the room. Pulse 
130, weak and irregular. There was some mucous rattle in 
the throat, but not evidence of much mucus in the bronchi. 
I drew off some urine by catheter, which was dark in colour, 
thick, and on heating became almost solid. Uterus per 
vaginam could be felt well contracted. The perineum was 
lacerated, but the sphincter not completely divided. A 
considerable amount of tympanitis present. Fits still recur- 
ring at short intervals in the form of attacks of grinding of 
the teeth, but there were now no longer any general convul- 
sions. On trial it was found that the power of deglutition 
was lost for the time being. - 

I accordingly ordered 20 grains of the hydrate of chloral 
to be dissolved in two ounces of water and administered by 
enema; this to be repeated every four hours ; also a large 
warm poultice to be placed over the loins ; and if the patient 
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could be got to swallow, white of egg and skim milk, with 
brandy-and-water in small quantities, were ordered to be 
administered frequently. But I was prevented at this time 
from ordering nutrient enemata, as I really regarded the 
patient as hopeless, and, indeed, as in articulo mortis, and, 
therefore, did not feel warranted in disturbing her. 

The student reported at 3 P.M. that the patient was much 
the same. The chloral, for obvious reasons, had only been 
partially retained. I ordered beef tea to be used with the 
chloral instead of water as a vehicle. 

My friend, Dr. Playfair, saw her for me at 5 P.M. and 
reported her as in articulo mortis, so that I did not go to see 
her on the morning of the 27th, as I had not heard again 
from the student. It turned out, however, that he had called 
at the patient's house at 10 P.M., and had waited by her the 
whole night. She continued much the same, except that at 
4 P.M. there was a decided threatening of collapse. Out of 
this she was with difficulty brought by hot applications to 
the skin and by turpentine. She now could swallow a little, 
and brandy was given. 

At 8 P.M. he called on me, and we went together to see 
the patient at 9 P.M. I then found pulse 132, feeble ; 
respirations 32 ; mucous rattle in the throat, loud and thick, 
as also much mucous crackle throughout the left side of the 
chest in the bronchial tubes. Temperature 102°5°. Tongue 
dry, covered with a reddish fur. Pupils contracted to about 
half the normal size, and fixed. C£dema of lower extremities, 
but only slight. Face rather puffed. No paralysis in any 
of the limbs. Bladder emptied of about twelve ounces of 
urine, which was dark-coloured, and when examined under 
the microscope contained blood corpuscles and mucus, also 
blood casts, was acid in reaction, and gave a precipitate of 
about two-thirds of its bulk of albumen on heating. Uncon- 
sciousness still complete. Reflex action greatly impaired, 
but not entirely interrupted. After ascertaining by repeated 
trial that the patient could not swallow, I ordered an enema 
of beef tea, and took measures to make certain that she 
got it. 

At 9 P.M, on 28th, I again called, and drew off about ~ 
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40 ounces of urine, clearer in colour, and containing only 
about one-third its bulk of albumen on heating, also blood 
cells, mucous corpuscles, and bladder epithelium. Pulse 126, 
firm. Respirations 48. Temperature 102°2°. Percussion 
of chest anteriorly normal, posteriorly relatively dull through- 
out the left side. The patient now swallows readily, and 
has taken a considerable quantity of beef tea and egg flip in 
the course of the day. Pupils are normal in size, sensitive 
to light, and the patient is tolerably conscious. Tongue 
shown when asked ; is swollen, deeply cut by the teeth at 
the sides, but is moist and cleaning. C&dema of face and 
limbs disappearing. Rattle still in throat, and mucous rales 
audible throughout left side. 

29th, 10 AM.—Patient had rather a restless night. 
Pulse 148; respirations 44; temperature 102°9°. Skin 
moist. Has passed her water in bed during night. Half 
an ounce drawn off by catheter is still albuminous. Breasts 
somewhat engorged. Patient answers questions rationally 
when asked, though she mistakes her attendants one for 
another. Swallows well. | 

Ist March—Very marked improvement. From that 
period she continuously progressed, and in the course of 
three weeks was able to move about the house. 


The latter five cases present nothing very special. They 
are valuable as examples of ordinary eclampsia with albu- 
minuria, and more or less serious nephritic mischief. 

The last case is worthy of being recorded as an example 
of what unaided nature can effect in the way of cure. I 
never saw a patient more thoroughly exhausted from any 
‘disease. Never was a patient treated with more attention 
and with less brains. Yet out of all this she came unscathed, 
after both myself and my friend Dr. Playfair had on separate 
days left her as in articulo mortis. From her complete 
recovery, I must say that Iam led to look with a rather 
sceptical eye upon the many vaunted treatments of this com- 
plication. There is no class of cases where the fost hoc is 
more liable to be interpreted as propter huc. 

Another and gratifying consideration is that among the 
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six cases of convulsions no fatality occurred to any of the 
mothers, though the average mortality of the complication 
is usually stated to be from I in 4 to I in 5. But re- 
member that I take to myself no credit for this result, as 
the whole of the cases happened under conditions where 
little could be done in the way of prophylaxis, and with one 
exception the attacks had occurred before the pupils or 
myself anticipated that they were coming. 

Another point worthy of remark is that of the latter five 
cases two occurred on the same day—viz., the VIth and 
Vilth—surely a rare experience. 


(Zo be continued.) 


PUER'PE- RAL. (Sak LA Pa Nee. 


By PROFESSOR OLSHAUSEN, of Halle. 
(From the Archi fiir Gyndkologie, Band ix. Heft 2.) 


Ir the complication of the puerperal state with acute general 
diseases is of interest, on account of the reciprocal influences 
of the physiological and the pathological condition, the 
question of the appearance of scarlatina after delivery is of 
still greater importance, because it is complicated by the oc- 
casional occurrence of a puerperal affection, which is said to 
resemble scarlatina so closely as to be mistaken for it. By 
the name of puerperal scarlatina or purpura puerperalis has 
been understood an infectious disease, which, while it appears 
under the garb of true scarlatina, is in fact identical with, or 
closely allied to, puerperal fever. 

In the last century diseases appearing in an epidemic form 
among lying-in women, which probably were nothing else 
than epidemics of true scarlatina, were described by Hamilton 
under the name of “febris miliaris,’ by Hecquet as “ fiévre 
rouge,’ or “pourpre bleu,” and by Ludwig as “ miliaria 
rubra.” But more than these or other accounts, the epidemic 
described by Malfatti, which prevailed in the lying-in hospital 
of Vienna during the winter of 1799-80, seems to have 
given origin to the opinion that puerperal fever may appear 
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in the guise of scarlatina. In Germany it is especially Helm 
who has maintained the non-identity of the diseases de- 
scribed by Malfatti and others with genuine scarlatina, and 
the most modern writers, taking the same views, warn us 
against the ease with which scarlatina after delivery may be 
confounded with the so-called “scarlatina puerperalis,” 
which is really puerperal fever (Thomas, Schroeder, Winckle, 
and Arneth). 

The reasons which led to the refusal of the title of true 
scarlatina to the diseases described by Malfatti, Helm, and 
others, were principally the following :—The epidemics often 
appeared in lying-in hospitals when no corresponding epidemic 
of scarlatina was at the same time prevailing outside. The 
disease showed a great fatality among lying-in women, at 
any rate in many epidemics, resembling that of puerperal 
fever. It was often complicated by peritonitis, or other local 
affections, such as occur in puerperal fever. On the other hand, 
the sore throat was almost always very slight, or seemed even 
to be entirely absent. Moreover, the disease almost always 
appeared within the first few days after delivery, just as 
puerperal septicemia does; and, lastly, very frequently no 
exposure to the contagion of scarlatina could be ascertained. 

I will endeavour to show that no single one of these 
reasons is conclusive, and that, taken altogether, they will not 
avail to make it probable that any disease related to, or 
identical with, septicemia appears among ‘lying-in women 
under the guise of scarlatina. If we investigate and examine, 
without prejudice, the evidence which is as yet available on 
this subject, we shall rather conclude that the description of 
the so-called “scarlatina puerperalis” is destitute of any sure 
foundation. During the inquiry further interesting facts 
present themselves as to the predisposition to scarlatina, and 
especially with regard to the incubation of this disease. 

We will first consider those cases which have been described 
as true scarlatina in lying-in women, and which, from ‘the 
combination of symptoms, are capable of no other interpre- 
tation. 

Clemens relates the following :—During an epidemic of 
scarlatina a child falls ill with the disease within the first few 
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days of March. On the 6th of March the mother, who has 
been nursing it, is delivered, and two days later is attacked 
with fever accompanied by a characteristic scarlatinal rash. 
The sore throat is but slight. On the 7th and 8th days 
rigors occur with transient threatening symptoms. Recovery 
follows, and desquamation occurs in marked degree. Another 
woman delivered on the 24th of the same month was at- 
tacked immediately afterwards in an exactly similar manner. 
Communication of infection from the former case could not 
be proved, but was probable. In this case also the throat 
affection was slight, the desquamation was well-marked, and 
recovery followed. 

In the lying-in hospital of Giessen the following three 
successive cases were observed, at a time when scarlatina was 
present in the town and neighbourhood :—tThe first patient 
was delivered on the 18th of February, 1868, and was 
attacked on the third day ; the second was delivered on the 
27th of February, and attacked two days afterwards ; the 
third was attacked on the 13th of March, and was delivered 
somewhat prematurely the next day. In all three diarrhoea 
occurred in the course of the disease. In the first two the 
throat affection did not show itself till the disease had lasted. 
several days, and remained very slight. In the last case sore 
throat was the first symptom, but in this also it never became 
severe. All three cases ended in recovery, although the 
second was shown to be severe by a temperature rising to 
42°2° C.,, and a comatose condition lasting several days. 
The raspberry-like tongue was present. There were no 
symptoms of any affection of genital organs or peritoneum. 

Better described than the cases hitherto mentioned is a 
series of five, observed in the Marburg Hospital, and recorded 
in the careful dissertation of Schneider. They occurred be- 
tween the years 1867 and 1873. The first two cases were 
isolated. Between the third, fourth, and fifth a connexion 
may be established if we assume, in the fourth case, an in- 
cubation of more than five weeks, in the fifth, one of only 
two days, a point to which I shall hereafter recur. Of the 
five patients four had never had scarlatina ; the fifth was said 
to have had it before, and in this case the symptoms were 
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unusually mild. Three of the patients suffered from diarrhea. ; 
four had no sore throat ; two or three showed a copious erup- 
tion of sudamina. In the patient whose symptoms were the 
mildest the uterus was tender for some days, and there were 
slight ulcerations in the vulva. The period of attack varied 
from the first to the fourth day after delivery. Two cases 
ended fatally. Of these an autopsy was made in one only, 
in which death had occurred within thirty-six hours from the 
commencement of the attack. Signs were found of rapid dis- 
solution of the blood in the shape of ecchymoses, also slough- 
ing of the uterine mucous membrane, and scarlatinal nephritis, 
but no other lesion of genital organs. 

In 1825 Lena observed an epidemic of scarlatina in the 
Maternité Hospital at Paris. Four out of seven patients 
died. In no case was peritonitis, or any lesion of genital 
organs found. In all, the disease commenced between the 
second and fourth day after delivery. In six diarrhoea is 
mentioned as a complication. 

Hervieux communicates seven out of the numerous cases 
which he saw in the Maternité Hospital. All recovered. In 
six of the cases sore throat is mentioned, but only once as 
being a prominent symptom. The tongue. was generally 
deep red. Not one suffered from diarrhoea. In four cases 
the uterus was somewhat tender, but only for a short time, 
and there was never any distinct peritonitis. One patient 
only showed deep ulcerations of the vulva. The day of 
attack was from the first to the fourth inclusive. 

To these cases might easily be added others, as to which 
there can be no doubt that they were instances of true scar- 
latina after delivery ; for instance, four cases of Dance (com- 
municated by Hervieux), four of Guéniot, and many of 
Braxton Hicks’s cases, especially those in which the commu- 
nication of the contagion or scarlatina could be demonstrated, 
or in which the scarlatina of the puerperal woman gave rise 
to the same disease in those about her. A case of Winckel’s, 
which was complicated by a slight parametritis, will also be 
generally admitted as being undoubtedly one of scarlatina. 
Taking all these cases together, two points worthy of notice 
present themselves :—First, that, almost without exception, 
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the sore throat was slight ; secondly, that the attack generally 
occurred within the first few days after delivery. I will here 
add my own experience of five cases, which confirms the two 
points which I have mentioned. Of the five cases only the 
first two have any connexion with each other. 

On the 3rd of January, 1866, a patient who had been 
four weeks in the lying-in hospital was easily delivered of 
her third child. After she had remained free from fever for 
two days, some tenderness of the uterus showed itself, and 
the temperature rose to 38°5° C. Twelve hours later a rigor 
came on, followed by a temperature of 41° C. Next day 
the eruption of scarlatina was found spread over the whole 
body. There was little redness of the fauces or pain in 
swallowing. The uterus remained tender for a short time, 
but no exudation could be detected nor any sign of peri- 
tonitis. On the seventh day after delivery the eruption was 
fading, and desquamation at once commenced. After a dose 
of castor oil diarrhcea came on and lasted several days. By 
the eighth day the temperature had fallen to normal. No 
brain symptoms appeared, nor was there any albuminuria. 
On the 25th day, when the patient went out, desquamation 
was still visible. 

This case was soon followed by a second. A primipara, 
who was delivered on the 17th of January, for lack of room 
had to be placed near the last patient, and fell ill on the 
fourth day after delivery. On the fifth day the temperature 
had risen to 40°4° C., and the pulse to136. The next morn- 
ing eruption and sore throat were present. The complaint 
ran in every respect a favourable course. On the ninth day 
after delivery the eruption had nearly disappeared. On the 
tenth all fever had vanished, and desquamation commenced. 
There was no pelvic complication. The other lying-in 
women escaped infection. Except these cases there was no 
disease at the time in the lying-in hospital, and certainly no 
septic disease for a long period before and after. Where 
and when the first patient had contracted the infection could 
not be ascertained. Neither patient had had scarlatina 
previously. : 

Of the third case, which occurred outside the hospital, I 
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‘can unfortunately only give an account from memory, as the 
report has been lost. The patient was attacked on the day 
after delivery by high fever and severe brain symptoms. 
On the second day we found her comatose, with a scarlatinal 
eruption spread over the whole body. Nothing abnormal 
could be detected in the pelvic organs. She died the same 
day. 

A. fourth case, which also ended fatally, I observed in 
January, 1875. A healthy woman in comfortable circum- 
stances had never had scarlatina. On 27th of January, at 
8 A.M., she was delivered of her third child so quickly and 
easily that the nurse did not arrive till half an hour after 
the birth of the child. She removed the placenta by external 
pressure only. No doctor was present. On the evening of 
the second day, the 28th, there was a rather violent rigor. 
‘Temp. 39°9° C. On the morning of the 29th the patient’s face 
was deep red: pulse 140, small ; temp. 40° C. ; skin moist. 
The uterus was a little tender, but afterwards this was not 
the case. In the evening the temperature was 40°5° C. 
The chest and buttocks now showed a deep red confluent 
eruption. The throat and palate were distinctly reddened, 
but not much swollen. There was no pain in swallowing, 
but much mucus was present in the throat. The next day 


al . . . 
a spontaneous complaint was made for a short time of pain 


in swallowing. There was frequent vomiting, diarrhoea, and 
epistaxis. On the 31st of January the temperature was 


_ 40°9° C. in the morning, 41° C. in the evening, while the 


pulse was continuously 140. The tongue had cast off the 
white fur which had covered it at first, and was now purple- 
red, with prominent papilla. The patient obtained hardly any 
sleep. The sensorium was as yet unaffected, and there was no 
delirium. On the 31st of January, distinct although not 
intense jaundice was observed. Vomiting continued. Urine 
free from albumen. The eruption remained almost without 
diminution until death. It had assumed a livid dark-red 


_ colour, which was only somewhat modified by the jaundice. 


On the extremities the rash was paler, and partly arranged 

in patches. On the seventh day the sensorium became 

affected. There were great somnolence and delirium, In 
No, XL.—VOL. IV, R 
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spite of active treatment by means of cold baths, quinine, 
and wine, death followed after seven days’ illness, exactly 
eight days from the time of delivery. 

When the abdomen was opened, the genital organs were 
found perfectly healthy. The lymphatic vessels of the uterus 
were free, and there was no peritonitis. Both kidneys 
showed the Malpighian tufts deeply injected, and ‘partly 
denuded of epithelium. The cortex was hyperemic, the 
stroma unaffected. The spleen was somewhat enlarged, 
anzmic, and soft. The liver was not stained with bile, but 
jaundice of the skin was still apparent. 

This case is of interest in several respects. The patient 
had not left her house for several weeks before delivery, and, 
as far as was known, had not been exposed to the infection 
of scarlatina. No epidemic existed at the time in Halle. 
Yet, twenty-four hours after delivery, a severe and genuine 
scarlatina appeared, which, as in most other instances, was 
remarkable for the intensity of the eruption, and for the 
slightness of the sore throat. The marked character of the 
eruption, the absence of all symptoms pointing to puerperal 
septicaemia, and the post-mortem appearances, forbid the 
supposition that any septic infection was mistaken for 
scarlatina. Moreover, there was scarcely any possibility of 
septic infection, since the nurse did not arrive till after the 
delivery, and, moreover, had not been attending any case of 
puerperal disease. 

The following is a brief account of my fifth case. A 
primipara, aged twenty-five, was deijivered by forceps, and 
suffered a considerable rupture of the perineum, which 
escaped notice. By noon on the same day there was re- 
peated vomiting. On the second day there were fever and 
sleeplessness. On the morning of the third day the tem- 
perature was 39° C., pulse 120. In the evening, on my first 
visit, I found the patient’s face intensely red ; temperature 
40°3° C.; pulse 150; tongue raspberry-like ; fauces cherry-_ 
red, slightly swollen. Spontaneous complaint was made of 
pain in swallowing. Almost the whole body was covered 
with a scarlatinal eruption, most intense on the chest and 
abdomen. The sensorium was completely unaffected. The 
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perineum was completely ruptured, including a part of the 
posterior vaginal wall. The edges of the wound were 
covered with foul deposit, without any marked swelling. 
After a few days the surfaces cleaned, and then healed over 
well. 

The eruption faded slowly, and was followed by abundant 
desquamation. After the first day the temperature varied 
between 38°5° C. and 391° C., while the pulse remained at 
about 120. On the seventh day the temperature rose again 
to 39°8° C. As a cause for this, double parotitis soon 
showed itself, and after about a week ended in suppuration 
on both sides. The patient then slowly recovered. There 
was no secondary albuminuria, nor any symptoms of endo- 
metritis or perimetritis. 

In this case too the origin of the disease was obscure. In 
the little town neither scarlatina nor puerperal diseases were 
present, as the doctors of the place assured me. Here also 
the attack took place soon after delivery ; the sore throat 
was but slight ; the eruption rapidly spread over the whole 
body. With regard to the parotitis, although it was not 
acute at the outset, the dictum of Kiwisch was justified, that 
if it occurs after delivery it always ends in suppuration. 

Having communicated these cases, which, like those 
already referred to, cannot be regarded as anything else than 
true scarlatina after delivery, we will now turn to those 
recorded instances which, from some cause or other, may 
arouse a suspicion that the complaint may have only been a 
disease resembling scarlatina. It is partly the occurrence of 
a great epidemic in a lying-in hospital, especially if accom- 
panied by a high mortality, but still more the simultaneous 
appearance of peritonitic affections which may furnish a ground 
for such suspicions, and has in fact given rise to them. 

Brown describes an epidemic of nine cases in the small 
Queen Charlotte’s Lying-in Hospital. The complaint was 
quite slight, and no case was fatal. There was no puerperal 
fever at the time in the institution. Brown has described 
the cases as true scarlatina, and here too the details leave no 
room for doubt that this was their real nature. 

_ The epidemic observed by Retzius, the original account of 
R 2 
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which I have unfortunately not been able to see, is described 
by this author as a special form of eruptive disease occurring 
in puerperal women. The cases seem to have generally run 
a favourable course. The disease commenced usually with 
fever on the third day from delivery, and the eruption 
appeared soon after. The surface of the skin was quite 
smooth, the skin dry and hot, the eruption generally purple 
in colour. Afterwards miliary vesicles appeared. The 
glands in the neck were sometimes swollen. The fundus 
uteri was often tender for the first few days, but there is no 
mention of any peritonitic affection. Milk and lochia 
remained undisturbed. Retzius accepts the arguments of 
Helm as aground for not considering the affection to be 
scarlatina ; yet he cannot identify it with any other known 
disease, and therefore proposes for it the name of “porphyra.” 

Of greater importance and severity were thirty-four cases 
described by McClintock, which were observed in the Dublin 
Lying-in Hospital between 1854 and 1861. Whether any of 
these cases were united together by a link of causation unfor- 
tunately cannot be gathered from the account given. But 
at any rate, the cases were distributed over a number of 
years, and did not belong to any one epidemic. Although 
the individual cases are not given in the form of reports, yet 
here also no one can doubt, from the description, that the 
disease was genuine scarlatina. There was always a well- 
marked eruption, lasting for days, which, if the patients lived 
long enough, led to desquamation. Among other charac- 
teristic symptoms, the very rapid pulse and the raspberry-like 
tongue may be mentioned. The sore throat was in all cases 
slight, in accordance with the experience of other observers. 
Only in two cases out of thirty-four was there ulceration of 
the tonsils. The lochia and the involution of the uterus 
showed no abnormality in the favourable cases, and even in 
those which ended fatally lesions of the genital organs were 
generally absent. For in six out of ten fatal cases death 
followed without any such lesion, within the first two days 
of the disease, from the direct effect of the scarlatinal poison. 
Of the remaining four two showed metro-phlebitis, two others 
peritonitis. Yet in both the peritonitis commenced unusually 
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late—namely, after the commencement of desquamation, ac- 
companied by a fresh access of acute fever, and in both death 
occurred within thirty-six hours from this time, on the twelfth 
and thirteenth days respectively after delivery. As McClintock 
expressly declares, the scarlatina seemed to have no re- 
lationship whatever to puerperal fever. 

Even less detail is given of the cases which Halahan saw 
in private practice in the course of a considerable number of 
years. They were almost universally severe; so that of 
twenty-five patients attacked, nineteen died. But there is 
nothing which justifies us in setting down these cases, one 
aud all, as some have done, as being instances of septicaemia 
with a scarlatina-like eruption. As to the complications 
with lesions of the genital organs, Halahan gives the general 
description :—“ Scarlatina with fever, sore throat, and not 
uncommonly associated with peritonitis.’ In the reports of 
the cases which, it is true, are very short, mention is only 
four times made of metritis, and even then it is only said 
that. the uterus was tender. Of the four cases three were 
fatal, and one ended in recovery. In one of the cases the 
infection was communicated from a child which was ill with 
scarlatina. It is therefore necessary to rectify the statement 
of Gusserow, that most of Halahan’s patients had peritoneal 
affections—a statement which tended to support the common 
view of the nature of the so-called scarlatina puerperalis. 

The account given by Denham of a series of cases in the 
Dublin Hospital is very brief’ Here scarlatina and puerperal 
fever appeared together. During four months, out of 150 
deliveries, fifty patients were attacked with puerperal fever 
and eight with scarlatina. The whole of the latter cases fell 
within a period extending from the beginning of November 
to the 11th of January, when the hospital was closed for a 
time. 

(Zo be continued.) 
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TWO CASES OF A PESSARY IMPACTED IN THE 
VAGINA FOR MORE THAN A YEAR. 


By GEorGE BucHanan, M.A., M.D. 


Professor of Clinical Surgery in the University of Glasgow. 


WITHIN the last eighteen months two cases have come 
under my care in the wards of the Western Infirmary, which 
though not by any means unusual, yet are sufficiently 
interesting to warrant narration, and prove a warning to 
medical men to be most exact in their instructions to patients 
whom they advise to wear these instruments. 


Mrs. M., aged forty-eight, was admitted on the 8th June, 
1875. She stated that nearly five years ago an instrument 
had been put into the vagina to support a prolapsed uterus. 
She understood that she was to wear it constantly, and from 
that time till a few days before admission she submitted to 
it, though it was often the source of great pain and annoyance, 
without having recourse to medical advice. 

On examination it is found that the labia and thighs are 
excoriated with urine which drips from the passage, and _ be- 
tween the labia are seen projecting the ebony handle of a 
Swanke’s pessary, the blades of which are firmly adherent to 
the walls of the vagina, 

She was put under the influence of chloroform, and by 
continued traction and partial’ rotation, while the forefinger 
of the left hand was retained in the vagina to prevent the 
walls from being pulled down, the instrument was gradually 
extracted. One of the limbs of the pessary had ulcerated 
through the anterior wall into the bladder, and through the fis- 
tulous opening thus made the urine had trickled, and the 
whole instrument was coated about a quarter of an. inch 
thick with urinary deposit. — 

She was kept in bed for two or three days and then 
allowed to go home, with a request that she would present 
herself a few weeks after, so that the opening in the bladder 
might be closed. She did not return, so it is presumable 
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that the vesico-vaginal fistula caused by the ulceration has 
spontaneously closed. 


CASE II.—-Mrs. W., aged sixty-one, was admitted to the 
Western Infirmary on the 2nd June, 1876. 

About a year ago a modification of Hodge’s pessary was 
introduced to support the uterus. She must have misunder- 
stood the instructions given her, for in spite of feeling great 
pain and discomfort about three weeks after the instrument 
was introduced, she continued to bear the pain under the 
impression that in no case was the pessary to be removed. 
After some weeks of suffering the pain subsided, and she was 
able to go about as usual. Recently, however, she began 
again to feel annoyance in the parts, and she applied to a 
medical man. Finding that the pessary was in some way 
adherent he sent her into the hospital. 

7th Fune—Patient being put under chloroform, the small 
end of the ring-like pessary was found lying just within the 
vagina, and on pulling it, the upper end was found firmly 
adherent to the vaginal wall, being retained there by a band 
of tissue as thick as the little finger which had united over 
instrument. 

Evidently the ring of the pessary had ulcerated into the 
lateral vaginal wall the depth of an inch; the ulcerated 
edges of the sulcus, which it had excavated, had fallen to- 
gether over the ring, and had adhered to one another so as 
to form a firm retaining band. 

The vaginal walls being held apart by a retractor, the 
retaining band was divided with a scalpel, and the eal 
released from its hold and easily removed. 

It is hardly necessary to say that the lesson derived from 
these two cases is, the very great importance of giving the 
most simple and exact instructions to all patients, who are 
themselves entrusted with the charge of any instruments 
necessary for the treatment of their case. Medical men are 
sometimes apt to take it for granted that patients will do 
things as matters of common sense, But that should never 
be trusted to. 
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A short time ago I was consulted about an infant three 
months old, the subject of a hernia. The mother had been 
instructed by her medical attendant to procure a truss, 
which the child was ordered to wear constantly. The result 
was, that after the child had worn the truss for six weeks 
without ever having had it taken off for the purposes of 
cleansing, excoriation and subsequent ulceration of the skin 
at the groin took place. 

Consequences equally distressing occur when patients are 
entrusted, without specific and simple orders, with other in- 
struments—such as bougies, catheters, &c. 

This experience of mine, which I presume must occa- 
sionally happen to obstetric practitioners, has suggested the 
inquiry why the operation of occlusion of the vagina is not 


more frequently had recourse to in women with complete 


prolapsus uteri and of an age past childbearing. 

I have had several cases referred to me as an operating 
surgeon, and the result of the operation on the health and 
comfort of the patients has been such as to make me wonder 
why it is not more frequently practised as a remedy for 
extreme prolapsus. 

The operation is not difficult, it is rarely, if ever, followed 
by. disagreeable consequences, it is usually successful, and 
the result is the permanent remedy of a most annoying 
complaint, of which the only alternative is a possible pallia- 
tion by the constant wearing of an internal support. 

The matter is one for obstetric authorities to decide, but 
the occurrence of the cases just narrated has afforded me an 
opportunity of expressing an opinion from the surgical side 
of the question. 
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HOSPITAL FOR WOMEN AND CHILDREN, 
VINCENT SQUARE. 


FIBROID TUMOUR OF THE UTERUS—TRISMUS— 
TETANUS—DEATH. 
By Dr. G. DE GoRREQUER GRIFFITH, 
Senior Physician to the Hospital. 
THE following case which I am about to record is of extreme 
interest because of its great rarity :— 

Mrs. A., aged thirty-eight, married at twenty-one, but 
never had any family, was admitted into the Vincent Square 
Hospital for Women and Children on November 15th, 1875, 
suffering with a large intermural fibroid tumour of the uterus, 
the anterior hemisphere of which it chiefly occupied. The 
exact position in the uterus of the tumour could not be 
estimated by external abdominal manipulation, nor by the 
finger in the vagina, or in the rectum, inasmuch as the idea 
conveyed by such examinations was, that the uterus and 
tumour formed one solid mass which filled the pelvis, leaving 
barely room for the bladder and rectum—-the functions of 
both of which were much impeded—and, rising 74 inches 
above the pubis, gave the appearance of a seventh months’ 
gestation. 

The measurement from one crista ilii across the front of 
the abdomen to the opposite crista was 16 inches. The 
only way of ascertaining the position of the tumour to the 
uterine cavity was by the sound, which passed along the 
posterior wall of the uterus upwards to the extent of 44 
inches. There was no cervix; the lower segment of the 
womb being quite globular, the sound entering directly 
through the annular os into the uterine cavity which was a 
mere slit, bounded anteriorly by the tumour imbedded in the 
front wall, and by the posterior wall behind. We can hardly, 
indeed, speak of any cavity, inasmuch as this slit was patent 
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only when the sound was introduced, the enlarging tumour 
growing continuously backwards against the posterior wall 
and almost occluding the cavity, and compressing even the 
rectum so much as to reduce its calibre to the narrowest 
dimensions short of complete obstruction. 

The usual history of fibroids in utero appertained to this 
case, so I shall not weary with the recital of mere ordinary 
symptoms, preferring to commence at once with the ¢reat- 
ment, 

The os being small, unyielding, and ring-like, was dilated 
by sponge-tents, and gave way more readily than I anticipated. 
On November 26th, 1875, the patient, who throughout was 
excessively nervous about herself, left the Hospital, so 
terrified did she become at the idea of undergoing further 
treatment. J had ordered her to get up from bed and go 
about the ward as if she were not ailing, and she imagined 
there would be no further need to be an in-patient. 

In such cases as these I recommend the maintenance, 
when practicable, of the erect posture, hoping that the 
uterus by its own weight would descend, and the os be 
consequently lowered, and thereby become more accessible 
to the introduction of tents and of the necessary instru- 
ments. ) 

A fortnight after leaving, the woman desired re-admission, 
and was received into the Hospital on December 14th, 1875. 
The tumour, which had been discharging freely since the 
introduction of the first sponge-tent, had then considerably 
diminished in size, the abdomen measuring two inches less 
than on her first entrance ; the os was soft, more open, and 
more dilatable. The vagina was twice daily syringed with 
Condy’s liquid and warm water ; and a few days after her 
re-entrance I introduced in utero pieces of cotton wool 
soaked in glycerine and tincture of iron ; this I repeated 
some days after, and the tumour continued to disperse 
rapidly. 7 | 

On December 23rd I examined per vaginam and per 
rectum, and found the uterus quite moveable, reduced in sizé 
to such an extent that the finger could be passed round the 
anterior wall containing the growth, and between it and the 
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bladder, also around the posterior wall where now space 
existed between it and the rectum. The abdomen instead 
of being tense and distended, as though she were seven 
months gone—the size it was when she first came under 
observation—yielded to pressure, and the tumour, reduced to 
the size of a cricket-ball, no longer filled the pelvis, nor 
was fixed in the abdomen, but could be grasped through 
the abdominal walls by one hand, could be moved from 
side to side and even a little upwards, so much were the 
lower fastenings liberated. The discharge being copious, 
the vagina was syringed out every two hours with the Condy 
and warm water. | 

She complained of a bearing down, and of great pain in 
the back and stomach ; also of pain in the back of the head 
and neck, 

December 27th, 1875.—Has been very ill for two days, 
having had attacks of faintness, palpitation of heart, and 
sensation of suffocation, aggravated by lying down. The 
vaginal injections were steadily continued, and as the 
symptoms were considered to be those of blood-poisoning, 
the uterus was washed out daily with Condy and warm 
water thrown in from an elastic bottle syringe through a 
male catheter. | 

29% and 30¢t#.—-Somewhat better ; no faintness, and the 
palpitations less violent. 

Fanuary ist, 1876,—Dr. Folwell saw her for me: on 
that day she complained of being unable to swallow solid 
food, of difficulty of breathing, and stiffness of the jaws. 

Fanuary 2nd.—Visited her at 10 A.M.; found her greatly 
troubled with her breath, with heart palpitation ; soreness, 
pain, and stiffness in the throat, difficulty in swallowing, 
“a pain right through her from the breast-bone to the back, 
and round under the left shoulder-blade.’ Attributing 
these symptoms to blood-poisoning occurring in an in- 
tensely nervous, hysterical woman, who had been terrified 
the previous day by being told she had heart disease, I 
‘washed out the uterus with tr. ferri and warm water, and 
afterwards with Condy and warm water, using Higginson’s 
syringe, nor desisted till the water flowed away quite sweet 
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and clean; fed her by the bowel with beef tea and brandy (a 
dessertspoonful to half a pint of the tea) every three hours, 
m x tr. opii being added lest any diarrhcea might be 
induced. She was tolerably comfortable all day, and retained 
the injections; but the breath became slightly offensive, 
having the same odour as the vaginal discharge. 

Fanuary 3rd.—\ again saw her and advised continuance 
of her mixture and injections, giving her one tablespoonful 
of brandy and gr. v quina in each enema; and pot. chlorat. 
gr. x mixed with equal quantity of white sugar, laid on 
the tongue, and swallowed after well dissolving in the 
mouth. By this latter the tongue was cleaned, and the 
mouth and throat relieved of much of the thick tenacious 
mucus. 

This was the first day distinct foetor emanated from the 
breath, and I pointed out the difference between it and the 
foetid breath of iodism and of mercurial salivation, and that 
this peculiar source of offence could be corrected by well 
washing out the vagina and uterus, and by the use of the 
chlorate of potass. in the manner already described. 

Fanuary 4th—Unmistakable lockjaw was present. She 
had a restless night, in the course of which trismus and 


partial opisthotonos set in: her countenance, her position — 


in bed, as well as her general appearance indicated clearly 
the disease we had to meet. The patient was supported 
by a bed-rest, upon which pillows were piled to raise 
her still more, and to prop her up; but even while we were 
looking at her she kept slipping to the foot of the bed, and 
though raised and propped up again many times, yet as often 
she slid down again ; owing partly to the opisthotonotic con- 
dition, and partly to her incessant restlessness. The arch- 
ing of the body was striking, the head being drawn so much 
back that as she reclined the vertex rather than the occiput 
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touched the pillow; the trunk was completely bowed, the — 


thorax projecting forward, and the spine so curved that it did 
not touch the bed at all, and this hollowing of the back had 
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to be filled in with pillows in order to ease her; the chest 


was remarkably prominent, and so arched that its highest 
point was the centre of the sternum, and this projected 
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beyond the chin, which was itself made prominent by the 
’ flexion of the neck and of the head backwards. 

The patient’s cry was “Oh! I can’t breathe ; I can't get 
my breath ; oh, my heart, my-heart, it beats so; I shall be 
suffocated ; I shall be strangled ; raise me up, lift me higher, 
higher ; let me get my breath ; my heart ! my heart! feel how 
it beats, see—it’s in my throat—my throat, my throat! I 
can't cough ; I can’t breathe ; I can’t speak ; lift me up, Pll 
die, I shall be smothered !” I have often heard the expres- 
sions “my heart in my mouth—my heart in my throat,’ but 
I never saw an instance of it till I witnessed it in this case. 
Laying my hand lightly on the upper half of the sternum 
I felt the heart beating very quickly and sharply with a stroke 
which might be termed petulant, so hasty was the action, the 
heart itself was contracted in all its measurements, as though 
it were gathered up tightly, and forcibly compressed into the 
smallest possible compass—in fact, actively shrivelled. This 
was confirmed by stethoscopic examination, which showed 
the heart area diminished to the minimum, the sounds clear, 

_ sharp, ringing, decisive and incisive—such it, was conveyed to 
my ear—following each other very rapidly, and apparently 
lying immediately under the manubrium or upper half of the 
sternum, The entire organ seemed to have departed from 
its berth, and could be heard below the left nipple, only as it 
were from afar, and was evidently displaced upwards and in- 
wards, being dragged up by its own muscular contraction by 
the contractions of the muscular coats of the great vessels, 
as well as forced up by the contractions of the diaphragm 
and the abdominal muscles. 

On this day, January 4th, she was seen by Dr. Lockhart 
Clarke and myself at eleven A.M. ; and again at half-past five 
P.M. by Dr. Routh and myself, both of whom advised a 
continuance of the treatment I was pursuing. 

_ The treatment on this day consisted in giving her inhala- 
tions of nitrite of amyle, ten to fifteen drops being put on a 
piece of lint and held to the nose and mouth. Half a minute 
after breathing it, the face flushed, and then broke out into a 
perspiration which was altogether local ; the heart sensibly 
diminished in its beats, and in their sharpness, becoming 
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slower, less frequent, more regular, and softer ; moreover, the 
heart itself seemed to fall as the inhalation was continued 
from its abnormal towards its natural situation; the pulse 
from being weak, fluttering and threadlike, became 
stronger, full, soft, and regular. The amyle was continued 
till she was relieved of the urgent symptoms, and dis- 
continued when she complained, as she did, on its use 
being prolonged, of her head bursting and of the breath 
becoming oppressed; then chloroform and ether mixed 
were employed, and gave her ease. This was continued 
every few hours in the day, and always when a paroxysm 
came on: so that when Dr. Routh saw her with me in 
the evening she was greatly better. But at about I0 
P.M. she had the severest paroxysms yet encountered, and 
did not gain the same commutation from her sufferings by 
the means I have described; for this reason, and as the 
enemata seemed to bring on the attacks, I ordered in each 
subsequent enema tr. opii mxv, chloral gr. xv, every two 
hours, the tr. opii to be increased to xxx m should no rest 
or sleep be induced by the first injection ; I had already dis- 
continued the vaginal syringing, there having been no offen- 
sive discharge since Sunday. The feet were put into 
comfortably hot water, hot sponges applied to the spine, 
chloroform and aconite liniments in equal parts laid on the 
back of the neck ; subsequently hot bottles to the spine. 
She seemed a little relieved for a time, but soon again 


struggled very painfully for breath. And now the inhala-— 
tions aggravated her misery, the injections were not retained, 


she was bent forwards in a sitting posture, the head alone 
being bowed back, except when she forcibly leaned it 
forwards ; at times she struggled very violently for her 
breath—for her life, till at 3.30 A.M., January 5th, she ceased 


to struggle and to breathe. Immediately the teeth opened, 


the jaw was loosed and fell. She was dead. 
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A Treatise on the Diseases of Infancy and Childhood. By 
J. LEwiIs SMITH, M.D., Physician to the New York 
Infants’ Hospital, &c. &c. Third Edition. Pp. 724. 
London: H. K. Lewis. 


THIS work is one which has a well-deserved reputation in 
America, and is already known in this country as one of the 
ablest systematic treatises on the diseases of children in the 
English language. The present new and enlarged edition 
will therefore be received with welcome. It will only be 
necessary for us to notice that part of it which now appears 
for the first time. This consists chiefly of the chapter on 
diphtheria, which has been rewritten and extended, and of 
articles on rdtheln and cerebro-spinal fever, epidemics of 
which have recently occurred in New York. 

The author does not enter specially into the controversy 
as to the identity or non-identity of membranous croup with 
diphtheria, but he expresses very positively his own con- 
viction that there is a membranous croup quite distinct from 
diphtheria, although he believes that the exudate of true 
croup may afford a nidus in which the diphtheritic virus 
lodges and multiplies, so as to transform a simple croupous 
into a diphtheritic inflammation, just as a_ scarlatinous 
pharyngitis may become diphtheritic. Even the situation of 
a false membrane upon the fauces is not regarded as charac- 
teristic of diphtheria, but, on the contrary, the presence of a 
false membrane on the surface of the fauces is given as one 
of the most important tests by which to distinguish true 
croup from spasmodic laryngitis. Reference is made to the 
researches of recent German investigators, who find certain 
spherical or rod-like bacteria to be invariably present, first in 
the false membranes, and afterwards also in the blood and 
other parts, and thence conclude that diphtheria is initially a 
purely local disease. Dr. Lewis Smith finds evidence from 
clinical experience that the system may be affected for some 
days before any local symptoms appear, and thence con- 
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cludes that, although infection may occur by inoculation upon 
one of the tegumentary surfaces in most instances, yet it may 
also take place through the lungs or in other ways. He has 
himself examined the secretions upon the fauces in pharyn- 
gitis, both .diphtheritic and non-diphtheritic, and has always 
found the micrococcus in abundance in the inflammatory 
product, whether diphtheritic or non-diphtheritic, if it had 
remained for some time upon the surface of the fauces. 
He, therefore, thinks that the German observers have. mis- 
taken a consequence for a cause, and that the cause of the 
disease is some more subtle virus not yet discovered, which 
so alters the tissues and the blood that they become a nidus 
in which the bacteria are easily and quickly developed, so 
that, from being few and innocuous in the system, they occur 
in myriads. 

The description of rotheln is based upon an epidemic 
which occurred in New York in 1873-4.. Seventy-two 
per cent. of the cases were between the ages of two and ten 
years, but a few occurred in patients above the age of fifteen. 
Premonitory symptoms were often absent, but sometimes 
lasted for a few hours or a day. The rash consisted of 
small circular patches, and travelled downwards like that of 
measles, disappearing commonly by the fourth day. There 
was mild inflammation of the conjunctiva, and of the mucous 
membrane of the mouth, fauces, and nostrils, but that of the 
bronchial tubes was little or not at all affected. The com- 
plaint was thus a very mild one, and resembled a modified 
form of measles, but its distinctive character was shown by 
the fact that an attack of the one malady did not prevent 
the occurrence of the other. The same was true also with 
regard to scarlatina. The contagious character of the com- 
plaint was demonstrated by the way in which it spread in 
schools, and generally attacked two or more children suc- 
cessively in the families in which it occurred. The incubative 
period appeared to vary between seven and twenty-one days. 

Several epidemics of cerebro-spinal fever have recently 
occurred in America, but Dr. Lewis Smith’s observations 
are chiefly based on one which prevailed in New York in 
1872. The mode of propagation of the disease appeared to 
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resemble that of influenza, and to suggest that it depended 
not upon personal contagion, but on some unknown atmo- 
spheric cause. It appeared rapidly over a wide extent of 
country, the first patients being affected here and there at a 
distance from each other, often miles apart. Generally one 
only was seized in a family, and the disease appeared, if con- 
tagious at all, to be less so than either typhoid fever or cholera. 
The epidemic had prevailed among horses for some months 
in New York before it appeared among the people, but it 
did not spread to those who had charge of the affected 
animals. The disease was pre-eminently one of childhood, 
for nearly three-fourths of the whole number of cases occurred 
in patients under the age of ten years. The course of the 
malady was marked by extreme suddenness at the onset, 
the maximum of temperature being reached within a few 
hours from the commencement. A dusky mottling of the 
skin was common in grave cases in the first and second 
weeks, and also minute points or larger patches of a purpuric 
character. The disease, however, in the author’s estimation, 
is separated from typhus fever by very distinct characters. 
The chief of these are that it is epidemic at a time when 
typhus is not prevalent; it is particularly prone to attack 
children ; it does not specially depend upon overcrowding or 
uncleanliness ; and it is not contagious, or very feebly so. 
Moreover, the enlargement and softening of the spleen usual 
in typhus is rarely found after death. The mortality of the 
epidemic was very great, being, in the author's practice, as 
much as fifty per cent. He gives a very full and graphic 
account of the symptoms of the disease, and its anatomical 
characters, which will be read with special interest at the 
present time, when cases of the complaint have been 
described as recently occurring in this country. 





Clinical Studies of Diseases in Children. Diseases of the 
Lungs: Acute Tuberculosis. By EUSTACE SMITH, M.D. 
Lond. Pp. 303. J. & <A. Churchill. 13876. 

THIS is a book which gives evidence of careful study and 

extensive personal observation, and will be especially valuable 
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for its practical character. It does not contain anything 
novel in the shape of scientific research or pathological 
investigation, but the clinical descriptions are ably written, 
and the treatment recommended is of the most modern and 
rational kind. 

In the introductory chapter are contained some useful 
remarks on the peculiarities of constitution in early life, and 
the modes of clinical examination in young children. A full 
account is then given of the causation of collapse of the lung, 
and its importance among the diseases of early life, after 
which the author proceeds to the consideration of croupous 
pneumonia. In this, and in other acute maladies, his teach- 
ing, in respect of therapeutics, is fully in accordance with 
modern views. He strongly urges the avoidance of depressing 
remedies for children, and declares that he has never met 
with a case of pneumonia in a child in which treatment by. 
blood-letting appeared to be in the slightest degree desirable. 
He takes, however, what appears to us to be rather too abso- 
lute a view in forbidding even what may be described as the 
tonic treatment by blood-letting, in order to relieve an over- 
burdened circulation, when the face is livid and the pulse weak 
and small. He believes that such treatment affords only 
temporary relief, the symptoms returning after a few hours 
with all their former severity, and that, on the other hand, 
it is undeniable that the critical fall of temperature is thereby 
hindered, and convalescence delayed. He does not sanction 
the use of antimony in any case with an antiphlogistic intent, 
although he permits the administration of small doses of the 
vinum antimoniale on account of its diaphoretic action. We 
find here a somewhat wide variance between the authors 
practice and that of Dr. Lewis Smith, who occasionally uses 
a few leeches for the pneumonia of robust children, and,: 
although he discourages in general any depressing treatment, 
yet speaks in the highest terms of the effects of aconite and 
even of veratrum viride, when used at the outset of the 
inflammatory affections of children. 

In the chapter on pleurisy full recognition is given to the 
treatment by paracentesis. It is recommended that, in every 
case where no signs of absorption of a pleuritic effusion have 
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been noticed three weeks after the beginning of the disease, 
paracentesis should be performed without hesitation. The 
author thinks that the admission of air into the chest is of 
little consequence, and that an ordinary fine trocar and 
canula are preferable to the aspirator. If purulent matter 
continues to re-collect, he advises that the canula should be 
left 2 sztu, and fixed by strapping to the chest-wall ; or that 
a drainage-tube should be passed through and brought out 
at another part. He makes no allusion, however, to a mode 
of treatment which has sometimes been successful when. other 
means have failed—namely, to make a somewhat free opening 
with a bistoury, and so allow the ready escape of pus, and a 
more complete use of antiseptic injections. 

To catarrhal pneumonia a degree of consideration is given 
which is no doubt justified by its frequency and gravity. 
We think, however, that, in a much controverted question, 
the author takes up a position which is, as yet, far from 
being proved, when he declares that the changes which take 
place in a caseous deposit, the result of simple pulmonary 
catarrh, constitute the ordinary form of consumption of the 
lungs. He states even that the formation of secondary 
deposits in different parts of the body, and of ulcerations in 
the bowels, may occur in such cases quite independently of 
tuberculosis. We think that this will scarcely be generally 
admitted by pathologists, and our own experience certainly 
is, with regard to the transverse ulcers of the small intestines, 
to which the author is here referring, that, although no 
element of tubercle may be discoverable on the ulcerated 
surface, their nature is almost invariably revealed by the pre- 
sence of grey granulations on the adjoining peritoneum. The 
author himself indeed remarks that, while acute or secondary 
catarrhal pneumonia is commonly most marked at the bases 
of the lungs, yet that caseous deposit which forms the com- 
mencement of chronic degenerative disease almost invariably 
takes place at the apex, a distinction which can hardly fail 
to point to some important difference of nature. 

The explanation of general tuberculosis as being due to 
infection from the presence or breaking down of caseous 
deposit in some part of the body, is accepted as applying to 
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many cases, but not as being generally true. The author 
holds that it may also occur as a primary disease in cases 
where the presence of a softening cheesy deposit cannot be 
suspected, and where actual examination of the body has 
revealed no cause to which the tubercular disorder can be 
attributed. He finds that especially when the tubercular 
outbreak falls upon the meninges, in which case it is more 
frequently primary, it may seize upon children who are. 
apparently in the soundest health, and in whom no signs 
have been noticed to indicate the likelihood of such an 
attack. 

The concluding chapters contain a good description of 
tubercular meningitis and tubercular peritonitis, and the 
account of these, as well as of the other diseases described, 
is illustrated by well-chosen cases. 
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OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Fune 7th, 1876. 


WILLIAM OVEREND PRIESTLEY, M.D., F.R.C.P., Prestdent, 
im the Chair. 


Vazeline. 


Dr. WILTSHIRE showed some specimens of vazeline, a new lubricant, 
to which various substances had been added, such as boracic and 
carbolic acids, thymiol, oil of cloves, oxychloride of bismuth, &c. 
The substance was not greasy. Some very convenient vulcanite jars 
were shown, in which vazeline could be carried about. It was pre- 
pared by Mr. Martindale, of New Cavendish Street. 

Dr. BaRNEs said he had used the material for the last month, and 
highly approved of it. 

The PRESIDENT said he had used it, and could testify to its clean- 
liness, but he doubted if it lubricated instruments as well as lard or 
oil. 3 : 





Lew Anteversion Pessary. 


Dr. GALABIN exhibited an instrument, which was an attempt to extend 
to the treatment of anteversion or anteflexion the action of simple 
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leverage which Hodge’s pessary exerts in retroversion. By altering 
the shape of a lever pessary, the fulcrum, which was formed by the 
grasp which the vaginal walls take of the middle of the instrument, 
might be brought nearer to its anterior than to its posterior end. 
‘The pressure upward of the anterior limb would then be greater than 
that of the posterior, and the fundus would be pushed up if it were 
too much forward. The power applied to the lever was then exerted 
by the tension of the posterior cul-de-sac pressing down the posterior 
limb. In the instrument shown, the posterior part resembled that of 
a Hodge, and, like it, rested behind the cervix; but the anterior 
part was formed by a broad transverse arch, convex upward. This 
rested behind the pubes in front of the cervix, and pushed up the 
fundus, while at the same time it stretched the anterior cul-de-sac 
upward, and so drew the cervix downward and forward. It formed 
less obstruction in the vagina than a cradle pessary, or Thomas’s 
anteversion pessary, and less even than an ordinary Hodge, and was 
intended especially for the case of married women. 

The PRESIDENT remarked that we should be grateful for any 
attempt to improve anteflexion pessaries, and prevent the necessity 
for having recourse to intra-uterine stems. No pessary now in use 
would support the fundus in cases of anteflexion as a Hodge does in 
those of retroflexion. 


Fibroid Tumour of the Uterus. 


_ Dr. CHAMBERS exhibited a specimen from a case which he had 
watched carefully for some years, during which time it had passed 
through various rare phases. ‘The patient was first seen in November, 
1870, when she was fifty years of age, and for seven years had suffered 
from frequent and severe uterine, hemorrhage, by which she had 
become much prostrated. At that time she had severe flooding, but 
this was relieved by treatment, and the following May she was able 
to go to the sea-side. On the 24th of September she returned home, 
and twenty-four hours after severe hemorrhage again came on. At 
that time Dr. Barnes saw her in consultation, and it was resolved to 
divide the cervix. When this had been done, the hzmorrhage 
ceased at once; but two weeks later offensive discharge came on, 
and lasted for three months. During this time she was in a precarious 
condition, but by the end of the year her health was improved, and 
the tumour, which before had reached to three inches above the 
umbilicus, had receded to three inches below it. At this time the 
question was considered whether the operation of hysterotomy should 
be undertaken, according to the plan recently adopted of fixing the 
cervix uteri and the broad ligaments in the abdominal wound by 
passing steel wires round them. The patient, however, was soon 
after attacked by peritonitis, after which a foetid discharge again 
came on, and lasted from August, 1872, until the end of the year, 
when the uterine tumour had again receded. ‘The metrorrhagia after 
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this became less, and by the end of 1875, when the patient had 
reached the age of fifty-six, menstruation had become natural in 
amount. The patient eventually died from uremia. ‘The tumour 
weighed 2% lbs.; the cavity of the uterus was 4 inches long ; the 
posterior uterine wall 2 3 inch thick ; the circumference of the tumour 
14 inches. “in August, 1873, measurements had been taken by Dr. 
Aveling’s By eo and by this means the posterior uterine wall 
was estimated to be 3+ inches thick, the length of its cavity being 
6 inches. Nothing was found in the tumour to indicate whence the 
discharges had come during life. The broad ligaments were found 
to be quite free, but the tumour was very closely attached to the 
pelvic fascia. Its removal by gastrotomy would therefore have been 
difficult or impossible. 

The Prestpent asked if the different measurements were made 
under similar conditions. 

Dr. CHAMBERS said that the smaller dimensions were obtained by 
measurement on the post-mortem table. 

Dr. Snow Beck asked what treatment had been employed. 

Dr, CHAMBERS said that the treatment extended over five years, 
and had been very various. Locally, after division of the cervix, 
injections of nitrate of silver, iodine, carbolic acid, and other materials 
had been used. 

The PRESIDENT remarked that the specimen illustrated a portion 
of the pathological history of hypertrophies of the unimpregnated 
uterus which had received but little notice. No doubt some of the 
hypertrophies were so hard and dense that little variation was 
remarked at short intervals in their size. But there were also a large 
number of instances in which enlargements of the womb underwent 
considerable variation, and the structure seemed so spongy in character 
that there was a perceptible increase in bulk with the return of each 
catamenial period. About the climacteric period the uterus was 
often so considerably increased in size as to give the impression of | 
permanent fibroid growth, and yet the organ slowly and spontaneously 
returned to its normal size when the “ change of life” was completed. 
To some extent it was probable that this accounted for the success of 
the treatment by absorbent remedies and of Kreuznach waters. 

Dr. RouTH remarked upon the plan of incising fibroid tumours— 
it very frequently determined a sort of absorption of the tumour , but 
again serious symptoms of pyzmia might occur, and pelvic abscess 
was often set up. He had often had patients in great jeopardy for 
five or six days, but eventually a tumour which had reached five or 
six inches above the umbilicus would be reduced to one or two 
inches below it. In other cases the patients went on without much 


change after the incisions. The hemorrhage was perhaps checked — 


for the time, but afterwards recurred as severely as ever. The canes 
depended on whether the os merely was incised, or the os and a part 
of the tumour, as, in the latter instance, partial necrosis of the 
tumour, with feetid discharges and poisoning by absorption ensued, 
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A plan he had adopted for many years was that recommended by 
Dr. Scott, of San Francisco—namely, to dilate the os uteri, and then 
stuff the uterus tightly with lint dipped in iodine, which was kept in 
for forty-eight hours, and the same process frequently repeated. The 
effect of softening in some cases was marvellous. Another plan was 
to use strong nitric acid in the same way, and leave it in for from 
five minutes to two hours, keeping some carbonate of soda in the 
vagina. By this treatment the uterus was often brought down to its 
normal length. From the use of the acid nitrate of mercury he had 
not had so favourable a result: salivatton had been produced in 
several cases. He thought that fibroid tumours had never been so 
common as at the present day, and the question of treatment was a 
very grave one. ‘The results of removal by gastrotomy had not been 
favourable, for the mortality had been immense. 

Dr. HEywoop SMITH inquired whether the capsule of the tumour 

had been divided, and if not, why this treatment had not been 
adopted. 
’ Dr. Wynn WILLIAMs referred to a similar case where the patient 
nearly lost her life from the severe hemorrhage. He divided the os 
on either side, and after dilatation made a very free incision into the 
substance of the tumour; the hemorrhage entirely ceased, and the 
patient regained her health. He would like to hear any remarks as 
to the treatment of fibroid tumours by means of the actual cautery. 

Dr. Gervis remarked that though of course it was easy to be wise 
after the event, he would like to ask what were the contra-indications 
to enucleation. From examination of the tumour it appeared to be 
a case of intra-uterine fibroid with the capsule adherent, but not to 
such an extent as to prevent separation of the adhesions and _ sub- 
sequent removal of the tumour by successive sections. 

Mr. Scorr observed that the tumour was a large ordinary fibroid 
enclosed in its own capsule. In many cases he believed enuclea- 
tion might be practised with safety, but not in all. He thought that 
it would be interesting to try the experiment on the specimen as to 
how far enucleation was possible. During life it was very difficult 
to tell how far the uterine wall implicated in the growth might be 
atrophied. 

Dr. Murray seconded the proposition that enucleation should be 

tried upon the specimen. 

Dr. CHAMBERS explained that the first division had been very free, 
part of the capsule being divided. On careful examination of the 
patient whilst under chloroform, he came to the conclusion that 
under the circumstances the patient would not be benefited by any 
attempt at enucleation. If, however, he had been aware of the state 
of things which was now seen to exist, he would have made the 
attempt. . : 

Dr. Murray, Dr. Gervis, and Dr. Hayes were requested to examine 
and report further upon the tumour. 
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Thermo-Cautery. 


Dr. Oscar Prevér, of Moscow, exhibited a newly-constructed 
instrument, invented by Dr. Paquelin, of Paris. The vapour of 
petroleum being driven through the handle to the tip of the platinum 
stem, which has first been gently heated, the bulb becomes incan- 
descent, and may be kept so as long as the vapour is supplied by 
means of an india-rubber ball similar to that used in Dr. Richardson’s 
spray producer. In place of the bulbous extremity, others shaped in 
the form of a bistoury, &c., could be employed. ‘The instrument 
was both ingenious and valuable, being very portable, easily got 
ready for use, and produced very little radiation. It could be used 
in all cases where the actual or gas or galvano-cautery would be 
employed. 

The PresIDENT thought it would be very useful for destroying 
vascular tumours of the urethra, &c. 

Dr. WILTSHIRE considered it most remarkable that the vapour 
should keep up the heat even when buried in the tissues. The 
instrument was very inexpensive, the whole affair costing 120 francs. 
It was constructed by Messrs. Charritre of Paris. He had seen it 
applied at St. Mary’s Hospital, and was astonished at the ease with 
which it cut through wood or any tissue. 


Puerperal Septicemia. 


An abstract of Dr. Gervis’s paper, which was read at the previous 
meeting, was then given, after which 

Dr. WILTSHIRE read JVotes of a Case of Puerperal Septicemia, with 
abscesses, disorganization of the left wrist joint, and phlegmasia dolens, 
in which recovery took place. The case was seen in consultation 
with Dr. Hammond. It was that of a primipara, aged thirty, who 
had a perfectly normal labour, but on the third day vomited and 
perspired freely. Rigors ensued, and the temperature rose to 105° F. 
The patient’s condition varied very much, sometimes improving 
considerably, and then getting a sudden relapse, with rapid eleva- 
tion of temperature and other unfavourable symptoms. Abscesses 
formed in the right leg, and were opened from time to time. Phleg- 
masia dolens of the left leg supervened at the end ofa month. The 
left wrist joint was utterly disorganized, the bones grating audibly on 
movement. There was profuse sweating and extreme prostration. 
In spite of relapses she recovered, and was able to be moved to the 
sea side three months after delivery. A curious feature in the case 
was the coincidence of the relapses with the emptying of the dustbin, 
generally of weekly occurrence ; and, in fact, it is a question whether 
the illness was not originally started by poison derived from the same 
source. Quinine in this case proved of much service, and seems to 
be peculiarly valuable where ,great elevation of temperature with 


a 
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diffuse suppuration exists. It is now some sixteen months since the 
confinement, and she has regained movement of the wrist joint to a 
very gratifying degree. 

The PRESIDENT remarked that last session a very exhaustive dis- 
cussion on this subject took place before the Society. He would 
suggest, therefore, that it would be well in the present instance to 
limit the discussion to the symptomatology and treatment. 

Dr. Epis referred to a case occurring in a patient, in consequence 
of a miscarriage about the fourth week, where, owing to the uterus 
being retroflexed, there was considerable difficulty in removing the 
whole of the ovum. Abscesses formed in various parts of the body, 
contraction of the left hip took place, and the patient was reduced to a 
mere skeleton. Large doses of quinine, together with the hypodermic 
injection of morphia, proved of most value as regards treatment. 
After struggling on for over three months, the patient recovered 
sufficiently to be able to leave the country. 

Dr. Braxton Hicks thought that the limits to the discussion 
suggested by the President were rather close. He had lately made 
much use of quinine in the treatment, and thought that nothing was 
so effectual as this drug in doses first of ten grains, and then five 
grains every four hours for several days. Many fell into error by 
drawing conclusions from a single case. Dr. Gervis had argued that 
puerperal fever was due to decomposition of discharges, and not 
directly to zymotic poison, because many are exposed to the latter 
and yet escape. But offensive discharges are very common, and yet 
most patients escape any ill result from them. He then alluded to 
the following cases lately seen in consulting practice. First, a patient 
whose husband was just recovering from erysipelas, and who died 
from an acute form of septiczemia three days after delivery ; a second 
case of puerperal fever where the patient’s throat was covered with 
diphtheritic deposit ; a third case in which well-marked scarlatina 
came on soon after delivery ; fourth, a case of puerperal fever in 
which the house was full of foul smells. In a fifth case the labour 
was completed rapidly before the doctor’s arrival ; phlegmasia of the 
broad ligament then occurred, followed by a rapid form of puerperal 
fever. A few days after the mother’s death the child was covered 
with the eruption of scarlatina. The sixth was a case of premature 
labour, brought on bya fright, which was followed by cellulitis. 
Seventh, came a series of cases in the practice of an old pupil, which 
originated in a case of erysipelas attended by him. Nine of his 
patients died, and every doctor called in carried about the infection, 
so that there were twenty deaths in all. The eighth case was that of 
a doctor who made an autopsy of a case of purulent peritonitis. 
Three puerperal patients attended by him died within the next week. 
In many of these cases there had been no offensive discharge what- 
ever. 

Dr. Grervis explained that he only regarded offensive discharges 
as one factor in the causation. 
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Mr. RepMunpD alluded to a case where quinine had been given in 
fifteen-grain doses night and morning. As to puerperal fever follow- 
ing oftensive discharges, it was seldom found to result from severe 
operations in midwifery. 

Dr. CHALMERS agreed with Dr. Braxton Hicks that a wider view 
must be taken of the causation of puerperal fever than that which was 
generally adopted. He instanced cases where sore throat in the 
nurse, a patient suffering from putrifying sores in the same house, 
infection conveyed by the attendant from other cases, &c., seemed 
to have been the exciting causes. The great difficulty we had to 
contend with among the lower orders was the ignorance about the 
ordinary laws of health, disregard of cleanliness, and gross prejudice 
in favour of filthy conditions. ‘The wonder was that so few died of 
puerperal diseases. Where recovery ensued it was ‘chiefly due to 
good nursing. 

Dr. BrunTON remarked that though he practised in the same 
neighbourhood, he had not met with any cases of puerperal fever in 
his own practice. | 

Dr. CHALMERS stated that he knew of several cases in the practice 
of other medical men in the neighbourhood. 

Dr. Hayes said he would not go so far as to say that puerperal 
fever, with a healthy lochial discharge, did not occur, but he thought 
such a thing to be extremely rare. It would not do to accept the 
nurse’s statement as to all being right, we must satisfy ourselves by 
investigation, and see that no offensive discharges were pent up in 
the uterus. Cases in point were briefly referred to. Regarding 
‘treatment, he saw little to support the notion that quinine, turpentine, 
carbolic acid, &c., exerted a specific action. He regarded the intra- 
uterine injection of disinfectants as most important where there was 
any fcetor of the lochia. 

Dr. Wynn WILLIAMS agreed with Dr. Hayes—in fact, they were 


the same views he (Dr. Williams) had expressed at the late discussion. - 


As to the source of infection in cases of septiczemia, the putrid dis- 
charges from sore throats and abscesses, and the foetid discharges 
from erysipelas, he believed to be the orngin of the septic poison ; 
but cases also occurred from decomposing débris in the uterus—a 
case in point being cited. As to the action of quinine in cases of 
septicaemia, he could not understand how it could have any specific 
effect. 
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OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, March 22nd, 1876. 


Professor Simpson, President, in the Chair. 


Professor Simpson exhibited two drawings which had been kindly 
sent by Mr. Harrison of Reading, illustrative respectively of Hzemor- 
rhage during Pregnancy, and Post-partum Heemorrhage. ‘The first 
sketch had been shown to the obstetrical section of the British 
Medical Association in August, when Mr. Harrison gave the following 
history of the case :—“ Mrs. M., aged thirty-six, was two months 
advanced in her ninth pregnancy, at the end of March, 1875, when 
she received a great shock from a relative dying suddenly in the 
house. Hemorrhage followed. It returned in April and in May. 
From the beginning of June to the time of her delivery, the heemor- 
rhage was off and on. It was worse at night; and on rising up, a 
rush of nearly colourless fluid took place; was never safe from that. 
She went on in this way, keeping her room, till 4th July, when some 
fibrinous masses, the size and thickness of a florin (decolorized clots) 
escaped, with relief to pain, from which she had been sutfering for 
some hours. Dark discharge alternated with watery, without clots, 
till 7th July, when a dead child of five months was born. There 
was no hemorrhage either before, during, or after the labour. The 
placenta was pale and soft. ‘The membranes, for the space of about 
two inches, were separated from the foetal surface of the placenta, 
and the rent was filled with some small clots of blood and fibrinous 
shreds.” 

The following were the notes of the sequel to this case, which 
Mr. Harrison had just sent, along with the second of the sketches :— 

““Convalescence was not satisfactory. The patient had weight, 
bearing down, and discharge, frequently coloured. Examination, 
14th August.—Uterus low down, enlarged, inclining too much 
backwards. Cervix swollen, and parts altogether fuller and more 
tender than usual; five weeks after confinement, subinvoluted. 
26th August.—A substance, the size of a walnut, was expelled, with 
considerable pain and hemorrhage. It was covered with fine 
fibrinous shreds and minute clots of blood. On washing it, a strong 
capsule was seen, with here and there on it a number of small, white 
(fatty ?) masses. On cutting it nearly through and reflecting the 
halves, a whitish nucleus was seen ; then a layer of blood, in coarse 
meshes, and then the capsule, as before described. The nuclevs 
appears to be a portion of placenta, enveloped by a clot of blood, 
which on the surface has become organized and slightly attached to 
the uterus. The presence of such a body in the uterine cavity would 
be, I think it will be admitted, quite sufficient to account for the un- 
satisfactory result of the examination on 14th August. Practically it 
will be useful to bear in mind that the expulsion of a semi-organized 
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clot, with a bit of placenta for a nucleus, and keeping up during its 
retention all sorts of inconveniences, is an event that may take place 
some weeks after a confinement. I have not seen a similar case. 
Since this occurrence, the convalescence of the patient has been 
uninterrupted.” 

He (Dr. Simpson) remarked upon the interest of this case as bearing 
upon the occurrence of hemorrhage both during pregnancy and after 
labour. With regard to the continuance of discharge and other 
symptoms of distress, from which the patient suffered after the labour 
more especially, he thought the case an excellent illustration of the 
necessity of securing the complete evacuation of the uterus, on which 
he had insisted in his communication to the Society at their last 
meeting. So long as there was a fragment of the placenta within the 
uterus, it kept up the symptoms described by Mr. Harrison ; from 
the time that its complete evacuation was effected, convalescence 
progressed satisfactorily. 


Professor SIMPSON read notes of a fatal case of Chorea Gravidarum, 
which appeared in this Journal, p. 80, and at the same time showed 
a preparation of the Uterus and Membranes of the Brain. 

Dr. UNDERHILL thanked Professor Simpson for his paper, and 
remarked that the case was both rare and interesting. 

Professor Simpson had brought the case under the notice of the 
Society because it was important to get as complete records as 
possible of a form of disease so comparatively rare. In the latest 
notice which he had seen in Schmidt’s Jahrbiicher, the total number 
o cases collected from all sources amounted only to some seventy- 
three. : 


Dr. SmiTH read the following Notes of a Case of Triplets. On 
Friday, roth March, I was called to see Mrs. Anderson, 20, Lauriston 
Street. On arrival, I found she had been safely delivered of triplets. 
There was a midwife in attendance. Mrs. Anderson is a short, thin 
woman, thirty-six years of age. She began to menstruate when fifteen 
years old. She was married in 1862. Previous to this occasion she had 
been seven times pregnant ; all the births were single. On 8th April 
last, she was delivered of a still-born male child at the full term. Its 
death she attributed to a fall shortly before its birth, On 15th May 
she menstruated for the last time, when she noticed that the dis- 
charge, instead of being scanty as usual, was excessive. The rapid 
increase of the abdominal tumour was early noticed. On Tuesday, 
26th October, when exhausted, she fainted, and when recovering felt 
for the first time foetal movements. The cracks in the skin of the 
abdomen were well-marked and numerous—a broad one extending 
from side to side being specially noticed, During the last weeks 
there was a median depression dividing the abdomen into two lateral 
enlargements. Up to the commencement of labour there had been 
no hemorrhage externally, and at no time was there any cedema of 
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the legs. On 5th March she began to have pains regularly. In the 
evening there was a discharge of some blood, which continued till 
after delivery. After this the foetal movements ceased to be felt in 
the left side, and were confined to the lower part of the right side. 
The pains continued at intervals. On the 9th, about 9 P.M., there 
was a discharge of liquor amnii, and again at g next morning a 
second flow. Of the children, the first survives, the second was de- 
composed, the third seemed quite recently dead. The breech of the 
surviving child presented first. It was born at 1.45 P.M. on roth 
March. ‘The decomposed child presented next with its head, and 
was expelled at 2.5, the membranes being entire. The third child 
presented its head also, and was born at 2.20, the membranes in this 
case likewise being unruptured. Its birth was followed immediately 
by the expulsion of the double placenta of the two last born. This 
in turn was followed by the single placenta of the first child—one 
pain expelling the third child and the placente. All the children 
were males. The third child was fully developed. Its abdomen 
was swollen and hard. The second child appeared to have been 
dead some time (probably about two weeks). Its scalp was flaccid, 
and seemed to contain little else than the cranial bones. The first, 
which survives, is a healthy child. At birth there was an ecchymosed 
patch over the left buttock. A few days after delivery there was 
some cedema over the pubes and in the left leg, probably owing to 
irritation of the umbilicus. On examining the secundines, the foetus 
first to present was found to have had a separate placenta, which 
was small, being about five inches in diameter. Each of the other 
foetuses had a separate chorion and amnion, which were attached to 
a common placenta. There was no trace of a division on the 
maternal surface of the placenta. There were the remains of several 
extravasations in the substance of the part of the placenta to which 
the decomposed foetus was attached. Her mother’s sister had once 
twins, but that is the only known instance of a plural birth among 
all the relations of her family. 

Dr. Dickson remarked that he had lately had a case of triplets in 
a fourth confinement. ‘Two of the children lived. 

Professor Stimpson mentioned that within the last two months in 
Edinburgh three cases of triplets had occurred. 





The Structure of a True Mucous Polypus of the Cervix. 
By Dr. C. E. UNDERHILL, 


This tumour was removed from Mrs. N., aged sixty-four, by Dr.. 
' Matthews Duncan. ‘The patient, who had ceased to menstruate for 
many years, began one and a half years ago to suffer from floodings 
which recurred at irregular intervals ; they were sometimes attended 
by severe pain in the lower part of the abdomen and loins. On exa- 
mination of the vagina, there was found, about two inches from its 
orifice, a flat elevaied surface about as big as a shilling, which was 
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smooth to the touch, but had the appearance of being corrugated 
and superficially ulcerated when seen through the speculum. Hang- 
ing from the os uteri were several small mucous polypi, too small to 
be removed as such, except one which was about the size of a horse- 
bean ; they were cut away with the scissors, and tne large one was 
hardened in absolute alcohol and examined ; it measured half an inch 
in length, and about the same in circumference. It was of moderately 
dense consistence, and some tenacious mucus adhered pretty firmly 
to it. The operation was attended by little or no hemorrhage. 

On making a section of the little tumour, nearly one-third of the 
area of the section was occupied by a cavity containing mucus ; 
this was the only cavity visible to the naked eye at first, but on 
dividing it through the middle three or four smaller cavities came 
into view. Under a low power of the microscope, the uniform 
appearance of the surface was strikingly broken by a number of irre- 
gularly-shaped spaces, some large, some small, which were lined by a 
transparent uncoloured epithelium of large size ; at the base of the 
transparent epithelial layer, and separating it fiom the general struc- 
ture, was a narrower layer of tissue, which was much more deeply 
stained with carmine than any other part of the section. ‘This layer: 
alone surrounded the large cavity first mentioned, and had there no 
layer of transparent epithelium on its surface. The external surface 
of the section presented a somewhat papillary character, the papille 
being covered with cells of larger size than make up the bulk of the 
tissue ; indeed, they can be differentiated as separated cells, with a 
power of about eighty diameters. Numerous bloodvessels stuffed 
with a brown mass can be seen lying most plentifully near the junc- 
tion of the papillary epithelial covering with the rest of the tissue ; 
they are not, however, confined to this part. 

Under a higher power, 300 diameters, the stroma of the tumour is 
seen to be composed of connective tissue, with great numbers of 
very small round and fusiform cells in its meshes ; a few bundles of 
fibrous tissue are interspersed here and there, especially in the neigh- ° 
bourhood of the glandular spaces. ‘These spaces are now seen to be 
lined with a thick layer of long narrow transparent cells, having an - 
oblong appearance in profile, being, however, rather broader at the 
base than at the apex, and exhibiting a very perfect regularity in 
shape and size. ‘These cells can be seen in some of the sections to 
bear cilia upon their surface. In places where the sections are cut 
transversely and obliquely, these cells are observed to have an hexa- 
gonal outline or section, the mass of them presenting just the appear- 
ance of a honeycomb seen from above. No nuclei are to be found 
in the transparent part of the cells. At their outer or attached ex-. 
tremity, these cells are united with the very deeply tinted layer spoken 
of above, which can now be made out to consist of rounded and cup- ~ 
shaped nuclei, one of these belonging apparently to each transparent 
cell. . The large cavity is lined by these nuclei only ; the transparent — 
epithelium, which doubtless formed part of. its wall originally, having - 
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been shed.. The external surface presents a layer of papillze, closely 
packed together, but distinctly recognisable. ‘They are made up of 
large cells of a rounded but irregular shape, and do not appear to 
have any bloodvessels passing into their interior.. In some parts of 
the surface these cells are more distinct, and present the characters of 
pavement epithelium, having a large and distinct nucleus. The 
bloodvessels of the tumour are most numerous near the junction of 
the papillary covering with the rest of the growth, where they are 
seen to be dilated, and are distended with blood-corpuscles. To- 
wards the centre of the growth are. several blood cavities of con- 
siderable size, which are surrounded by a thick layer of fibrous tissue. 

This tumour appears to be a true mucous polypus—z.e., to be 

‘made up of the elements of the mucous membrane of the part from 
which it springs, with the glandular element largely developed—and 
is to be classed as an adenoma simplex ; the cavities lined by trans- 
parent epithelium are the mucous follicles of the cervix, with a 
greatly exaggerated epithelial lining. In the largest cavities, it is to 
be noticed, the transparent part of the epithelium is shed, while the 
outer or nuclear—.e., the young and growing—part of it remains be- 
hind. The general impression given by these follicles is, that they 
are lined by a vast number of hollow cylinders, very greatly resem- 
bling the ‘cells of a honeycomb in:appearance, which continue to 
secrete mucus until a point of great ‘distension is reached, when they 
are unable to continue their function,and are shed into the mucus, 
perhaps to be replaced by a fresh crop from the nucleated portion 
which is left behind. 

The structure of this polypus bears a considerable resemblance to 
the first one which I described at the last meeting, but in that there 
was a much greater development of the fibrous element in compari- 
son with the glandular ; it was altogether of greater density, and I 
think might be classed as a fibro-adenoma. In that tumour too the 
papillary layer on the surface was of a much more exaggerated form, 
and the papillz contained distinct bloodvessels. It is worthy of no- 

tice that the age of the patients, from whom these polypi were re- 

moved, was an advanced one; the first two were over seventy, and 
the last one was sixty-four. It is remarked by Montgomery,* that 

“these small polypi of the os uteri occurring in women of advanced 

age, especially if they are of the vesicular kind, are often the pre- 
cursors of a malignant form of disease.” In one of the cases 
mentioned at last meeting, the disease was undoubtedly malignant ; 
and it is probable that in the patient from whom the mucous polypus 
I have just described was removed, the: disease will turn out to be of 
a malignant character. 





* © Dublin Journal of Medicine,” August, 1846. . 

+ The patient returned to her home a few days after the operation, and died 
suddenly shortly afterwards with the symptoms of internal hemorrhage. There 
was no autopsy. 
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Professor Simpson thought the Society indebted to Dr. Underhill. 
for bringing before them such a careful anatomical description of 
these mucous polypi. They were very common. With regard to 
their connexion with other forms of disease, he had frequently 
observed them existing as a complication in cases of fibrous tumour. 
In these cases they often gave rise to serious bleeding, which was 
at once stopped by their removal. In the same way they were found 
to exist as a complication in cases of malignant disease. He had 
lately had two cases in elderly females in which there was great 
flooding arising from the presence of mucous polypi. In the first 
case he found the polypus pointing through the os externum, and 
removed it by the écraseur: in the second case, that of a widow, the 
lady, although seventy years of age, still thought she was menstruating. - 
In both these cases the heemorrhage had been irregular, and in the 
first the bleeding was very profuse. She had been quite free from 
heemorrhage, however, since the removal of the polypus, which grew, 
as most of them do, from the interior of the cervix, and was of the 
size of a large gooseberry. 

Dr. UNDERHILL, in reply, stated that he had found great differences 
in the structure of these polypi, and many further observations were 
yet required to elucidate the pathological peculiarities of the different 
varieties. 


OBSTETRICAL SOCIETY, OF DU BLEN: 


Meeting, March 11th, 1876. 
LomBE ATTHILL, M.D., President, in the Chair. 


Some Cases of Retained Ovum. 
By FLEETWOOD CHURCHILL, M.D., M.R.ILA. 


In January, 1875, Dr. M‘Clintock published a valuable paper on 
this subject, which he had previously read to the Obstetrical Society. 
He entered so fully into the question that he anticipated most of 
what I might have felt it my duty to say. I can confirm, from my 
own experience, what he then stated ; and in so saying, I may spare 
the Society a repetition, and confine myself to the relation of a few 
of the cases which occurred in my own practice. 


Case I.—Mrs. R. consulted me many years ago for a recurrent 
bleeding from the womb, which, though never excessive, had annoyed 
her for some time. 

She told me that she had miscarried three months before, and of 
this she had no doubt. There were no symptoms of pregnancy, no 
enlargement, of the breasts, no morning sickness, and no tumour to 
be felt above or behind the pubis. Under these circumstances I 
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thought that it might be simple irregularity from congestion, which so 
often follows miscarriage. 

As the discharge was going on when I saw her, I prescribed some 
ergot of rye, and the next day I found it had brought away the shell 
of an ovum, the foetus being absent, The lady recovered at once, 
and had several children afterwards. 


Case II.—Mrs. M., who had previously had several children, and 
suffered from chronic endo-metritis, missed two or three periods, and 
believed herself pregnant. A short time afterwards, however, she 
told me that her changes had recurred, and they continued to return, 
though irregularly, for some time. Somewhere about six months after 
the first stoppage I saw her, and could find *no sign of pregnancy, 
neither morning sickness nor areolar development, nor glandular 
enlargement of the breast. There was clearly enlargement of the 
uterus, as it could be felt above the pubis, but whether from con- 
taining something or from general enlargement I could not make 
out. There was neither the foetal heart to be heard nor the placental . 
souffle. | 

Although the lady maintained that she was not pregnant, I thought 
it worth while to try the ergot, and was greatly gratified when I found 
the next day that she had expelled a macerated ovum with a fcetus of 
near three months, which must have been retained between two and 
three months after its death. Let me add that neither the discharges 
nor the ovum had any fcetor. | 


Case III.—Mrs. A. came up from the country to consult me about 
an irregular discharge from which she had suffered three months, 
She had previously had several children, and did not believe herself 
to be pregnant. As there had been no suspension of menstruation, 
and as there was no symptom of pregnancy, I thought it might be an 
ordinary case of menorrhagia, more especially as I found the os uteri 
wide open and granular. I therefore passed the sound, which entered 
four inches, but neither blood nor watery discharge followed. 

In the evening she sent for me on account of severe pain—uterine 
apparently—for which I prescribed a full opiate. 

On calling the next morning I found a macerated ovum of two. 
months, which had been expelled during the night. 


* 

CasE IV.—Mrs. P., mother of three or four children, consulted me 
for menorrhagia, from which she had suffered for some months. It 
recurred each month, and was very profuse, of which her pallid face 
was evidence. She told me that she had miscarried a good while (I 
do not remember the exact time) before, but was very positive that 
she was not then pregnant. Nor had she any symptoms thereof. I 
found the uterus enlarged, with a wide open granular os, and other 
evidences of endo-mettitis, for which I treated her. 

This went on for two or three weeks, when one night the flooding 
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became so alarming that she, sent for Dr. Pollock, who lived near. 
He plugged the vagina and ordered the usual remedies, and the next 
day we found her without pain, but blanched. The hzmorrhage, 
however, was arrested. It recurred subsequently, but less violently, 
and we determined to give ergot, in order that, if the cavity of the 
uterus contained anything, it might be expelled. 

Early the next morning, when Dr. Pollock made an examination, 
he found a substance protruding through the os, and with some 


difficulty he removed it. It proved to bea macerated ovum of about — 


three months, much condensed. She was some months in recovering 
from the loss of blood. 


Case V.—In March, ‘1872, Dr. Frazer, 4oth Regiment, asked me 
to visit a patient with him who was suffering from some enlargement 


of the womb. She was a young woman, about twenty-two years of — 


age, had previovsly enjoyed good health, was the mother of several 
children, the last of whom she had weaned in January. 

From the previous December (1871) she had been troubled with 
uterine discharge of a pale red colour, stopping at intervals, and 
recurring, but regularly. She refused to believe that she could be 
pregnant, as the discharge commenced in December, and she did not 
wean her baby until February, and the mi!k had not failed. In 
March she discovered a tumour above the pubis. I found her free 
from pain, but weakened by the repeated discharges. At the moment 
she was free from discharge. There were no symptoms of pregnancy, 
nor could I make out any ground for believing her so. I found the 
uterus reaching midway between the pubis and umbilicus, without 
tenderness or great hardness. Internally, I found the vagina relaxed, 
the uterus bellying out above aes cervix, the os wide open, as in endo- 
metritis. 

As she had had several childent and was familiar with the symptoms 
of pregnancy, yet declared herself not pregnant, and as I could detect 
no such evidences, I felt myself at liberty to use the uterine sound. 


It passed five inches into the uterine cavity, gave no pain, and was 


followed by no discharge of any kind. So far I was inclined to 


consider the case one of polypus, or fibroid or interstitial enlargement, 
and I proposed a further examination in two days, and, if necessary, 


the use of tangle tents. 

Two days afterwards I received a note from Dr. F., commencing :— 
“Our patient has sold us somewhat. She had violent pains last 
night, and expelled a macerated foetus” of about four months. There 


‘ i 
\t. eke “er 


was a good deal of hemorrhage, and some difficulty in removing the — 


placenta. She had a slight feverish attack, but recovered well. 


CasE VI.—In 1872 a lady, aged forty- eight, came up from the 


country to consult me about a tumour she had detected in the lower 
part of the abdomen between the pubis and umbilicus. 


_[t was firm though not hard, and had the shape of the uterus, but 


- 
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was very moveable. With the stethoscope I could detect neither 
foetal heart nor placental souffle. A bi-manual examination showed 
it to be the uterus. There was no change in the breasts or nipples. 
She had had fourteen children, and did not believe that she was 
pregnant. Some six months before, menstruation had stopped for 
two or three months, which she supposed was preparatory to its 
ceasing altogether. It did, however, return slightly and irregularly. 

Not being quite satisfied, I postponed for a day or two making an 
examination with the sound, but that very evening I was sent forina 
hurry, and found a macerated foetus of four months, with its placenta, 
lying in the bed. In this case only, of all the six cases, the mem- 
branes had not been ruptured until the foetus was expelled. 

I have related these six cases as examples of cases not very un-. 
frequently met with. ‘They are not all I have seen, but of others I 
have no notes. I have no means of computing the comparative 
frequency of such instances. . 

I quite agree with Dr. M‘Clintock in the. difficuty of the diagnosis, 
not merely because, as in all my cases, there is an absence of the 
ordinary symptoms of pregnancy, but because of circumstances which 
are decidedly misleading—e.g., the lady telling us that she has mis- 
carried some time before, or that she is “‘ regular,” or certain that she 
is not pregnant. Although the lattér assertion only carries weight in 
the case of separation of husband and wife, yet in the case ofa 
woman who has had many children it cannot be quite overlooked, 
and most certainly tends to confuse our diagnosis. In one or two 
cases I was either thus misled or off my guard, and was quite taken 
aback when the foetus was expelled; but in others, where I was 
quite prepared for the possibility of a retained ovum, I could find no 
symptom on which to ground such a conclusion. 

I am -very much inclined to think that we are justified, on the 
ground of diagnosis, in adopting what I believe to be the best method 
of treatment—viz., the introduction cf the sound and the exhibition 
of ergot. In such cases as those I have related, where the usual 
symptoms are absent, or where, having existed, they have ceased for 
some months, we may be pretty sure that the foetus is dead, and con- 
sequently we shall not be interfering unadvisedly with gestation by 
employing such means as may cause the uterus to contract. If the 
uterus contain nothing, but is enlarged from other causes, the ergot 
and sound will do no harm, nor interfere with such other treatment 
as may be necessary. 

As Dr. M‘Clintock has observed, when the ovum is macerated or 
putrid there is rarely any hemorrhage. One of my cases was an 
exception, and she was the only one whose recovery was slow. All, 
however, did recover. 

I am sorry that in none can I fix with any accuracy the duration 
of the retention. In all but one the membranes had been ruptured 
long before expulsion, but in none was there any fcetor of the dis- 
charges. ey 

T 2 
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The PRESIDENT had had a very interesting case of the kind under 
his observation, in which the ovum was retained for eleven months, 
and in that case the prominent symptom was the total suppression of 
menstruation. After being pregnant some eight or ten weeks, the patient 
met with a slight accident, and had an attack of hemorrhage, followed 
by severe pain. Subsequently the discharge ceased, and for the 
succeeding nine months there was no return whatever of the men- 
strual discharge, nor any sanguineous discharge whatsoever, but her 
general health continued good. She was kept in hospital, and the 
examination which was made seemed sufficient to excite uterine 
action, and in the course of twenty-four hours she expelled a mole. 
He had also a case in which a lady, after five months’ pregnancy, 
retained a dead foetus for more than three months. 

Dr. M‘Ciinrock said the cases were very perplexing in practice, 
and caused a great deal of anxiety to the patient and her friends, and 
the negative course that the medical man was often obliged to pursue 
was rather trying and difficult. Dr. Churchill seemed to have been 
very fortunate in the treatment of his cases, that he was enabled to 
accomplish the expulsion of the ovum by the use of the sound, and 
the administration of ergot of rye, for cases were occasionally met 
with where such mild measures as these were quite insufficient to 
effect the emptying of the uterus, and, of course, until that be done, 
and any remains of the ovum removed, the woman was liable to 
hemorrhage. He believed, however, that cases would be occa- 
sionally met with where those measures would completely fail. The 
use of plugging very often had a beneficial effect in bringing about 
expulsive action in the uterus. A man would, however, hesitate 
before employing the plug as long as there was any possibility of 
preserving the ovum, for it was almost certainly followed by expulsive 
action of the uterus. 

Dr. Kipp said a case of the kind had lately come under his 
observation which illustrated the difficulty which Dr. M‘Clintock had 
spoken of as to the position in which the medical man was placed, 
for he believed he was very frequently likely to be considered as not 
knowing what he was about—in fact, in some instances, not to under- 
stand the case at all. Some time ago a lady came to Dublin who 
had been in India, occupying a very prominent position there, and 
soon after coming to Dublin she had some hemorrhage from the 
uterus. He was sent for, and gave it as his opinion that she was 
threatened with a miscarriage. However, she would not believe she 
was pregnant at all, and after undergoing a very careful examination, 
he reiterated his opinion that she was threatened with miscarriage, 
and that she was pregnant. She had, however, passed the period 
when quickening would have occurred. She had had _ several 
children ; more than five months had passed since her previous 
menstruation, and the uterus, she said, had ceased to grow, for she 
maintained it was a tumour. He could not hear any sound in the 
tumour, and the breasts did not exhibit the plain indications of 
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pregnancy. When he examined the uterus he was quite able to 
ascertain that the tumour was a uterine one. Then the os uteri had 
the peculiar soft pulpy feel that the os uteri had in cases of preg- 
nancy, but as far as his experience went, it never had in cases.of 
uterine tumour. That lady had repeated attacks of hemorrhage, 
and he watched the case for some time. One day, however, the 
lady’s discontent arrived at such a pitch that she sent for Dr. M‘Clin- 
tock, but he refused to see her when he learned that he (Dr. Kidd) 
had charge of the case. She then went to London, and consulted 
one of the most eminent obstetricians there, but he (Dr. Kidd) be- 
lieved the gentleman was led away by the statements of the lady, for 
he sent her to Kreuznach to get rid of the tumour, which, however, 
proved to be a four months’ foetus. He believed that, in the first 
instance, it was best to express only qualified opinions in such cases, 
and always assume that the patient was pregnant, but not adopt any 
expedient to insure the expulsion of the child until we had indis- 
putable evidence of its death. 

Dr, DENuHam said he thought that their attention ought to be 
directed to the importance of preserving the life of the mother. He 
thought in cases of retained ovum in which there had been repeated 
hemorrhages it was scarcely worth their trouble to preserve the 
ovum. In two of the six cases mentioned ergot seemed to have had 
a magic effect, and to have brought about immediate relief. His 
experience of the use of ergot was by no means commensurate with 
those facts. He had used it again and again without really much 
effect. If they came to the conclusion that active measures must be 
taken, he had no hesitation in saying that they should apply the 
sound, which he thought was better than the exhibition of ergot. 

The PresIpENT would like to confirm what had been said by 
Dr. Denham with regard to the inefficiency of ergot in such cases as 
those of retained ovum. He believed in its effect in arresting 
hemorrhage, but it did not necessarily expel the ovum, and he 
believed it had no effect in doing so. He had recently had a patient 
who had previously had three miscarriages, and who was, for the 
fourth time, suffering from well-marked symptoms of abortion in the 
third month of her pregnancy. In her case he administered ergot for 
three weeks, and the result was that the hemorrhage and pain ceased, 
and she went on to her full time. 





A Case of Complicated Labour, in which Collapse from Post-partum 
Hemorrhage was treated successfully by the Subcutaneous Injection of 
Lther. 

By A. V. MAcan, M.B. 

In reading the works of the older writers on midwifery, it has often 
occurred to me that cases of serious post-partum hemorrhage were 
much more common in the “ good old days” than they are at present. 
This, if true, is probably due to the increased attention now paid to 
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the preventive treatment of post-partum hzmorrhage, an able paper 
on which subject was read before this Society in December, 1873, by 
Dr. M‘Clintock. Still post-partum heemorrhage will now and then 
occur, no matter what care is taken or skill exercised to avert it; and 
though by the free use of brandy and the timely injection of the 
perchloride of iron we can generally prevent the occurrence of 
syncope, still, should it occur, the administration of brandy becomes 
not only useless, but positively injurious, and unless we can by other 
means rouse the patient from unconsciousness, death usually soon 
renders any further interference unnecessary. 

In such cases Professor V. Hecker, of Munich, has used the sub- 
cutaneous injection of ether with marked success, and recommends 
it strongly to the profession. The importance of the subject, the 
respect due to such a high authority, and the fact that cases in which 
this treatment can be put to the test happen but rarely in the 
practice of any one individual, must be my excuse for bringing a 
single case, and that perhaps an exceptionally favourable one, under 
the notice of this Society, without waiting to see whether further 
experience would, or would not, confirm the results obtained in this 
instance. 

At 8 p.m. on December znd, 1875, I was requested by Mr. Kil- 
bride, then one of the intern pupils of the Rotunda Hospital, to visit 
a case of tedious face presentation, at 22, Temple Bar, off Fleet Street. 
The history of the case, as communicated to me by him, was as 
follows :— 


CasE.—Mary Ellis, aged thirty-three, eleventh pregnancy. Has had 
four children at the full time, followed by four miscarriages, which 
caused her to seek medical advice. As well as could be gathered 
from her account, she was suffering from ulceration of the os. Six 
months after she was cured she again became pregnant, and the child, 
which she carried to the full time, is now about two years old. 

She enjoyed good health during the present pregnancy till within 
nine weeks of her full time, when she began to complain of a gnawing 
pain in the lumbar and hypochondriac regions. This was accom- 
panied with great irritability of stomach, and a marked decrease in 
the amount of urine secreted—the abdomen being very much larger 
than in any of her former pregnancies. 

Her labour commenced on December 1st, about 7 P.M., the first 
stage being very long and tedious, the uterus being greatly over- 
distended by hydrops amnii. At noon on the second, the os being 
nearly fully dilated, and the labour almost at a stand-still, the 
membranes were ruptured by Mr. Kilbride, and two gallons or more 
of liquor amnii allowed to escape. ‘This gave great relief, though at 
first she felt a little faint. The uterus, however, remained in a state 
of complete inertia from that time till 8 o’clock p.M., though all the 
ordinary means, such as change of position, walking about, and a 
stimulating enema, were used to excite it to contract. It was on 





ce. 
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account of the uterine inertia that I was requested to see her, no 
serious difficulty being anticipated from the unusual presentation. 
However, when I arrived at about 8 o’clock she was up and walking 
about, being very cheery about herself, for the bearing-down pains 
had just commenced, and she said she was never very long once they 
had set in in earnest. | 

On making a vaginal examination, the first parts that met the finger 
were the eyelids, which seemed unusually swollen. This did not 
astonish me much, as it was now eight hours since the membranes 
had been ruptured. On passing the finger backwards and towards 
the right side, I was able to recognise a very small nose, but I could 
not make out either the mouth or chin. I thought, therefore, it 
must be a case of brow presentation; but on passing the finger 
forwards and to the left in search of the anterior fontanelle, my finger 
came on a pulpy mass, which I at the time took for the caput succe- 
daneum. On passing the finger between this and the pubes I almost 
at once came on an ear, which felt flatter and thicker than usual. 
Just behind the ear was a large bony projection, which felt like an 
elbow ; and on passing the finger still further towards the left 
acetabulum, I felt the foetus give a most violent kick. This move- 
ment of the foetus was so marked that it had been noticed by almost 
every gentleman who examined the case. On passing the finger 
further round the presentation, it almost at once encountered the 
other ear, which was also thicker and flatter than usual. I now 
endeavoured to pass my fingers up at the sides, but they impinged 
against an irregular mass, the several component parts of which I 
could not recognise. The above peculiarities were so well marked 
that I was at once able to say I had never felt anything similar before ; 
but it was not till after some thought that I came to the conclusion 
that the face of an anencephalous foetus was presenting. ‘This idea, 
when once entertained, was strengthened by the fact of there having 
been hydrops amnii, which showed that the ovum was to a certain 
extent unhealthy. 

As the question of diagnosis would be very important, if from any 
cause we were called upon to deliver artificially, it may be well briefly 
to recapitulate the points on which it was principally founded. The 
most striking of all was the peculiar feel of the mastoid processes ; 
next to this came the shape of the ears and the short distance between 
them ; and lastly, the violent movements of the foetus when the finger 
was passed from one mastoid process to the other, which was caused 
by irritation of the exposed portion of the medulla oblongata. By 
this symptom alone Tarnier has been able to diagnose the deformity 
even before the rupture of the membranes. If to these be added the 
hydrops amnii, a condition usually accompanying this deformity, no 
doubt can remain as to the nature of the case. 

In the present instance, as there was no indication for immediate 
delivery, and as uterine action was getting stronger, I left the case in 
charge of Mr. Kilbride, giving directions to be sent for in two hours 
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if the labour had not made good progress. At eleven o’clock P.M. a 
messenger arrived to say that the child had been born at about half 
past ten, and that its birth had been followed by uterine inertia, with 
its usual concomitants— post-partum hemorrhage and retained 
placenta. On my arrival at 11.20 P.M. I found the woman with all 
the symptoms of severe post-partum hemorrhage, her pulse being 
140, and scarcely perceptible. On making inquiries I was told that 
a large quantity of blood—more than a pint—had escaped imme- 
diately after the birth of the child, and that since that time, which 
was about an hour, large clots had been expelled at intervals, though 
every means had been used to excite contraction. 

On placing my hand over the abdomen I found the uterus large, 
soft, and flabby, and reaching fully to the umbilicus. On making 
firm pressure over the fundus some clots were expelled, but the 
placenta did not move in the least. ‘Taking all the circumstances of 
the case into consideration, I thought it would be best to remove the 
placenta at once—an operation which, in the relaxed condition of the 
parts, did not seem likely to prove difficult. Two or three times, 
however, I thought my hand in the uterus had reached the fundus, 
and attempted to withdraw the placenta, only to find that it was still 
caught higher up. This, I think, was owing to the counter-pressure. 
exerted by the left hand over the uterus causing partial inversion of 
the relaxed and flabby walls. . Once also I heard air plainly pass into 
the vagina as the arm was partially withdrawn. As soon as the hand 
in the uterus had really reached the fundus, there was no difficulty 
in removing the placenta; and so little blood escaped after its 
removal that I thought it unnecessary to inject the perchloride of 
iron which was ready at hand. The uterus, however, was still very 
large, and on making firm pressure over the abdomen, air was plainly 
heard escaping from the vulva ; and on making a vaginal examination, 
it seemed to me as if there was actually an empty space or hollow 
within the uterus. During all this time brandy had been freely 
administered, and when the woman was bound, I gave her a draught 
containing forty-five minims of tincture of opium, and a drachm of 
chloric ether, in an ounce of brandy. This she swallowed with difficulty, 
and her state was so critical that I determined to try the effect of the 
subcutaneous injection of ether. Unfortunately I had no ether with 
me, and when I returned with it in about half an hour, the woman’s 
condition had become very much worse. She was then quite insen- 
sible, deadly pale, and pulseless, with fixed eyes, dilated pupils, 
clammy face and extremities, and short and superficial respiration. 
On examining the vulva, I found there was a thin streak of blood 
flowing over the thigh, and as it was obvious that if the smallest 
quantity more blood were lost the patient must die, I determined to 
combine the injection of the perchloride of iron into the uterus with 
the subcutaneous injection of ether. - Having, therefore, grasped a 
fold of the skin covering the abdomen, I injected two syringetuls, or 
about 3ss, of ether well into the subcutaneous cellular tissue, and 
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then injected about six ounces of the usual solution of iron into the 
uterus. Before I had finished injecting the iron the pulse returned 
at the wrist, and, emboldened by this, I injected a third syringeful of 
ether close to the former one. The effect produced was most 
marked, the woman soon turning of her own accord over on her side, 
and declaring, when asked how she was, that she felt much better. 
The change was so sudden and so great that every one in the room 
was satisfied it was produced by the ether. Shortly afterwards the 
woman vomited, and though reaction was a long time before it was 
established, the woman improved so much that I felt justified in 
again leaving the woman in charge of Mr. Kilbride, whom I have to 
thank for his great care and attention of the case throughout. 

I need not trouble you with the history of the woman’s conva- 
lescence, which went on uninterruptedly. She was carefully syringed 
every day with Condy’s solution and warm water, until the discharge, 
which was at first very offensive, became natural ; and on the twelfth 
day she was able to sit up, though still very weak and anzemic. 

There are, I think, some points in this case besides the effect of 
the ether which are worthy of notice. The first is the etiology of the 
deformity. ‘This Professor Rudolphi, of Berlin, has proved by a 
collection of specimens to be intimately connected with hydroce- 
phalus, the pressure first causing atrophy of the brain and subse- 
quently forcible separation and absorption of the cranial bones. 
This accounts also, [ think, for the hydrops amnii which so frequently 
accompanies the deformity. 

The second point of interest is as to the nature of the interference, 
should artificial delivery become necessary. ‘Turning is, of course, 
the first treatment that occurs to one, but it may often be avoided, 
either by passing the hand in and grasping the small head, and thus 
extracting ; or by hooking the finger into the mouth; or, lastly, by 
bringing down one or both arms, and extracting by them. . 

The fact that when the uterus is very large and the walls very 
relaxed, pressure outside may tend to confuse the hand inside, by 
causing partial inversion, is, I think, deserving of attention, as also 
the apparent hollow left in the uterus after the removal of the placenta, 
which was not accompanied with hemorrhage, and which may have 
caused or been caused by the entry of air, already noticed. With 
regard to the subcutaneous injection of ether, there are one or two 
things which require further explanation. The first is the quantity 
to be used. This depends entirely on the patient’s pulse. Professor 
Hecker frequently injects fifteen syringefuls (about Ziv) from three 
to five at a time, at short intervals. The injection may require to be 
repeated, as the effect is very transitory. The part most suitable is 
the loose abdominal walls, but the gluteal region is easier got at if the 
woman has on a binder. The only thing to be attended to in making 
the injection is to pass the syringe deep enough; if you fail to do 
this, you will probably have troublesome abscess. Professor v. Hecker 
has never seen an abscess formed at the seat of the injection. The 
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injection itself is rather painful, but this is of little moment if his 
statement be true, that it will in many cases render transfusion 
unnecessary ; even if not quite so efficacious, it is at all events free 
from danger, and can be carried out without any assistance or com- 
plicated apparatus. Its use need not at all be confined to cases of 
post-partum hemorrhage, I have myself since used it in accidental 
hemorrhage, where it enabled me to deliver at once, though the 
patient had been pulseless for more than an hour. I have also used 
it in puerperal fever, but without permanent benefit, though the pulse, 
which could not be felt before the injection, returned almost imme- 
diately ; also in a case of rupture of the uterus, where, I think, it 
prolonged life. You yourself, Mr. President, have, I think, used it 
successfully in a case of placenta preevia. 

In surgical practice it was used long ago by Dr. Bennett for 
collapse in a case of strangulated hernia, and Mr. Croly has lately 
used it in a similar case—with what result I do not exactly know. 

Professor Winckle, of Dresden, has used it with great success in a 
case of pulmonary embolism following confinement, where it com- 
pletely relieved the intense dyspnoea. 

There is, I think, little doubt that this treatment is deserving of 
our careful consideration, though only a more extended trial by 
different and unprejudiced observers can finally determine its exact 
therapeutic value. 


The PRESIDENT had recently been asked to visit a case of placenta 
previa. On his arrival he found the patient pulseless—in fact, she 
appeared to be moribund. The vagina had been promptly plugged, 
but the hemorrhage previously had been very great. She had got 
out of bed early in the night to pass water, and while she was in the 
act of doing so profuse hemorrhage set in. A large chamber utensil 
was two-thirds filled with blood, and the bed was saturated. Brandy 
had been given freely, but she had vomited it as rapidly as it was 
taken. He decided on trying the treatment suggested by Dr. Macan, 
and injected two syringefuls, or about a drachm, of ether. Ina short 
time he was able to leave the patient, and next morning he delivered 
a dead foetus by version. She recovered without any bad symptom. 
In ether they had a stimulant which could be given hypodermically, 
safely and efficiently, when the condition of the stomach rendered it 
impossible to give stimulants in ahy other way. Within ten minutes 
after the injection they could smell the ether in the patient’s breath. 

Dr. Witson hoped that the new mode of treatment recommended 
_ by Dr. Macan would be extensively published as one adopted by 
the Irish school of surgery. 

Dr. M‘CuinTock thought that the treatment adopted was a valuable 
acquisition to our resources, and possessed several advantages over 
transfusion. He thought it might be useful in cases of chloroform 
poisoning. 


267 


ROYAL MEDICAL AND CHIRURGICAL SOCIETY. 
Meeting, April 25th, 1876. 


Sir James Pace, Bart., D.C.L., LL.D., F.R.S., President, 
in the Chair. 


_ Case of Intermitting Hydronephrosis, with some Remarks on Hydro- 
nephrosis as a Cause of Abdominal Tumours. 


By HENRY Morris, M.A., M.B., F.R.C.S. 


SINCE its introduction by Rayer in 1841, the name hydronephrosis 
has been used to signify distension of the pelvis of the kidney, or 
pelvis and ureter, by retained urine. ‘The term “intermitting hydro- 
nephrosis” is here employed to express-in a clinical sense an inter- 
mitting abdominal tumour due to the occasional accumulation 
(and subsequent escape) of urine in the pelvis of the kidney, 
or in the ureter and pelvis of the kidney. It is not intended 
to refer to the pathological condition, as seen in the post- 
mortem room only. A case is then described of a woman, aged 
sixty-six, who for several years had suffered from a villous cancer of 
the bladder, and who towards the end of her illness had an inter- 
mitting tumour, sometimes the size of the head of a smail fcetus, in 
the right hypochondriac and lumbar regions. This tumour, which 
was sometimes very evident, was at other times quite undiscoverable. 
Its presence was associated with pain, vomiting, and constipation, 
and it arose from the distension of the pelvis of an hypertrophied 
kidney from obstruction at the vesical end of the ureter. The case 
was, briefly, one of double hydronephrosis, with an evident abdominal 
tumour on one side, caused by the presence of villous disease of the 
bladder. It is believed to be the only instance in which the one 
condition was the result of the other, for although another case has 
been recorded by Rayer in which the two pathological states co- 
existed, yet in that case the hydronephrosis was caused by a calculus 
at the lower end of one ureter. Some explanation is then given of 
the occurrence of an abdominal tumour in some cases of hydro- 
nephrosis and not in others ; and it is suggested that in those cases,’ 
on the one hand, where a tumour is formed, it will always be found 
that the obstruction has been both sudden and complete to the flow 
of urine from a kidney in its full functions ; or else that after one kid- 
ney has been damaged by disease and the other has undergone com- 
pensatory hypertrophy, some obstacle has arisen to the flow of urine 
from the hypertrophied organ. Instances of the first kind arise from 
the impaction of a calculus in the ureter; the case reported by the 
author is one of the second kind. On the other hand, where the 
obstruction is slight at first, and only gradually increases, there is a 
continual resistance rather than an actual impediment to the flow of 
urine, so that the secreting structure becomes destroyed pare passu 
with the distension of the pelvis of the kidney, and death occurs 
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before the dilatation is sufficient to cause a tumour. In stricture of 
the urethra, and in most cases of uterine disease (the most frequent 
causes of hydronephrosis), this resistance is opposed to both kidneys, 


and they each suffer, but cannot share, the results of the obstruction. | 


Thus, although, as Howship said, there is less chance of detecting 
hydronephrosis in cancer of the uterus during life, if the disease be 
confined to one side, the converse is true only when the obstruction 
has been confined to one side for a time and afterwards affects the 
other. Facts show that it is not true when both kidneys have been 
acted on similarly and for the same length of time. With regard to 
the treatment of hydronephrotic tumours, the importance of relieving 
pressure from retained faeces by the use of purgatives and enemata is 
just referred to, the successful practice in two or three cases of 
manipulation is pointed out, and then the question as to the best site 
for puncturing, when an operation is required, is considered. ‘The 
conclusion arrived at is that when the tumour is of the left kidney 
the anterior extremity of the last intercostal space of that side is as 
good a spot as can be chosen; but that when the tumour is of the 
right kidney there is the almost certain danger of wounding the liver 
if the corresponding position is selected, and that the best place for 
puncturing on this side is half way between the last rib and the crest 
of the illum, from two inches to two inches and a half behind the an- 
terior superior spine of the ilium. This spot is on a level with the 
front surface of the bodies of the lumbar vertebra, and it may with 
safety be conjectured that when a tumour requiring to be tapped is 
present, a trocar inserted here and directed inwards and somewhat 
forwards will pass behind the peritoneum and colon, in front of the 
kidney, and below the liver, and will penetrate the cyst at its anterior 
and lower part. The rarity of intermitting hydronephrosis is then 
shown by a reference to an appendix of all the published cases found 
by the author in which hydronephrosis has caused an abdominal 
tumour. Frequent as hydronephrosis as a pathological condition is, 
there are comparatively few cases in which a tumour has been detected 
during life, and still rarer is it for such a tumour to intermit or disap- 
pear altogether. Six cases are referred to briefly in which complete 
. subsidence occurred, and seven others are described in abstract, in 
which the tumour intermitted. Cases of unquestionable pyonephrosis 
are excluded from the appendix. In conclusion, it is suggested that 
in all probability the greater number of the tumours, which having 
been called ovarian upon good authority, have nevertheless spon- 
taneously vanished, have been hydronephrotic in nature, and disap- 
peared bya normal process through a normal outlet of the body. 

Mr. SPENCER WELLS thought it almost unnecessary to distinguish 
between cases of hydronephrosis and pyonephrosis ; for the former, if 
of long standing, would probably pass into the latter, and the effects 
produced by each form of tumour upon surrounding parts were neces- 
sarily similar. Referring to two cases mentioned by the author in which 
the tumour was punctured through the anterior wall, Mr. Wells said 
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that in both cases—that under his own care and that under Dr. Cooper 
Rose—the puncture was made at the most prominent part of the 
tumour, and where it was uncovered by intestine. In his own case 
the opening thus made was kept open, until after some time, when 
two calculi were voided, and it then spontaneously closed. As to the 
suggestion that spontaneously disappearing cystic tumours frequently 
described as ovarian were really hydronephrotic, he remarked that 
cases undoubtedly did occur in which there was clear evidence of an 
ovarian or extra-ovarian cyst, which, rupturing, set up peritonitis of 
more or less marked extent. 

Mr. T. SmitH also demurred to any distinction being drawn be- 
tween cases of hydronephrosis and pyonephrosis. He had seen three 
or four cases of intermitting pyonephrosis in which, at variable. inter- 
vals, a tumour formed in the flank, then subsided, its disappearance 
being coincident with an outflow of pus in the urine. He thought 
that the spot chosen by Mr. Morris as the best for puncturing these 
tumours—viz., in the last intercostal space—would lead to penetra- 
tion of the diaphragm ; and he remarked upon the clinical interest of 
the question of tapping and drainage. In one case in which a 
drainage-tube was kept in, a fatal termination followed an attempt to 
dilate the wound by a sponge-tent. In another case he drew off 
about a quart of pus and then closed the wound. ‘There had been 
no recurrence of the tumour, and it would appear that the effect of 
emptying the cyst was to allow the rest of the fluid to flow into the 
bladder. ; 

Dr. Hare had had three cases of intermitting hydronephrosis 
under his care. The first of these, remarkable for being an 
instance of bilateral hydronephrosis, was referred to by Mr. Morris 
in his paper. ‘The patient was a middle-aged woman, who came to 
him first with a tumour on the right.side of the abdomen. Some 
months later this tumour diminished in size, and another, evidently 
hke the first, of renal origin, appeared on the left side of the abdo- 
men. On the death of the patient, some years afterwards, the right 
kidney was found to be converted into a large sac distended with 
urine, while the left was flaccid and empty, so as to be at first mis- 
taken for a coil of intestine. The obstruction was caused by an S- 
shaped twist in each ureter, and in process of removal the right 
kidney collapsed, and its contained urine rushed out in a full stream. 
The second case was that of a young woman who had been under 
his observation for twenty-five years ; she suffered from an intermit- 
ting tumour on the right side of the abdomen, with much pain. His 
third case was seen with Dr. Wadham. It was that of a young lady 
twenty-two years of age, who had suffered from pain in the left side 
of the abdomen for two or three years ; a tumour had appeared there 
at intervals for a year and a half, the intervals of its appearance de- 
creasing from every two or three months to every two or three weeks, 
When Dr. Hare saw her, the tumour, which was obviously of renal 
origin, had been present for three weeks, and extended to the umbi- 
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licus. The passage of a large quantity of urine was followed by the 
disappearance of the tumour, and Dr. Hare suggested the applica- — 
tion of a spring pressor over the region of the swelling. He sawthe © 
patient again about a year later, and there had been no return of the — 


tumour. , 
Mr. Morris, in reply, said that the reasons which determined him 
to attempt to draw a distinction between hydronephrosis and pyone- 





phrosis were chiefly because the latter was far more common, and ~ 


although the causes leading to it were similar to those giving rise to — 


hydronephrosis, there were yet other causes—e.g., diphtheritic inflam- 
mation of the pelvis of the kidney—which solely produced the 
pyonephroiic form. Then some cases of hydronephrosis existed for 
years, and never became purulent. He did not mean to imply that 
there was any difference between the form of tumour in the two 


cases. The seat of puncture, which he had ascertained by examina- 


tion post mortem to be that at which the operation could be done 


with safety, was suitable for the majority of cases, whereas a punc- 


ture through the anterior abdominal wall would be attended with 
great risk. There would be no fear of injury to the diaphragm by 
inserting the trocar between the points of the eleventh and twelfth 


ribs, as the instrument would pass to the inner side of the lowest at- — 


tachment of that muscle. He did not mean to assert that ovarian 
tumours never disappeared spontaneously, but only that some so- 


called ovarian tumours which had spontaneously vanished were really. — 


hydronephrotic. Of twelve case of hydronephrosis in women, seven 


had been diagnosed as being ovarian, and three of them had been ~ 


subjected to the grave operation of abdominal section, showing at 
any rate, that his suggestion was not without warrant. He had 
thought in Dr. Hare’s first case that the ureter was twisted on its own 
axis In a spiral manner, and should have imagined that an S-shaped 


bending of the tube would be rather the result of the over-distension ~ 
of the tube than the cause of obstruction., Dr. Hare’s application 


of pressure was of great value. 


Meeting, May 9th, 1876. 


Case of Congenital Hydronephrosis, with remarks on the Secretion and — 
L-xcretion of Urine in the Fetus, and on the facts which tend to prove — 


that during the latter Months of Intra- Uterine Life the Urine of the 
Fetus is passed into the Cavity of the Amnion. 


By Henry Morris, M.A., M.B., F.R.C.S. 


A case of congenital hydronephrosis, associated with imperforate 


rectum, in a child of five days old, was described. The abdomen 


was considerably distended at the time of birth, and continued to — 
increase in size up to the day when surgical aid was sought. After 
the passage of a catheter along the urethra, a large quantity of urine 
escaped, and, after an operation had been performed for the purpose. 
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of establishing a communication between the rectum and anus, a 
free discharge of meconium followed. The abdomen subsequently 
became quite flaccid, but the child died of exhaustion on the seventh 
day after birth, and on the second day after the operation. No post- 
mortem examination was allowed by the parents. From the symp- 
toms of the case, as well as from the records of other analogous cases, 
it is to be inferred that.a slight membranous obstruction in the 
urethra, sufficient to frustrate the slender efforts of the child to expel 
the contents of the distended bladder, was broken down by the 
catheter. Other possible explanations are considered, but rejected 
as being less probable than that above stated. Congenital hydro- 
nephrosis, like each of many other congenital deformities, frequently 
coexists with one or more malformations in the same subject. Thus 
clubfoot, harelip, imperforate anus, and the absence of a prostate 
gland have each been associated with congenital hydronephrosis. It 
is more frequent to find both kidneys affected than only one, and the 
most common cause of the condition is imperforate urethra or im- 
pervious ureters. The question is considered whether, in these cases, 
the enormous distension of the urinary organs arises from over- 
excretion on the part of the foetal kidneys, or from retention of urine 
through some mechanical obstruction of the passages. It is con- 
cluded that the number of cases in which the obstruction and the 
distension have occurred together is too great to allow of their co- 
existence being considered accidental, yet the only relation which 
can possibly be conceived between the two conditions is that of 
cause and effect. ‘The question which next arises is: ‘ Does not the 
urine, during the later period, at least, of gestation, ordinarily flow 
into the liquor amnil, so as to avoid causing congenital hydronephro- 
sis?” Upon this subject, although physiologists are silent, there 
have been many opinions expressed in favour of an affirmative reply. 
In illustration of this, excerpts are’ contained in the paper from the 
writings of Lee, Prout, Kennedy, Billard, and Howship, and from 
the Obstetrical Transactions. Before accepting this view as to the 
excretion of the urine, further proof is sought for in the analysis of 
the liquor amnil, since there ought to be evidence of some of the 
constituents of urine in that fluid, if the view be correct. From ana- 
lyses made by Rees, Frommberg, Wohler, Gusserow, and others, the 
presence of urea and many of the salts of urine in the fluid of the 
amnion has been proved beyond question. On the other hand, the 
urine of the foetus in some cases of congenital hydronephrosis has 
been found to be devoid of urea by Kennedy and Madge. It ought 
not, however, to be inferred from this that urea had never been 
formed in these foetuses, but rather that, owing to the crystalloid 
character of urea, this substance has escaped from the blood and 
from the retained urine of the foetus into the blood of the mother ; 
and it is further suggested that urea may in this same way even dis- 
appear altogether from the liquor amnii when fresh quantities cease 
to be excreted from the foetal organs. But, dismissing all speculative 


272 Abstracts of Socreties Proceedings. 


reasonings, it may be stated that the following are well ascertained facts 
—(qa) That when an obstruction has. existed in the urinary organs of 
the foetus, the secretion of urine has gone on to a sufficient extent to 
cause changes similar to those which are seen in the urinary organs 
of adults after retention. (/) That the liquor amnii has been proved 
to contain urea, besides many salts such as those which are formed 
in normal urine. (c) That foetal urine in some cases of hydrone- 
phrosis has been found not to contain either urea or uric acid, or to 
contain urea only in very small quantity, The conclusions which 
appear to be warranted by these facts are—1. That urine is secreted 
in considerable quantity during intra-uterine life. 2. That this quan- 
tity is far too great to be stored up in a normal bladder and normal 
ureters. 3. That during the latter part of gestation, at least, urine is 
passed off through the urethra of the foetus into the sac of the amnion. 
4. That the proportion of urea in fcetal urine is in all probability 
smaller than it is in the urine secreted after birth, and that, as in 
cases of congenital hydronephrosis both urea and uric acid have been 
absent from the urine, it is possible they may also be absent from 
the liquor amnii, 5. That the quantity of urea in liquor amnii is 
very small, not exceeding 5 pertooo. 6. That the gradual decrease 
in the proportion of albumen in liquor amnii as pregnancy advances 
(from 10°77 per cent. in the fourth month to 0°82 at the ninth month, 
as stated by Taylor) gives some support to the view that the fluid of 
the amnion is constantly altered by the admixture of some non-albu- 
minous fluid, such as urine, and that this conclusion will be further 
strengthened if future analyses show that the proportionate quantity 
of urea and the salts of urine in the liquor amnii increases as the 
proportionate quantity of albumen diminishes. 7. That the presence 
in liquor amnii of other of the constituents of normal urine, besides 
urea, gives support to the same-opinion. Although there is some- 
thing revolting in the idea that for a period of many weeks every 
human being has lived and floated in a medium partly composed 
of its own urine, yet the fact ought not to be ignored, as it is 
a matter of great interest and importance in the develop- 
ment of the life-history of the foetus, while the condition of 
the foetus which results from an obstruction to the escape 
of the urine ought to be borne in mind by the accoucheur, as it may 
give rise to tedious and protracted labour, or may even render par- 
turition impossible to the mother till after the destruction of her 
child. 

Dr. GratLy Hewitt thought the paper very interesting, and one 
worthy of all approbation. He had been in the habit of alluding in 
his lectures to the probability of the foetal urine escaping into the 
allantoic sac, basing this statement upon facts similar to those men- 
tioned by the author—viz., that in certain cases, where there has been 
congenital obstruction in the urethra, there has been great distension 
of the higher urinary passages. Hence it was impossible to escape 
the conclusion at which Mr. Morris arrives, that the foetus is bathed 
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in its own excreted fluids. Another circumstance bearing upon the 
secretion of urine in foetal life was the presence, not unfrequently, of 
uric acid crystals in the foetal kidney. 

Mr. T. SmirH considered that the author had conclusively proved 
his point as to the passage of the foetal-urine into the amniotic fluid. 
He remarked upon the very striking infrequency of cases in which 
there was not some exit for the urine at birth, as contrasted with the 
frequency of cases of imperforate anus. He had not yet seen one 
of the former class in the post-mortem room, although about three 
days ago he met with an interesting clinical example. A child eight 
days old was admitted into the Hospital for Sick Children with im- 
perforate anus. ‘There had been no complaint made as to inability 
of micturition. ‘The abdomen was fully distended, and at the anus 
there was a blind pouch two or three inches in length. Chloroform 
was administered, and Mr. Marsh operated, but failed to find the 
rectum. The mother of the child strongly desiring further resort to 
_ Operative measures, Mr. Marsh made an incision in the left loin, ex- 
posing a greatly enlarged and dilated kidney, and below that a greatly 
distended ureter, which was so large as to be mistaken for colon. It 
was laid open, and with the escape of urine the renal tumour above 
collapsed. ‘The child was still living. -It was the only case of con- 
genital hydronephrosis he had met with. 

Mr. HULKE inquired whether, in cases of obstruction to the out- 
flow of urine, the quantity of the amniotic fluid was deficient or not. 

Dr. HEwITT was not aware of any observations on this point. 

Dr. SEpGwick thought that most physiologists would accept the 
views propounded by Mr. Morris as to the excretion of urine in the 
foetus. As further evidence of this he adduced the statement of 
Claude Bernard that the urine excreted in the first six months of 
foetal life contained sugar, the proportion of which gradually 
diminished as birth was approached. It was just in the period in 
which the urinary bladder contained sugar that the same substance 
was present in the liquor amnii. He referred to some papers on con- 
genital hydronephrosis, treated with especial reference to its com- 
plicating labour, published several years ago in French journals. 

Mr. Morris, in reply, said that but few cases of congenital hydro- 
nephrosis were evident in infantile life; but there were some cases 
on record, like that related by Mr. Smith, in which the obstruction 
has been so extreme, and the distension of the abdomen so great, as 
to interfere with labour, so that operative measures had to be resorted 
to. Mr. Hulke’s remark was a very pointed one, but the quantity of 
the liquor amnii was too inconstant to admit of any deductions 
being drawn from it. 
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Obstetric Summary. 


Delivery Obstructed by a Transverse Vaginal Septum. 


Dr. Le Roy de Langevinitre relates a case of this kind. The 
patient was a primipara, aged eighteen. Menstruation commenced 
at the age of thirteen. It had been very irregular, but, when it did 
occur, it was without pain, and lasted two or three days. Labour 
came on at a little beyond the eighth month of pregnancy. The 
patient was admitted into hospital when she had been in labour more 
than forty-eight hours. ‘The pains were vigorous, and of an expulsive 
character. On examination, the vagina was narrow, sensitive, and 
was lubricated by scarcely any mucus. ‘The head had descended into 
the cavity of the pelvis, but was covered by soft parts so thick that 
the fontanelles could not be distinguished. The os uteri was sought 
for in vain at all parts of the spherical tumour. Posteriorly the finger 
was arrested at about half the normal depth of the vagina. By 
speculum it was ascertained that the septum was continuous with the 
vaginal walls without any line of demarcation. No aperture, nor 
even any depression or irregularity, could anywhere be discovered, 
although the fact of impregnation, and the previously normal character’ 
of menstruation, made it certain that some opening must have existed. 
Chloroform was administered, and the author pinched up a vertical 
fold of the septum in the centre, and divided it with scissors. On 
introducing the forefinger, it was found that it was still resisted by a 
thick layer of tissue. Four layers in succession were incised, great - 
care being used to avoid the bladder and rectum, and the os uteri 
was then felt, widely dilated. The opening made was enlarged by 
stretching it with the two forefingers placed back to back. As the 
patient was much exhausted and the pains were diminishing forceps 
were applied, and a living female child quickly extracted. On the 
eighth day the patient began to suffer from incontinence of urine. 
After about five weeks this was cured, and eventually she did well. 
She was examined sixty-four days after delivery, and the vagina was 
found perfectly free in its whole extent: the os uteri more bulky than 
normal.—Archives de Tocologie. 





Cephalotripsy in a Case of Obliquely Ovate Pelvis—Laceration of 
Douglas's Fossa—Death from Peritonitis. 


The patient, a primipara, aged nineteen, was admitted into the 
Saint Antoine Hospital, on October 27th, 1874. She was of middle. 
stature, and apparently well-formed. When the os had become fully 
dilated, it was difficult to feel any presentation, the membranes being 
much bulged by the liquor amnii. Eventually the vertex was felt © 
very high up. A marked prominence was felt above the pubes, 
evidently formed by the foetal head. This led to a suspicion that the 
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sacrum was unduly prominent. By the finger in the vagina a bony 
prominence was felt, and the sacro-subpubic diameter estimated at 
g% cm. (3°75 inches). Another examination, however, gave a diffe- 
rent value, namely, 104 cm. (42 inches), and it was suspected that 
the pelvis was distorted to the left, and that the finger was really 
touching the left illum. The membranes were ruptured by the finger, 
and eight hours later the head had not descended into the brim, and 
the pains were diminishing in vigour. Forceps were applied, and 
energetic traction made, first by one operator, and then by two 
together, hut without result. M. Chartreuil was then called in con- 
sultation, and saw the patient 154 hours after the rupture of the 
membranes. The fcetal heart sounds had then become feeble, and 
he judged it wiser not again to apply the forceps, but at once to 
perforate. This was easily done through the sagittal suture. 
Bailly’s cephalotribe was applied, and the head descended in its 
grasp under the influence of pretty vigorous traction, and was de- 
livered in a few minutes. The child was a female, of good size. 
There were two or three slight lacerations of the scalp by the angles 
of the bones. In the evening the patient’s pulse was 168, T. 40° C., 
and on the fourth day she died from peritonitis. The pelvis was 
found to be obliquely ovate, the right sacro-iliac synchondrosis being 
anchylosed. The right oblique diameter was 12cm. (4°75 inches), 
the left only 93 cm. (3°75 inches). ‘There was a bony prominence at 
the front of the right sacro-iliac synchondrosis. It was this which 
had at first been taken for the promontory of the sacrum, and the 
discrepancy of measurement depended on the finger having some- 
times touched the prominence, sometimes the adjoining part of the 
ilium. The diameter from this prominence to the pubes was 83 cm. 
(3°4 inches), the antero-posterior diameter drawn through it, and the 
right ramus of the pubes was 8 (3:2 inches). The intestines were 
covered with lymph, and at the posterior and superior part of the vagina 
was a small laceration 13 cm. (‘6 inch long), communicating with 
the retro-uterine cul-de-sac. This could only have been produced by 
one of the angles of the cranial bones, as the head was extracted.— 
Archives de Tocologie. 


Gonecie Summary. 


Use of Esmarch’s Elastic Constrictor in Amputation of the Cervix Uteri. 


In the Berliner Klinische Wochenschrift, 1876, No. 6, Dr. A. Martin 
discusses the various modes of amputating the cervix. To the use of 
the écraseur there are the objections, that it is difficult to regulate the 
amount of tissue included, and also that it does not afford security 
against very considerable bleeding, while the healing is generally 
slow, and the resulting cicatrix may interfere with the functions of 
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the os uteri. The galvanic cautery has of late found many friends, 
but it has the drawback that not all the forms of apparatus used for 
this purpose are reliable, and sometimes they fail just at the most 
critical moment. The method of amputating with the knife and 
scissors has not as yet, Dr. Martin considers, met with the favour 
which it deserves. There are two reasons for this ; first, the difficulty 
of dividing dense tissues by this means deep within the vagina; and 
secondly, the considerable hemorrhage which is involved by this 
mode of procedure. The former is a valid objection, and cases in 
which the cervix cannot be drawn down externally should be reserved 
for the écraseur. With regard to the hemorrhage, the use of ligatures 
is prevented by the dense tissue around the vessels, and the applica- 
tion of styptics, or the actual cautery, produces a slough of the incised 
surface, and thus involves a protracted suppuration, and a risk of 
secondary hemorrhage. A far preferable mode of checking the 
bleeding is that of stitching the mucous membrane down upon the 
surface of the wound. This has been done both after the plan of 
Sims, who used the vaginal mucous membrane to cover the surface, 
and that of Hegar, who united the vaginal mucous membrane to that 
of the cervical canal, bringing the sutures to the surface for a short 
space midway between the two margins, so as to cause an infolding 
of the dense tissue of the cervix. The only objection to this rational 
plan is that it occupies a considerable time, during which hemorrhage 
may be going on. Hegar recommends the use of the serre-noeud, 
made by Cintrat of Paris, in order to avoid this risk. Dr. Martin has - 
tried this, but finds it so difficult to regulate the pressure that the 
noose is apt, either to compress insufficiently, or to cut through 
inopportunely. Moreover, it is necessary to fix the noose below the 
junction of cervix with vagina, in order to avoid the risk of injuring 
the bladder, and the result is an inconvenient limitation of the space 
for the incisions. The same objection applies to the uterus tourniquet 
described by Emmet. Dr. Martin has, therefore, made trial of 
Esmarch’s elastic constrictor. The case was that of a woman, aged 
twenty-seven, who had had two children. The cervix was elongated, 
and prolapsed outside the vulva. The length of the uterus, as 
measured by the sound, was 12 cm. (4°7 inches). ‘The position of the 
bladder having been ascertained by a catheter, a long needle was 
passed through the cervix ‘5 cm. below its margin, and two turns_of 
the elastic constrictor were passed round above it, and firmly tied. 
The cervix was then amputated without any bleeding, but the con- 
strictor began to slip off at the sides, and it was found necessary to 
pass a second needle through the cervix at right angles to the first, 
and reapply the constrictor, The mucous membrane was then united 
over the surface by 11 sutures, and, when the constrictor was re- 
moved, only a few drops of blood appeared by the side of the sutures. 
The patient did perfectly well, and no ill result followed to the 
bladder, or to the peritoneum of Douglas’s pouch, from having been 
enclosed for a time by the constrictor. Esmarch has himself operated 
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in a similar way, and finds that hemorrhage is completely prevented, 
and that no harm happens from the compression of bladder and 
peritoneum. 





Diagnosis between Ovarian and Parovarian Cysts. 


At the meeting of the Medical Society of Strasburg, November 15th, 
1875, M. Koeberlé read a paper on the Diagnosis between ovarian 
cysts, cysts of the broad ligament, and cysts of the Fallopian tube, 
based on the chemical examination of the fluid contained in them. 
He finds that the fluid of ovarian cysts contains some albumen, but a 
much larger proportion of the variety of albumen called paralbumen, 
the precipitate of which by nitric acid is soluble in acetic acid. The 
fluid found in cysts of the Fallopian tube, on the contrary, contains 
albumen but no paralbumen, so that the precipitate formed by nitric 
acid is rather increased by acetic acid. ‘The fluid of cysts of the 
broad ligament is generally very limpid, containing salines, but no 
albumen. Sometimes, however, it contains a small quantity of albu- 
men, and the precipitate formed by nitric acid may be soluble in an 
excess of that acid. 


The Treatment of Ovarian Cysts by Drainage. 


In a paper read before the Société de Chirurgie on March 2oth, 
1876, M. Delore advocates the treatment of ovarian cysts by abdo- 
mino-vaginal drainage, in cases in which there is reason to believe 
that there is a very short pedicle, or none at.all, and when a part of 
the cyst is prominent in the vagina, especially when the existence of 
pelvic adhesions is probable. The presence of solid masses in the 
tumour would be a contra-indication to this mode of treatment. The 
dangers to be avoided are septic inflammation of the cyst, and peri- 
tonitis. The former is avoided by making an opening into the posterior 
cul-de-sac, so as to allow a free drainage, and the washing out the cyst 
by disinfectants. Peritonitis is prevented by determining adhesion by 
means of caustics, applied both to the abdominal wall and also to the 
vaginal cul-de-sac. M. Delore records a case in which this treat- 
ment was successfully carried out. The patient, aged forty, had had 
an ovarian tumour for three years. By simple tapping 12 litres 
of clear fluid were first evacuated, and M. Delore then satisfied him- 
self by means of the blunt end of the canula that the cyst was in 
immediate contact with the vaginal cul-de-sac, and that no small 
cysts or solid matter intervened. The cyst filled again in two months, 
and the drainage was then established. From ro to 30 litres of 
water were injected into the cyst every day. At the end of two 
months the drainage tube was removed and the vaginal opening 
closed. The abdominal opening also closed, but afterwards opened 
again, and allowed the escape of a little pus. It closed finally after 
the injection of a concentrated solution of nitrate of silver. The 
patient has remained well for two years. 
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Scrofulous Ophthalmia. 


On April 6th, 1876, a paper was read before the Harveian Society 
of London on the Etiology and Treatment of Scrofulous Ophthalmia, 
by Mr. H. Cripps Lawrence. Confining his remarks to these two 
points, and omitting mention of the diagnosis, prognosis, and compli- 
cations of the affection, the author first considered the marked dis- 
crepancy of opinion manifest i in various standard works on the subject. 
Two main views were referred to: one, held by Sir Thomas Watson, 
the late Mr. Mackenzie, Sir William Lawrence, and Mr. Soelberg 
Wells, to the effect that scrofulous ophthalmia is a conjunctival 
disease ; the second regarding it, with Mr. Dixon and the late Pro- 
fessor Miller, as an affection of the cornea. A remarkable variation 
in the descriptions was alluded to. The ‘authors holding the con- 
junctival view describe, under the term of scrofulous ophthalmia, a 
disease essentially distinct from one which they recognise and depict 
as a scrofulous inflammation of the cornea. Again, the description 
these authors employ to designate the scrofulous keratitis or corneitis 
corresponds with the tenets promulgated by the authors who recognise 
a corneal disease in scrofulous ophthalmia. 

The next important feature noted was the absence of any definite 
sequence in the text-book records of the symptoms in scrofulous 
ophthalmia ; and the omission was deemed of moment with reference 
to the etiology as well as the treatment of the disease. 

In the second division of the paper the author discussed certain 
physiological facts connected with scrofulous ophthalmia—the impli- 
cation of the retina; the distribution of the ophthalmic division of 
the fifth nerve; the formation and site of the phlyctenule; the 
occurrence of dyspepsia and constipation ; and the phenomenon of 
metastasis. Reference was made to important researches by various 
English and continental physiologists with especial mention of the 
experiments instituted by Dr. Sinitzen of Moscow, as quoted in an 
article in the British Medical Fournal of May 2oth, 1871. These 
experiments demonstrated conclusively a special association between 
the nerve action of the superior cervical ganglion of the sympathetic 
and the nutrition of the eye, as well as suggesting a trophic nerve 
supply for the eyeball. From these facts the author deduced a pos- 
sible and probable implication of the superior cervical ganglion of 
the sympathetic nerve in scrofulous ophthalmia. Further investigations 
were necessary, and the following plan for inquiry was proposed : 
1. To note the sequential order and value of the various symptoms. 
2. The ophthalmoscopic appearance of the retina during life. 3. The 
sphygmographic tracings of the general state of circulation. 4. 1 ie 
microscopic appearance of the superior cervical ganglion ie 
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mortem. 5. The results of galvanization of the superior cervical 
ganglion. 

The third section of the paper included a résumé of the author’s 
practical experience in the treatment of scrofulous ophthalmia. He 
advocated aperients, plain, nutritious, unstimulating diet, with a 
moderate amount of meat and plenty of milk. Cod-liver oil he con- 
sidered useful in “‘ erethetic” patients, while the torpid resent its use. 
Photophobia was benefited by bromide of potassium, followed by 
quinine. Local treatment included a green shade made like a rifle-cap 
peak, to allow free access of air. Padding the eye with cotton wool 
to prevent motion was deemed less efficacious than fomenting freely 
with poppy water, and allowing free exposure to the air. After acute 
symptoms have subsided douching with warm or tepid and then cold 
poppy water was advocated, combined with counter-irritation in the 
form of linimentum iodi painted behind the ears. Blisters and 
nitrate of silver were deprecated. Atropine to be applied locally for 
insuring dilatation of the pupil if necessary, and iron internally for 
cases of marked anemia. For extreme blepharospasm and _ photo- 
phobia surgical division of the orbicularis oculi at the external can- 
thus and belladonna internally ; short of this, frequent douching with 
poppy water, and shower baths. 

Two cases under the author’s care were treated successfully without 
any internal treatment. ‘The first by plain food, green shade, the 
introduction of a solution of perchloride of mercury (gr. ss ad PAV RI 
which set up a temporary conjunctivitis that soon subsided ; then 
poppy fomentation was used, and the treatment concluded with 
painting linimentum iodi behind the ears. The second case was 
treated solely by galvanization of the superior cervical ganglion of 
the sympathetic, which also induced a temporary increase of conjunc- 
tivitis, but soon subsided, the-phlyctenulze being healed in about a 
fortnight. The application was made by a daily use (Sundays ex- 
cepted) of a continuous current (eighteen cells of Weiss’ battery), the 
positive pole being applied to the transverse process of the seventh 
cervical vertebra, and the negative pole in the corresponding stylo- 
mastoid fossa. After this, with the positive pole in the same position, 
from forty to fifty interruptions were made around the orbicularis oculi 
of the affected eye. The author expressed his belief that galvanization 
would prove not only a valuable auxiliary, but a potent remedial agent 
in expediting repair, by promoting nutrition in structures very prone 
to chronic degeneration ; and also, perchance, nee ut the occurrence 
_ of chronic inflammation ‘altogether. ; 





Tumours of the Neck in New-born Children. 


M. Planteau records three cases of children in whom a swelling 
about the size of a pigeon’s egg was found in the sterno-mastoid 
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muscle. The tumour was hard, elastic, ovoid, not fluctuating, and 
having but little tenderness. It was first noticed two or three weeks 
after birth. In all three cases the presentation of the child had been 
pelvic, and long and powerful traction had been required to extract 
it. The tumour is therefore attributed to a strain of the muscular 
fibres produced in this way and consequent inflammation. JInallthe 
cases it was situated on the right side. This is explained by the 
position of the child at the time of delivery. The right sterno-mastoid 
being anterior would be subjected to the greatest force and pressure 
against the pubes, when traction is made upon the trunk by the 
right hand of the accoucheur. A similar case has been recorded by 
Dr. Frederic Taylor (Aedical Times and Gazette, Nov. 28, 1876), and 
considered to be of syphilitic origin. In that case the tumour was 
examined after death, and was found to be formed by a proliferation 
of the connective tissue of the muscle. M. Planteau believes that 
this was really of similar origin, and disbelieves the influence of 
syphilis, since muscular lesions are not generally found in congenital 
syphilis. Inthe three children observed by him there was no syphilis, 
and the tumours disappeared after three or four months.—Gazette 
LHebdomadaire. 
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ALBUMINURIA AND PUERPERAL ECLAMPSIA, 
| WITH NINE CASES. 


By Ancus, MacponaLp, M.D., F.R.C.P.E,, F.R.S.E. 


Lecturer on Midwifery and the Diseases of Women and Children, Medical 
School, Edinburgh. 


(Read before the Obstetrical Society of Edinburgh, 26th April and toth May, 1876.) 
(Concluded from p. 220,) 


LET me now direct your attention briefly to the present 
state of our knowledge as to the essential nature of this 
terrible disorder. 

I cannot help thinking that less attention has been paid to 
the brain in these cases than ought to have been bestowed. 

Ever since the establishment of the frequent connexion 
between eclampsia and albuminuria, attention has been 
mainly directed to the state of the kidneys, whereas it 
appears to me that without bestowing less care upon the 
renal changes, more thought ought to have been directed 
to the alterations in the condition of the brain. 

It is proved that in connexion with the albuminuria of 
pregnancy, we have usually the kidneys in the same condition 
as we find them in the early stages of Bright’s disease ;— 
that is, we have general renal engorgement, more or less 
exudation into the parenchyma of the kidneys, into the Mal- 
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pighian capsules, and also into the convoluted tubes, with 
structural alteration and frequently separation of their secret- 
ing cells from the walls of the tubes. These renal changes, 
thus imperfectly enunciated, have been all carefully studied 
and described with painstaking minuteness and precision. 


On the other hand reference to brain alterations, which all _ 


will allow are of at least equal importance in connexion with 
this disease, is scarcely to be found in the literature of the 
subject. I have searched for them with much disappoint- 
ment. Those authorities who do refer to them, speak in such 
general terms that it is difficult to arrive at an opinion in the 
matter. Rosenstein, Mzerenkrankheiten, S. 56, and Braun 
on Puerperal Convulsions, translated by Duncan, p. 26, 
mention anemia and cedema of the brain as being pretty 
constant. The latter states expressly that hyperemia of the 
brain is not often met with, and still more rarely intra- 
meningeal apoplexies. These latter Braun states that 
Helm and Kiwisch justly consider as secondary phenomena 
produced by impeded circulation of blood. 

On the other hand, to listen to the rules of treatment 
admitted into. most of our text-books, one would imagine 
that apoplexy was the condition above all others specially to 
be dreaded. Certainly, also, a superficial view of the con- 
dition of a strong woman under the influence of a severe 
eclampsic seizure suggests imminent apoplexy. In connexion 
with this idea I have to state that I have learnt from Dr. 
Matthews Duncan that two extremely interesting post-mortem 
examinations came lately under his and Dr. Littlejohn’s ob- 
servation. These were performed on the bodies of two women 
who had died of eclampsia, and in the structures of the corpora 
striata and adjoining parts of the brain there were in both 
cases found numerous minute apoplectic extravasations. I 
have as yet failed to obtain copies of the reports of those 
post-mortem examinations, so that I am unable to lay before 
the Society more specific details. I am the more anxious to 
have full and accurate information on this point because, 
from all I have been able to learn, the apoplexies were not 
unlike those found in a case of tetaniform convulsions, which 
I had the honour to report to this Society some time ago. 
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The case recorded by me differed essentially in almost all 
its symptoms from ordinary eclampsia, and in it the apoplexies 
were secondary to the venous obstruction, which was caused 
by a firm thrombus occupying the venze galenz and the 
Straight sinus. 

- Looking therefore to the exceedingly constant presence of 
anemia of the brain in connexion with fatal eclampsia, 
having also regard to the fact that the pupils are usually, 
though not always, dilated widely during an attack (a con- 
dition we are wont to associate with cerebral anemia), and 
further taking into account that clinical experience has 
taught us that the best therapeutical results follow the use 
of medicines, such as chloral, which are known to dilate 
the arterioles, I feel constrained to believe that the condition 
into which the great motor centres of the brain are thrown 
during an attack is most probably one of anamia; but so 
greatly are the respiration and circulation impeded during a 
seizure, or a series of them, that there is reason to believe that 
secondary congestions of adjoining portions of the brain may 
be set up, and that thus will arise meningeal apoplexies, and 
other apoplexies such as have been observed by Dr. Duncan 
and others. In thecase with tetaniform convulsions recorded 
by me, the apoplexies were due to obstruction from venous 
thrombus, and it is at least imaginable that similar obstruc- 
tion to circulation might arise from long-continued obstruction 
to the circulation through a portion of the brain, whether this 
was caused by arterial spasm or by dropsical effusion obstruct- 
ing the circulation through a particular part, especially when 
we consider the greatly increased vascular tension during a fit. 
Now if we adopt the theory of Cohen, and hold that uterine 
irritation propagated to the brain produces there systole of 
the arteries, and thereby cerebral anemia, with convulsions, 
as the result, we have all the mechanism needed to explain 
such minute apoplexies. If again we adopt the mechanical 
theory of Traube and Rosenstein, we have similar obstruction 
explained to arise through exudation of dropsical serum 
preventing dilatation of the cerebral vessels. 

But reference to Traube and Rosenstein leads us to con- 


sider more particularly what are the probable conditions 
Xx 2 
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that tend to produce this state of anaemia of the motor 
centres. 

The theories in regard to the causation of eclampsia are © 
numerous, but they admit of being divided under two heads— 
I, the Toxzmic theories ; 2, the Mechanical theories. The 
former attempt to explain the cerebral condition, what- 
ever it is, by the action of a poison circulating in the blood. 
The latter try to account for the condition on purely mecha- 
nical considerations. 

It may not be out of place briefly to enumerate here the 
various leading views in regard to the toxzmic and mecha- 
nical theories of eclampsia, that the Fellows of the Society 
may appreciate exactly where we stand at the present time. 

After Lever first pointed out the intimate connexion 
between eclampsia and kidney disease, it was assumed that 
the imperfectly acting kidney failed to remove the urea, 
which, accumulating in the blood, poisoned it, and thus gave 
rise to eclampsia. | 

Frerichs departed from this notion, and endeavoured by 
argument and experiment to prove that urea, through the 
action of a ferment existing in the blood under such circum- 
stances, was decomposed into carbonate of ammonia, which 
latter substance produced the poisonous results. Besides, 
however, being met by the clinical fact that we frequently 
in renal cases have ammonia discharged from the breath, 
and yet have no convulsions presenting themselves, the view 
of Frerichs was destructively combated by several able phy- 
sicians, and among them may be mentioned Oppler in Ger- 
many, and Hammond of Maryland, whose experiments’ 
directly contradicted those of Frerichs. Frerichs has been 
followed in Germany by names justly honoured in Obstetrics, 
such as Braun and Spiegelberg, but I do not think that his 
opinions ever took much hold in our country. In Bd. i. 
H. 1, S. 383, Archiv fiir Gynikologie, Spiegelberg’ has 
lately attempted to support by direct proof the carbonate of 
ammonia theory. Having obtained by the aid of Dr. 
Gschleiden an exhaustive analysis of the blood and urine of 
an eclampsic patient, he found—lIst, a great increase of 
ammonia in the blood ; 2nd, a marked increase of urea in 
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it—viz., ‘055, when the normal blood would give only ‘o16 ; 
3rd, a corresponding decrease of urea in the urine. In the 
same paper there are details of four experiments with car- 
bonate of amimonia injected into the blood of dogs, 
which Spiegelberg believes support the observations of 
Frerichs in regard to the effects observed by him in his 
experiments with carbonate of ammonia, and oppose those 
of Oppler, who maintained that carbonate of ammonia acted 
as an irritant poison, and thereby produced convulsions, but 
never induced the depression symptoms (sluggishness, sleepi- 
ness, and coma) which are characteristic of uremic con- 
vulsions. 

Dissatisfied with these chemico-toxic theories, the late Sir 
James Y. Simpson was wont to maintain another—viz., the 
possibility of there being formed in the blood of eclampsic 
patients an alkaloid poison analogous in its nature and action 
to strychnia. 

The first objection to the acceptance of all these toxzemic 
theories is the difficulty of giving a satisfactory demonstra- 
tion of the existence in the blood of all or of any of the assumed 
poisons. A second is that they do not comprehend all cases 
of eclampsia, for we undoubtedly have this disease occurring 
where the kidneys are sound and performing their functions 
normally. A third is based upon the argument that if there 
really are such poisons they certainly behave in a very pecu- 
liar manner, and extremely unlike any other poisons with 
which we are acquainted ; for in cases of eclampsia we often 
‘find that the removal of eight to ten ounces of blood from the 
arm arrests for a time, if not completely, the attacks. It is 
argued from this that we know of no substance that acts 
so energetically as“a poison as to produce general con- 
vulsions in a given dose, which by losing such a small ¢frac- 
tion of its whole amount as eight to ten ounces is to the 
whole amount of blood circulating in the body, would 
become inoperative. ’ 

It seems to me, however, that the most we can without 
contradiction lay to the account of toxemia is that it inter- 
feres with the nutrition of the nervous system, and thus leads 
to such a condition in the motor centres as predisposes to a 
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destruction of their equilibrium, when conditions tending 
thitherward arise. 

The Traube-Rosenstein theory explains the origin of 
these convulsions upon cerebral anzmia brought into action 
by purely mechanical forces. It should be noted that the 
idea was started by Traube as an explanation of eclampsia 
in general, and by Rosenstein merely specialized for puer- 
peral cases. 

The argument is briefly as follows :-— 

During pregnancy we have increased size of the heart, and 
increased force of it. Add to this that we have an increased 
amount of blood in the circulation, which is further hydremic ; 
the onset of labour, with the general muscular straining, and 
the recurrent uterine contractions -greatly intensifies during 
each pain, the already existing increased pressure to which the 
blcod is subjected by its hypertrophied heart and its own 
increased amount. Suppose now that, in addition to these 
co-operating influences, we have the blood rendered further 
hydremic by the co-existence of Bright's disease, and we 
have conditions extremely favourable to produce an attack 
of eclampsia. 

For the blood, owing to its greater bulk and the increased 
force with which it is propelled from the heart, and from the 
obstruction it experiences in passing through the diseased 
kidneys and the contracted uterus, as also from the extra 
tension to which it is subjected during each pain by the 
contraction of the abdominal and respiratory muscles, is 
exposed to very greatly increased pressure. The hydremic 
condition of the blood also favours its effusion through the 
walls of the smaller blood-vessels. This leads to effusion of 
serous fluid into the brain. This effused serum, once it has 
become extravascular, in its turn becomes an obstruction to 
the dilatation of the fine cerebral vessels, and the previous 
condition of cerebral hypereemia is thus converted into one 
of anemia. Anemia of the middle brain (that is, as I take 
it, of the great motor centres), according to Kussmaul and 
Tenner, induces general convulsions. Thus the processes 
above mentioned are so explained as to culminate in an 
eclampsic attack. 
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This theory is in its conception exceedingly beautiful and 
simple, and explains with greater definiteness than the 
toxic theories the origin of eclampsia in relation to albu- 
minuria at any rate. For the toxemic explanation attempts 
to satisfy the mind by asserting the existence of a blood 
poison or of blood poisons, leaving us completely in the dark 
in reference to the exact nature of the ultimate action of 
those poisons, and as to the condition of the cerebral motor 
centres during an attack. It is to my mind more difficult to 
understand how this theory can adapt itself to cases in which 
there is no renal disease, although most obstetrical writers 
seem to think that it is peculiarly well suited to explain 
them. For it does seem to me difficult to comprehend how 
simple vascular tension should be so exalted as to cause, 
first, cerebral hyperzmia, then effusion, and lastly, cerebral 
anemia with convulsions, the kidneys all the while being 
normal in condition and function, the vessels healthy, and 
there being present only the ordinary amount of anemia which 
constantly accompanies pregnancy. It is further to be borne 
in mind that the doctrine of cardiac hypertrophy during 
pregnancy has not been proved. Fritsch, in a recent paper 
in the Archiv fur Gyndkologie, Bd. viii. H. 3, S. 377, refers 
to the examination of fourteen hearts of women, who died 
at different periods after labour, and states that he found no 
evidence by fatty degeneration or pigment in the muscular 
structure of the organ that there had been an increase of the 
muscular fibres during the pregnancy, which is removed away 
by absorption after its completion. He expresses himself 
strongly of opinion that there takes place no cardiac muscular 
hypertrophy, but only a slight degree of dilatation sufficient 
to accommcdate the slightly increased amount of blood which 
is contained in the ventricle each time it is filled during 
pregnancy. The change in bulk is therefore, according to 
him, really a sort of aneurysma cordis passivum minimum—a 
slight eccentric hypertrophy. This being the case, it is not 
so clear, as is usually supposed, how increased vascular pres- 
sure can arise in connexion with pregnancy, and even labour, 
provided there is no renal obstruction and no defective blood. 
Accordingly, it has of late appeared to me that under such 
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circumstances the function of the irritated sympathetic must 
be brought in more to explain the ultimate causation of 
eclampsia, than it has hitherto been. 

This idea is better brought out in Cohen’s paper, already 
referred to, than anywhere else that I have seen. I am inclined 
to believe with him that cerebral anemia may arise from 
irritation passing centripetally from the excited and irritated 
uterus to the brain motor centres acting upon the vaso-motor 
system of nerves, so as to excite them and lead to arterial 
systole. But it does not appear necessary to limit the 
excited vaso-motor action to the brain or the motor centres, 
as the facts observed correspond, as I believe, to a general 
irritated condition of the vaso-motor system of nerves, which 
would increase the tension not only at the periphery acting 
on the arterioles, but also intensify the action of the heart, and 
thus increase the vascular pressure, without presupposing 
kidney disease. At any rate,,I have been much struck with 
several cases in which I have very carefully watched and noted 
the behaviour of the pulse, such as Case III., which nearly 
but not quite completely terminated in convulsions, and 
Case IV., which manifested convulsions, but no albuminuria, 
Case VIII. and Case IX., in which we had both albuminuria 
and eclampsia to deal with, and have observed that in all of 
them there was an extremely hard, firm pulse, sometimes 
rising as high as 140 per minute, and indicating, as it 
appears to me, an irritated condition of the vaso-motor supply 
from the sympathetic. It is further noted that in Case IV. 
we had an accentuation of the pulmonary second sound, which 
likewise points at heightened arteria! tension, and yet there 
was no albuminuria. I am therefore led to believe that 
there is more in Cohen’s theory of reflex arterial spasm 
leading to cerebral anzemia than we are as yet aware of. 

[ refrain from discussing the notion of accumulated irrita- 
tion leading to discharging lesion in the brain, because I do 
not see that it explains anything regarding the difficulty in 
hand, as we have no conception of what is meant by a 


portion of the brain being in a condition which leads to 


discharge of nerve force in the shape of convulsions. 
After clearly considering the arguments for and against 
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the toxamic and mechanical theories of puerperal eclampsia, 
I confess to a decided leaning towards the mechanical origin 
of the fits, believing that the condition in which the motor 
centres are placed is most probably one of induced anemia. 
I am nevertheless convinced that many more difficulties and 
objections than I have cared to put down could easily be 
urged against the Traube and Rosenstein theory, which 
seems to me the most rational, though not, as yet, the most 
generally accepted view of the origin of eclampsia. But I 
cannot bring myself to believe that we should day by day 
meet cases, like my I. and IJI., and especially my III. case, 
where all the conditions considered likely to give rise to 
convulsions are present, whether toxzemic or mechanical, and 
yet find that these convulsions do not take place, if either 
the toxzmic or the mechanical theories embraced the whole 
truth of the causation of eclampsia. 

While therefore admitting that most writers on puerperal 
convulsions have so expressed themselves as to entitle us to 
class them as adherents of either the toxemic or the 
mechanical theories of eclampsia, I think there is evidence | 
of the development of a third class of obstetricians who 
refuse to give a complete adherence to either class of views. 

These obstetricians, so far as I understand their position, 
while admitting that the toxzmic theories have much veri- 
similitude in their favour, and partially account for certain 
of the phenomena embraced in the complexity of eclampsia, 
and allowing also that the mechanical theory of Traube and 
Rosenstein especially, when supplemented by the toxzmic 
condition, affords at least a rational explanation of puerperal 
eclampsia, yet believe that all the theories fail so frequently 
under conditions in which if they had that amount of truth 
in them which their authors claim for them they ought to 
succeed, that they feel under the necessity of looking out 
for some other cause as an additional factor in the etiology. 
This, they hold, should be sought for in the individual 
peculiarities of each patient. I wish myself to be included 
in this latter category. I am glad to find that Dr. Wm. 
Playfair, whose book has come into my hands since I began 
this paper, expresses himself as of opinion, in accordance 
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with Dr. Tyler Smith and others, that the peculiar condition 
of the nervous system in puerperal women is a chief cause 
predisposing to eclampsia. 

Now I would specialize still further, and maintain that the 
most important predisposing causes are the special nervous 
development of the patients, and also and more particularly 
the surrounding circumstances in which they are placed. 
These conditions I am more and more convinced play a 
much more important part in regard to this complication 
than we have ever allowed for. Referring to my cases as 
bearing on this point, I should say that Cases I. and III. 
were happily married and in comfortable circumstances, and, 
in addition, the latter patient was of an extremely easy and 
contented mental disposition, consequently though we had 
severe albuminuria and dropsy we had no convulsions. Case II. 
refers to a girl of an extremely dull and unimpression- 
able nature, who, so far as we could judge, had no adequate 
conception of the miserable condition into which she had 
brought herself, and though she had albuminuria and cedema, 
she had no convulsions. Case IV. was that of a young girl 
seduced at the early age of fifteen, and disowned by her 
paramour. Of Case V. I have little knowledge, as she was 
usually under the care of a medical friend, and was’ only 
accidentally under my management at that time. Case VL, 
however, refers to a poor woman whose strength had been 
exhausted by three nights’ sleeplessness and fatigue nursing 
her sick children. Case VII. relates to another very young 
woman who had been seduced and disappointed. Case VIII. 
is that of a woman whose mental condition I had the 
best reason to know was always bordering upon the limits of 
insanity. Case IX. deals with a patient who was steeped 
in abject poverty, and really had barely food sufficient to keep 
body and soul together. 

Premising, therefore, this weakness in the nervous system, 
either congenital or acquired by depressing conditions, it 
appears to me that Traube and Rosenstein’s theory, sup- 
plemented by Cohen’s theory of reflex sympathetic spasm 
of the cerebral arterioles, for those cases in which the 
kidneys are sound, can fairly be said to give a rational ac-: 
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count of a great proportion, if not the whole of the pheno- 
mena which make up an attack of eclampsia. We are 
therefore not required to call in the aid of any toxemic 
element, except in so far as imperfectly depurated blood may 
lead to imperfect cerebral nutrition, and consequently to 
unstable equilibrium of the great nervous motor centres. 

My idea therefore of the most important factors in the 
production of eclampsia would be as follows :— 

I. Predisposing.—Special weakness in the nervous system, 
either congenital or acquired by depressing circumstances, 
and possibly also aggravated by impaired nutritive cerebral 
changes, through an imperfectly depurated blood, arising from 
diseased kidneys. 

Il. Aficeenti—In addition to the above, anzmia of the 
cerebral motor centres induced in the manner in which Traube 
and Rosenstein explain its production, which is under the 
conditions most favourable for its causation if it does not 
take place only then, when the blood is increased in bulk 
and rendered hydramic by the co-existence of kidney disease 
in some of its forms. 

Ill. Exceptional——But in certain cases where no kidney 
disease is present it is difficult to see how the mechanical 
conditions required by the Traube-Rosenstein theory can 
be obtained, and these are more naturally explained by the 
theory of reflex spasm of the cerebral arteries, induced by 
irritation travelling from the uterus centripetally to the great 
motor centres of the brain, in the manner in which Cohen 
explains the origin of his eclampsia uteri matura and 
immatura. In this case also we need to predicate the 
existence of specially predisposing causes affecting injuriously 
the nervous system of the mother. 

My remarks in regard to the nature and origin of 
eclampsia have been so long that I must only touch upon 
the treatment in a very few words’ indeed, confining myself 
to general principles and avoiding details. 

_ But, preliminarily, I would state that the grounds for belief 
in the danger of administering antispasmodics and opiates, so 
common in this country, does not prevail on the Continent, 
and seems to me, from a consideration of the most pro- 
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bable essential pathology of such cases, to be really ill 
founded. The warnings against the use of opium proceed on 
the supposition that the brain during an eclampsic attack is 
primarily hyperzemic, whereas we have good reason to believe 
that it is anemic, and that any congestion of or extravasa- 
tion into the brain and its membranes, which we from time 
to time find in post-mortems, are secondary and caused by 
obstructed circulation in the brain, and the difficulties arising 
out of the perturbed condition of the muscular walls of the 
thoracic and abdominal cavities during a seizure. In Germany 
they give morphia to narcotism, and the results of their prac- 
tice are quite as good as ours, I presume. 

The treatment of puerperal eclampsia is twofold :— 

I. Obstetrical ; II. General. 

The obstetrical treatment is to favour by all /egztimate 
means the termination of labour. I wish, however, particular 
stress to be placed upon the word legitimate, because I think 
there is a tendency to have too ready recurrence to attempts 
to empty the uterus. As a general rule it is found that 
when the labour is terminated the convulsions cease, or 
become much milder in character. But then it is true that 
convulsions sometimes do not so cease, at other times do not 
appear till after the conclusion of the third stage of labour, 
and such cases are apt to be very severe, as I have myself 
seen on two occasions at least. But it is to be borne in mind 
that the convulsions may cease of themselves at any time 
either before the onset of labour, or more rarely during it. 
Sometimes a patient has several severe fits, as in my fifth case, 
a considerable time before the onset of labour, and yet the 
labour takes place in the most regular and quiet manner 
possible. See some exceedingly wise remarks by Kiwisch on 
this subject, Leztrége sur Geburtskunde, Erste: Abtheilung, 
S. 132, Wiurtzburg, 1846. 

I have very great doubts regarding the propriety of ever 
inducing premature labour with the view of arresting eclampsic 
convulsions, because we then introduce a fresh source of 
reflex irritation, which I believe able in itself to induce 
such convulsions in certain temperaments. I would there- 


fore recommend the restriction of obstetrical interference to- 
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cases where labour was already present, and where there was 
no great difficulty in dilating the soft parts so as to admit of 
delivery by forceps or turning without risk to the mother. 

The general treatment may be either directed to avoid the 
occurrence of convulsions—prophylactic-——or it may be con- 
ducted so as to prevent the recurrence of the seizures, or at 
least modify their effects after they have come on. 

In regard to the prophylaxis we ought to look sharply 
after the condition of the kidneys in every one of our patients 
who during pregnancy show cedema of the face or limbs, and 
ascertain whether albuminuria is or is not present, and act 
accordingly. 

If we find albumen, then we must endeavour to secure free 
action of the kidneys, and to remove renal engorgement. 

For this purpose we dry-cup the loins, administer mild 
diuretics, such as the acetate of’ potash and the bitartrate of 
potash, and arrange our patient’s dietary so as to give as 
little trouble to the renal organs as possible. The most 
approved dietary in such conditions is white of egg, white 
of egg beat up with skim milk, simple milk, a milk and 
farinaceous diet, with only a small addition of white fish 
and chicken occasionally. 

In the number of the Annales de Gynécologie already quoted 
M. Tarnier reports in very hopeful terms of the success of a 
milk diet in the cure of albuminuria, when it comes on in the 
course of pregnancy. Reference is made in a general way 
to many cases, but only two are detailed in the text. His 
mode of treatment is to give— 

First day, 1 litre of milk and 2 portions of aliment ; 
second day, 2 litres of milk and 1 portion of aliment ; third 
day, 3 litres of milk and } portion of aliment ; fourth and 
subsequent days, M. Telniber gives four litres or more of milk 
without other food or drink In all the cases in which he 
tried this method, except one in which he had to deal with 
chronic Bright’s disease that did not arise in connexion with 
pregnancy, he reports very great amelioration or complete 
disappearance of the albuminuria, and the absence of fits at 
the confinement. The method certainly merits trial on 
account of the success it seemsto have had. Free action of 
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the bowels ought alone to be secured as an aid to the 
kidneys in performing their function of blood depurators. 

Supposing our prophylactic measures have proved un- 
availing, or, what is more common, suppose we are first 
called to see the patient after she has had one or more 
seizures, how ought we to proceed ? 

Seeing we have to deal with a nervous system in a high 
degree of exalted sensibility, we ought to have the room kept 
cool and quiet, the rectum and bladder emptied in case any 
irritation originating in them should aggravate the fits, and 
at the same time to take means to prevent the patient either 
injuring herself by dashing her person against the bedposts or 
other objects in her delirium, and to prevent her from injur- 
ing her tongue during the attacks by placing a suitable piece 
of wood or cork between the teeth. 

Then various treatments of a general nature, such as revul- 
sents, purgatives, and blood-letting, have been recommended 
and practised, but, with the exception of the last, they are 
now given-up. Even blood-letting is very much restricted. 
It seems to be most indicated, and then to be very useful, 
under two conditions—tist. When, in a strong woman, the 
congestion of the face is so intense, and the coma so deep, 
that you are afraid to give chloroform or chloral during the 
fit in case of secondary aploplexy ; and 2nd, when we want 
to deliver rapidly and the cervix is not well dilated. In the 
latter case it will be found to dilate rapidly and easily after 
a few ounces of blood have been removed. There is no doubt 
but blood-letting has a temporary beneficial effect upon the 
fits. The most serious objection to it is that it impoverishes 
the blood, and by so doing after a time favours increase of 
serous effusion from the vessels instead of recovery to 
health. 

The most important of all remedies are sedatives and 
anzesthetics, and chief among these are in reverse order of 
value, bromide of potassium, ether, chloroform, and chloral. 

Bromide of potassium seems too weak, slow, and uncertain 
to prove beneficial in eclampsia. Still a few cases are recorded 
in which it has been used. In my ninth case it will be 
remembered that the medical man who first saw the patient 
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ordered it. But it seemed to do no good. If at all used, it 
ought to be merely as an adjunct to other medicines. 

[ have never tried ether, but ina paper by Dr. H. Chouppe 
appearing in the Aznales de Gynécologie, Janvier, Février 
et Mars, 1876, discussing the advantages of hydrate of 
chloral in the treatment of eclampsia, it is well reported upon. 
He mentions that M. Charpentier has collected fifteen 
cases treated with ether. Of these, eight were either im- 
proved or cured by the ether, in four the fits seemed agegra- 
vated, and in three they seemed unaffected. 

Up to the period when Liebreich drew the attention of 
the medical profession to the therapeutical properties of the 
hydrate of chloral, chloroform obtained, and I think justly, the 
credit of being the best medicinal treatment for eclampsia 
known. The late Sir James Y. Simpson recommended it 
highly for this purpose, and I dare say there is not a Fellow 
of this Society that cannot testify to its beneficial effects. 
But it certainly took more courage than most medical men_ 
possess to administer chloroform during the deep coma of a 
very severe attack, and under these conditions it was usually 
recommended to bleed in preference to giving chloroform. 
That chloroform as a whole gave very good results no one 
who has had experience of such cases will doubt, but its 
effects were of a more transient character than could be 
wished, except the patient were kept constantly in the con- 
dition of deep narcotism, which in some cases was not prac- 
ticable, and on all occasions was very troublesome. 

But, as the Fellows of this Society will have gathered from 
my recorded cases, although they can hardly be taken as re- 
presenting specimens of my ordinary practice, inasmuch as they 
almost all occurred in dispensary practice, where it is always 
difficult, and sometimes impossible, to carry out a thorough 
system of management in the cases, my habit has of late years 
been to trust chiefly to the hydrate of chloral. I have always 
given it in full doses of about 25 grains every six hours, so 
long as the fits continued or threatened to continue, and my 
experience has heightened my belief in its virtues as a means 
of checking the advance of eclampsia. It is to the honour 
- of this Society that some of its Fellows, such as Dr. Milne, 
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Dr. Macrae and others, were among the very first to test the 
virtues of chloral in eclampsia, and to give the profession the 
benefit of their experience. Dr, Chouppe, in the paper already 
referred to, gives a record of a large number of cases treated 
by hydrate of chloral, and collected by him from all quarters, 
and from a study of them pronounces very strongly in favour 
of chloral hydrate as superior to any other therapeutical agent 
in this class of cases. 

It seems to me further that chloral hydrate acts in various 
ways, so that we should expect it to operate beneficially upon 
an eclampsic patient. 

Ist, It dilates the arterioles, and therefore favours the dis- 
appearance of anemia in the brain, especially if it arise from 
spasm of the small arteries in connexion with irritation com- 
municated to the sympathetic nerve supply. 

2nd. It acts asa sedative on the nervous system gene- 
rally, and thus lessens the tendency to disturbed equilibrium 
in it. | 

3rd. It allays muscular irritability and spasm, and thus 
tends in a marked degree to obviate those cerebral con- 


gestions and extravasations so apt to arise as a secondary — 


effect of the conyulsions. 

I have no personal experience of morphia or of any pre- 
paration of opium in cases of this kind, and so forbear from 
making any remarks on their effects. 

A curious problem lies behind and outside all these conside- 
rations in regard totreatment. How did Case IX. get well ? 
It was decidedly one of the most hopeless and most severe 
cases of the kind ever put on record. It certainly did not 
turn out well on account of good obstetrical’ or medical 
treatment. For until I saw the patient no treatment at all, 
except what, on the most charitable construction, was of an 
injurious character, was employed, if we except the instru- 
mental aid in effecting delivery. And after I saw the 
woman it was for nearly two days impossible to apply any 
remedial agency or means. Nevertheless she got well of 
herself, in spite of all appearances and calculations. This 
is true of a large number, and those too not the least severe 
of such cases, and this fact introduces an ugly and.insoluble 
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doubt into our judgment respecting the apparent effect of. 
the general medicinal treatment of such attacks. In no 
cases does it seem to me that it is more difficult to estimate 
the real effects of treatment than inthese. With this remark 
I take my leave of the subject for the present. 
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By PROFESSOR OLSHAUSEN, of Halle. 
(From the Archiv fiir Gyndkologie, Band ix. Heft 2.) 
(Continued from p. 229.) 


WE now come to the evidence of Braxton Hicks. This 
observer brings together in groups eighty-nine cases of severe 
constitutional disease after delivery, which he has met with 
in private practice. Among these he relates thirty-seven 
cases of scarlatina, of which, however, only twenty showed 
any eruption. The seventeen cases in which it was absent 
afford no reliable evidence for our purpose, although the 
author briefly states that in these cases also he was justified 
from the general symptoms and accompanying circumstances 
in making a diagnosis of scarlatina. On the other hand, 
with regard to the twenty cases accompanied by eruption 
(with the exception of two, Nos. 10 and 19, as to which the 
author himself is not quite certain), we have good grounds 
for assuming that the disease can have been none other than 
scarlatina. The eruption was in all well-marked. Mention 
is made of throat affection in most of the cases, and in many 
of the raspberry-like tongue also. Only in two cases is it 
recorded that the uterus was tender on pressure. In five 
cases the origin of the scarlatina was explained by the fact 
that the patients had just previously been nursing their own 
children through that complaint. In three others the illness 
of the puerperal women was followed by scarlatina, either in 
their own children, or in other persons in the house. In 
several instances the communication of scarlatina from the 
doctor to the puerperal woman was probable. We see from 
this evidence that the diagnosis of scarlatina was positively 
No. XLI.—VOL. IV. | Ne 
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established, and that it cannot be maintained that septicemia 
was mistaken for it. 

Finally, we have the epidemic in the Lying-in Hospital 
of Vienna, beginning in the year 1799, and recorded by 
Malfatti. Malfatti gives us the following account :—“ A wide- 
spread epidemic of scarlatina prevailed at the time in Vienna, 
the sufferers from which invariably had a well-marked sore 
throat, and for the most part recovered. Among the puer- 
peral women, on the contrary, the disease had throughout a 
most virulent character, so that it proved fatal to the greater 
number of those attacked. It commenced, for the most 
part, on the second day, but in some cases as late as the 
seventh. A slight redness appeared on the face and neck ; 
there was a dry cough, and in a very few cases some slight 
pain in the throat. Swallowing remained unaffected. In 
the situation of the uterus there was often some tenderness 
on pressure, but the rest of the abdomen continued soft and 
free from pain throughout the whole course of the complaint. 
From the commencement the lochia became offensive, but 
there was no suppression of the secretion. Within the first 
few days the eruption began to diminish in brightness, or to 
vanish entirely in the morning to return in the evening with 
all the greater intensity. (This circumstance is described 
also by Simpson.) On the third, fourth, or fifth day of the 
disease, the eruption assumed a dark, livid appearance, and 
then delirium and death quickly followed. 

“On post-mortem examination no effusion nor collection 
of coagulable lymph was found in the peritoneal cavity. 
The peritoneum showed no alteration. The uterus contained 
more or less blood in its cavity, but yet was fairly contracted ; 
its substance presented no unusual appearance, but at the os 
uteri traces of past inflammation were found—namely, some 
little puriform material, and at the edge of the os a livid, 
blackish tint, which penetrated more or less into the tissue, 
and in some cases emitted a gangrenous smell. The vagina 
and vulva appeared also to be inflamed, but the rest of the 
abdominal organs were unaltered.” Malfatti then goes on to 
describe how blood was often effused beneath the skin of the 
lips and nostrils, and how this skin could often be peeled off 
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in large pieces. In the whole description there is no 
mention of puerperal fever having prevailed at the same 
time, or of lying-in women having died, except from 
scarlatina. It is recorded, on the other hand, that a 
nurse, who had attended one of the puerperal women 
who suffered from scarlatina, was attacked herself by the 
same complaint, accompanied by well-marked throat 
affection. 

What is there, then, to justify us in regarding this epidemic 
as anything else than true scarlatina, which became widely — 
spread by infection in the lying-in hospital, and assumed a 
virulent character ? The absence or slight character of the 
throat affection is, as we have seen, in accordance with the 
almost universal rule in puerperal scarlatina. The peritoneum 
and the substance of the uterus were always found to be 
healthy. Only the internal surface of the uterus showed 
changes, which Malfatti regarded as due to gangrene, and on 
this supposition he explains the fact, which is otherwise to 
him inexplicable, that the puerperal women died without any 
important lesion of any organ being found. He himself, 
however, adds that the opinions of those present at the 
autopsies as to the condition of this organ were divided. If 
we recollect the appearance of the internal surface of the 
uterus after parturition, and think of the position in which 
pathological anatomy stood at that time, we may express 
the conjecture that the change was, in the main, a post- 
mortem one, such as occurs twice as rapidly in puerperal 
women, and after death by scarlatina, or other acute zymotic 
disease. However, the mention made by Malfatti of putrid- 
smelling lochia may awaken the suspicion that not unfre- 
quently a gangrenous endometritis may have been present. 
The possibility of this must certainly be admitted ; but in 
the absence of all other symptoms, and especially when it is 
considered that peritonitis was present in no single instance, 
this occurrence cannot be regarded as a symptom of puerperal 
septicemia, but must be considered rather as a sequence of 
the severe constitutional disease. This is the explanation _ 
which Schneider gives of his fifth case—one of undoubtedly 


genuine scarlatina—in which gangrene of the internal surface 
¥-2 
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of the uterus was found, without any peritonitis or other 
lesion of genital organs. 

Malfatti himself regarded the epidemic as nothing else 
than scarlatina, and I can scarcely understand how it is that 
so many authors of more recent date, taking the patho- 
logical data recorded above, have been able to construct out 
of them a puerperal septicemia. Litzmann passes a dif- 
ferent judgment upon them. He agrees with Malfatti in 
regarding the disease as true scarlatina. The decided 
opinion expressed by Helm and Kiwisch, that the disease 
which had been described as scarlatina after delivery was 
really something quite different from true scarlatina, has 
certainly had a great influence in inducing all later authors 
to adopt the same view. And in reading Helm’s description 
of the affection, every one will say to himself that he, if any 
one, is responsible for the evidence advanced in favour of 
this hypothesis. For he brings forward the arguments to 
which I have alluded at the commencement of this com- 
munication, to the consideration of which I shall now again 
recur. . i~ 

I have already pointed out a fact, which a careful study 
of the literature of the subject makes still more manifest— 
namely, that certain peculiarities belong to the scarlatina of 
puerperal women, and, with some rare exceptions, invariably 
present themselves; whether the case of scarlatina is an 
isolated one, or forms part of an epidemic ; whether it is 
one of undoubtedly genuine scarlatina, or whether there are 
some grounds for suspicion that the disease may be really of 
a different nature. Among these peculiarities must be 
reckoned as first and most important the constant occurrence 
of the attack within the first week after delivery, almost in- 
variably within the first three days; secondly, the slight 
character of the throat affection; and lastly, the rapid, 
almost instantaneous, outbreak of the eruption over the whole 
body at once, and the deep purple colour which it frequently 
has. The arguments which have been based upon these 
circumstances in favour of assuming a purely puerperal 
origin for the disease fall at once to the ground, when it is. 
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found that they occur in exactly the same way in cases of 
undoubtedly genuine scarlatina. } 

With regard to the outbreak of the disease in lying-in 
hospitals, or even in private practice, without any known 
source of infection, we may make the following remarks :— 
In many cases the source of infection has been actually 
demonstrated, and the infection has afterwards been con- 
veyed from puerperal women to others, as in a considerable 
number of Hicks’s cases, in several of those of McClintock and 
Halahan, in the second of my cases, in the cases of Clemens, 
and in the three last of those of Schneider. In other instances 
the source of infection could not, it is true, be precisely 
demonstrated, but an epidemic of scarlatina was prevailing 
at the time. This was especially the case in Vienna in 1799 
(Malfatti) And if with regard to the numerous cases 
observed by Lena, Dance, and Hervieux in the Maternité 
Hospital at Paris, no mention is made of any epidemic in 
the town ; and if also Brown in London and McClintock and 
Denham in Dublin record nothing of the kind, no argument 
can be drawn from this against the scarlatinous nature of the 
disease. In such large cities cases of scarlatina are certainly 
always present, and it requires only the infection of a single , 
individual to give rise to an epidemic in a lying-in hospital. 
Nor can any objection be made on this ground to cases like 
my fourth and fifth, Every physician can certainly cite 
cases in his experience in which the origin of undoubted 
scarlatina has remained absolutely obscure. It is on this 
account that we are led to believe so strongly in the per- 
sistent character of the scarlatinous poison, because in many 
cases the origin of the scarlatina can only be imagined to 
have taken place by a very indirect mode of communication, 
whether it be through a third person, through animals, 
material objects, or articles of diet, such as milk, or because 
the only possible occasion of infection is separated by a long 
interval of time. | 

Apart from the puerperal state, in well-marked cases of 
scarlatina, either in children or adults, no one doubts the 
nature of the disease simply because the source of infection 
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cannot be traced. Just as little is there rational ground for 
any one to doubt in the case of puerperal women if the 
complaint in itself has a perfect resemblance to scarlatina. 

Such, then, is the character of the scarlatina of puerperal 
women with regard to any symptoms or circumstances in 
the course of the complaint which might lead to a conclusion 
that the real nature of the malady is different. Moreover, in 
almost all cases there is an absence both of symptoms during 
life and of lesions found after death pointing to any local 
affection of genital organs. Lena and Dance expressly 
declare that the uterus and peritoneum were almost always 
found healthy. In the fifth case described by Schneider, 
gangrene of the uterine mucous membrane was found, but in 
the rest genital organs and peritoneum were healthy. In the 
fourth of my cases nothing was found at the autopsy which 
could have justified the slightest suspicion of the presence of 
septicemia. Of the conditions found after death in Malfatti's 
patients I have already spoken. 

Of symptoms pointing to local affections of the genital 
organs during life mention is made only in a relatively small 
number of cases. That most frequently recorded is a slight 
and usually a quickly evanescent tenderness of the uterus. 
This occurred in three of Hervieux’s cases, in four out of 
twenty-five of Halahan’s, in three of Hicks’s, in one of my 
cases, and in one of those of Lena. In Winckel’s case a 
parametric exudation was found. In one case of Guéniot’s 
peritonitis appeared for the first time on the fourth day, in — 
two cases of McClintock’s on the tenth and eleventh days 
respectively. In two other cases mentioned by this author 
metrophlebitis was present; also in a case described by 
Lange, which commenced as _ scarlatina, repeated rigors 
occurred, and suppurative parametritis followed. The patient 
died six weeks after delivery. Schneider and Hervieux 
mention puerperal ulcers each in one case. Guéniot found 
uterine lymphangitis once. This is all which is recorded 
either of symptoms or post-mortem lesions out of 140 cases 
which could remind us of puerperal fever. But neither the 
puerperal ulcer, which is mentioned in only two cases out of 
a large number, and which is at all times a common affection, 
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nor the temporary tenderness of the uterus, which occurred 
somewhat oftener, can furnish any ground for suspicion that 
the disease was not scarlatina; for the tenderness of the 
uterus not unfrequently observed at the commencement of 
the scarlatinal eruption may have been nothing more than 
an increase of the sensitiveness of the organ somewhat above 
its usual level at the onset of acute fever; and we must 
allow that even in the normal parturient state the tenderness 
of the uterus is somewhat increased, especially in multipare. 

Fven the cases recorded by McClintock of diffuse peri- 
tonitis arising on the tenth and eleventh days are not incon- 
sistent with scarlatina, and, as McClintock himself thinks, the 
peritonitis is to be regarded as a secondary affection. At 
any rate, since it was so late in its onset, it cannot be inter- 
preted as a septic peritonitis. Thus there remain only a very 
few cases, such as that of Winckel and that of Lange, in 
which we must assume a complication of scarlatina with 
another affection. 

If now, before we turn to the most important point— 
namely, the question of the incubation—we ask once more 
what modification scarlatina undergoes in its symptoms, its 
outbreak, and its course, on account of its complication with 
the puerperal state ; what is its fatality under these circum- 
stances, and what is the cause of the variable degree of 
_ danger, we may draw from the sum total of the evidence 
available the following conclusions :*— 

. Primiparae are more predisposed than multiparz, since of 
the former there were 62, of the latter only 42. This 
circumstance is, of course, connected with the greater youth 
of primipare, and the fact that a larger proportion of them 
have not previously had scarlatina. 

The onset of the disease took place only seven times 
during pregnancy, and these seven occurred at the most 


* T have based these conclusions on the following cases :—Kock, 3 cases ; 
Schneider, 5 ; Clemens, 2 ; Simpson, 2 ; Cremen, 1 ; Hardy, 1 ; McClintock, 34 ; 
Brown, 9; Johnston and Sinclair, 2 ; Winckel, 1; Halahan, 25; Hicks, 18: 

e, 1; Denham, 8; Lena, 7; Dance, 4; Trousseau, 1; Gueniot, 4; 
Hervieux, 7; Olshausen, 5: 141 cases in all. Many of these afford reliable 
evidence on some special points only. 
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variable times, from the third to the tenth month. Eight 
were attacked immediately after delivery ; 62 others on the 
first or second day ; 27 on the third; 22 after the third. 
Thus, excluding the cases in which the disease appeared 
during pregnancy, only 18°5 per cent. were attacked after 
the third day, and not a single one after the eighth. 

During the puerperal state, as at other times, the course 
of scarlatina is sometimes quite mild, sometimes extremely 
severe, proving fatal even within the first forty-eight hours, 
as in McClintock’s sixth case and in my third case. Accord- 
ingly, in different epidemics, as well as in sporadic cases, the 
mortality is very variable. While Hervieux, among nume- 
rous cases, had no single death, and Brown had none in an 
epidemic of nine cases, McClintock saw 10 out of 34 patients 
die, Hicks had only 4 recoveries out of 18 patients, Halahan 
only 6 out of 25, and Denham only 1 out of 8. Yet in the 
sum total the mortality is very high. Of 7 pregnant patients 
3 died ; out of 134 attacked after delivery 64 succumbed, 
which is equivalent to a mortality of 48 per cent. 

Although the degree of danger certainly seems to depend 
upon the character of the epidemic and the greater or less 
malignity of the poison in individual cases, yet the time after 
delivery at which the disease makes its appearance seems 
also to have a decided influence. The earlier after delivery 
the scarlatina appears the higher is the percentage of mor- 
tality, as the following table will show :— 


Of 8 attacked immediately after delivery, there died 6 = 75 per cent. 


Of G2 ee on the first or second day i 35 = 56°5 a 
Ciiey), on, on the third day A 14 = 51°38 a 
Of'247)75,; after the third day Py z= 13°6 3 


(Zo be continued.) 
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GUY’S, HOSPITAL. 


A CASE OF FIBROID POLYPUS. 
Under the care of A. L. GALABIN, M.A., M.D. 


JANE B., aged thirty-eight, had been married sixteen years, 
but had never been pregnant. Menstruation commenced at 
the age of twelve years, and had been normal until three 
years ago. It then became gradually more profuse, and at 
the same time she began to notice a swelling in the lower 
part of the abdomen, and to have severe pain in that 
situation. On account of the metrorrhagia she attended at 
St. Thomas’s Hospital, and obtained considerable relief by 
medicines. During the last year and a half the hezmor- 
thage had much increased, large clots being frequently ex- 
pelled. The pain had greatly increased in severity, and was 
felt most at the menstrual periods. For the last eight weeks 
the legs had become cedematous. During the progress of 
the disease there had been a watery discharge, which latterly 
had acquired an offensive smell. 

The patient first presented herself in the out-patient room. 
It was then found that the abdomen was occupied by a hard 
tumour, reaching just above the umbilicus, and symmetrically 
situated in the middle line. It was scarcely at all moveable, 
and was continuous with the cervix uteri, which was broadly — 
expanded: The os barely admitted the tip of the finger. 
The patient was much wasted, and had a sallow cachectic 
appearance resembling that of malignant disease. Several 
other symptoms also tended to raise a suspicion that the 
disease might be one of carcinoma of the body of the uterus— 
namely, the severity of the pain, the fixation of the tumour, 
and the offensive and watery character of the discharge. It 
so happened that another patient was in the out-patient 
room at the same time, having a tumour almost identical in. 
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dimensions and position, which soon after was unmistakably 
shown to be due to malignant disease of the fundus uteri. 
An exact comparison of the two cases was thus rendered 
easy ; and it was found that, although the cachexia was 
about the same in both, the patient under consideration 
differed from the other in two particulars: first, that 
although the menstrual periods were very profuse and pro- 
longed, leaving a very short interval clear, yet there was no 
blood-tinged discharge in those intervals ; and secondly, that 
the foetor of the discharge had not, on digital examination, 
that extreme character which is so usual in cases of cancer. 
It was therefore thought probable that the tumour might be 
due to a fibroid growth, and the patient was recommended 
to come into the hospital with a view to the exploration of 
the cavity of the uterus. 

She was admitted on March 13th, 1876, some ergot 
having been administered in the meantime. It was then 
found that the os had become somewhat dilated, and a 
smooth mass could be felt within. As the uterus appeared 
to be endeavouring to expel the tumour, the case was left 
for the time to nature, half-drachm doses of liquid extract of 
ergot being continued. A menstrual period lasted from 
March 15th to March 18th. During this time there were 
violent expulsive pains, and frequent subcutaneous injections 
of morphia had to be given, and hot fomentations used. At — 
the end of the period (on March 18th) the os had become 
more dilated ; the mass within the uterus appeared to be as_ 
large as a foetal head, and the sound could be passed four 
inches in front of it, and two inches behind it. The pulse 
had then risen to 116 ; the temperature was normal. Small 
doses of ergot were continued during the day, and morphia 
injections given at night. On the night of the 24th the os 
was found to have become completely retracted, and the 
tumour to have been forced down upon the perineum, filling 
the whole cavity of the pelvis, The uterus was acting 
violently, and the patient was unable to pass her urine. A 
catheter was passed with much difficulty, the bladder being 
pushed up far above the pubes. It was now impossible 
to reach the os uteri at any point, or even to carry the 


Guy’s Fospital. 307 


finger as high asthe greatest diameter of the tumour. 
The vulva was extremely rigid, and it was impossible 
even to make an examination. without the use of an 
anesthetic. It appeared unlikely that either a whipcord 
ligature, or the wire of an écraseur, could be passed 
up to the base of the tumour, and it was, therefore, 
resolved to remove it in slices by the galvanic cautery 
écraseur. 

This was attempted on the afternoon of March 25th. 
The patient was then in extreme distress, her pulse was 
above 140, and her condition resembled that of a woman in 
labour, when the foetal head has been long detained upon the 
perineum. It was found that none of the double wires 
provided for the cautery were long enough to encircle the 
greatest width of the tumour. Two slices were successfully 
removed, and extracted through the vulva, with some diffi- 
culty, by tenaculum forceps. For thé third slice, it was 
necessary to use a thin single wire, the only one procurable 
of sufficient length. This was tightened with extreme slow- 
ness, but, before it had half cut through, alarming hemor- 
thage commenced, and blood poured in a copious stream 
from the vulva. After the removal of the slice, a large plug 
dipped in the liquor ferri perchlor. fort., was pressed against 
the cut surface, but only very briefly checked the hemor- 
thage. The bleeding surface was then exposed by a bivalve 
speculum, and it was found that the wire had divided two 
open spaces more than half an inch in diameter. Blood 
was welling freely from these, and also spurting from several 
large arteries. By the repeated application of the blunt- 
pointed galvanic cautery the bleeding was at length stopped. 
The surface of the slice last removed measured four inches 
from before backwards, and three and a half inches laterally. 
As the patient had lost much blood, and no better wire 
could be obtained, it was thought better to postpone further 
Operative proceedings. It was evident that the occurrence 
of such severe hamorrhage—which is a rare thing in the use 
of the galvanic cautery under similar circumstances—was 
due to the fact that the wire was too thin, and that the 
power of the battery was inadequate to heat sufficiently a 
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loop of the size required—namely, one of about twelve inches 
in circumference. 

In the evening | the pulse had fallen to 84; the tem- 
perature was 1014. Vigorous uterine action. continued, 
and the vaginal discharge soon acquired an extreme fcetor, 
which antiseptic injections were of no avail to modify. On 
the next day, the 26th, the temperature was 980, the pulse 
146, too feeble to be counted at the wrist. Vomiting continued 
all day. On the 27th the remainder of the tumour had 
been forced down upon the perineum, and had acquired a 
convex surface, as before. No pulse could be felt at the 
wrist. The electrician to the hospital now reported that no— 
suitable platinum wire could be procured in London until 
the next day. As, however, it appeared that the patient 
could not survive many hours unless the tumour were 
removed, the obstetric resident, Mr. Amphlett, with much 
energy, succeeded in getting some wire of sufficient length 
drawn out to a suitable thickness. 

At five P.M. on the 27th, the PoeeaiDit. was resumed, ether 
being administered. No hemorrhage occurred on this 
occasion. Two large slices were removed before the os. 
could be reached by the finger. Eventually the wire loop 
was carried up to the fundus of the uterus, and the base of 
the growth was sliced off level with the uterine wall, where 
it had an attachment posteriorly about two inches long, and. 
reaching as high as the fundus. The weight of the growth 
removed on this occasion was I lb. 60z. The operation 
lasted nearly an hour andahalf. At night the patient’s 
temperature was 97°0, pulse 133, stronger than before the 
operation. Very frequent vaginal injections of a dilute 
solution of iodine were used, and the patient soon began to 
improve. For several days, however, she had some symp- 
toms of peritonitis, and the temperature rose to 101°5. It 
was found necessary to draw off the urine by catheter 
until the 30th. Improvement continued, but the pulse 
remained above 120 until April 28th. During the interval 
a small superficial abscess had formed near the anus, and 
she suffered occasionally from vomiting. She did not leave 
the hospital until May 26th, when she had almost entirely 
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lost her cachectic appearance. The uterus had returned 
nearly to its natural size, and the sound passed scarcely more 
than normal length. A few cicatricial bands were felt in 
the upper part of the vagina, around the cervix, due to the 
vaginal mucous membrane having been somewhat charred 
by the cautery. Menstruation had recurred normally. 
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A Treatise on the Science and Practice of Midwifery. By 
W. S. PLAYFAIR, M.D., F.R.C.P., Professor of Obstetric 
Medicine in King’s College, &c. London: Smith, Elder 
eo.  Po...732. 


THIS work is one which has been looked for with high anti- 
cipations, not only from its author’s reputation, but because 
a complete and comprehensive treatise upon midwifery, re- 
presenting the English school of obstetrics, has long been 
much needed. It is true that Dr. Barnes’s work on 
obstetric operations is perhaps, as far as it goes, more com- 
pletely satisfactory than any similar book on any branch of 
medicine or surgery, but this merit it owes, not only to its 
author’s ability, but to the fact that its scope is limited to 
that part of the subject which partakes in great measure of 
the simplicity and certainty of mechanics, and which there- 
fore allows a definite and unhesitating teaching. Dr. Play- 
fair’s book, on the other hand, includes many questions of a 
far more obscure and controverted character. It is true, 
again, that in Dr. Leishman’s System of Midwifery we have 
a most scientific and comprehensive treatise, and one well 
adapted to form a text-book for students. There are several 
respects, however, in which the views of its author differ from 
those now generally accepted by the best authorities, We 
may mention especially his preference in most cases for 
straight as compared with long curved forceps; the ex- 
tremely serious view which he takes of the danger incurred by 
a too frequent use of forceps, or their application at an early 
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stage of labour, or when the head is arrested at the brim ; 
and the active antiphlogistic treatment, by bloodletting and 
purging, which he recommends in the more sthenic form of 
contagious puerperal fever. On all these points we think 
that the teaching of Dr. Playfair is more to be approved, 
and we are glad to welcome the appearance of his book to 
dispute the supremacy with that of Dr. Leishman. It will 
be found ably to fulfil the aim indicated by the author in 
his preface—namely, to supply the lack of teaching which 
results from the absurd regulations now existing, by which 
the lecturer on midwifery is obliged to attempt the impossible 
task of teaching obstetrics in a short three months’ course, 
and to which is due the lamentable fact that students gene- 
rally leave their schools more ignorant of obstetrics than of 
any other subject. We need scarcely say that notices are 
included of the most recent suggestions for improvements in 
operative interference, such as gastro-elytrotomy as a sub- 
stitute for Czsarian section in cases of extreme pelvic con- 
traction, and the plan of opening the sac of an extra-uterine 
foetation by the platinum knife of the galvano-cautery, as 
practised by Professor Thomas. 

The work is divided into five parts—the anatomy and 
physiology of the organs concerned in generation; preg- 
nancy ; labour; obstetric operations; and the puerperal 
state. 

In the first part a full account is given of the various 
views which have been held as to the physiology of men- 
struation and its relation to ovulation, not, however, including 
the recent researches of Dr. J. Williams as to the formation 
and separation of a menstrual decidua, or the contradictory 
observations of Engelmann. Dr. Playfair expresses his 
opinion that the weight of evidence remains strongly in favour 
of the theory generally received, that the escape of the ovum 
is, as a rule, coincident with menstruation, and that there is 
no positive evidence that exfoliation of the mucous mem- 
brane takes place under ordinary circumstances in menstrua- 
tion, although there can be no doubt of its occurrence as a 
morbid phenomenon. A full and clear explanation is given 
of opposing theories of the structure of the placenta, without 
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any expression of opinion on the author's part. Special 
stress is laid upon the conflicting descriptions of Professor 
Turner, Dr. Braxton Hicks, and Professor Ercolani. 

There is an admirable account of the varieties of extra- 
uterine pregnancy, and the signs by which it may be 
diagnosed. In discussing the grave question of treatment, 
the author looks hopefully upon the suggestion to perform 
gastrotomy immediately, if the sac has become lacerated, to 
sponge away the effused blood, place a ligature round the 
lacerated tube, and remove.it with its contents. In cases of 
abdominal gestation, when full term has arrived, it is pro- 
nounced impossible to give a decided preference to either of 
the three courses open—namely, primary gastrotomy, 
secondary gastrotomy, or expectant treatment. If, however, 
the sufferings of the patient are very great, and her general 
condition favourable, primary gastrotomy is recommended, to 
be performed with all the precautions with which we surround 
ovariotomy. In the treatment of the early stage of tubal 
foetation the author recommends puncture by the aspirator 
needle. He says that in all cases in which a peri-uterine 
tumour is present and extra-uterine pregnancy is suspected, the 
patient should have the benefit of the doubt, since no harm 
is likely to follow from the passage of a fine tube, even if 
we are wrong in our suspicions. We think that Dr. Playfair 
takes too confident a view of the safety of this mode of 
treatment. In the statistics of extra-uterine pregnancy 
collected by Dr. J. J. Parry from a very extensive field, seven 
cases of treatment by puncture were found recorded. Of 
these five patients died, and one of the remaining two re- 
ceived no benefit. Remembering ourselves, moreover, 
numerous cases in which it was suspected by experienced 
observers that a peri-uterine tumour might be due to extra- 
uterine pregnancy, but in which the tumour ceased to 
increase, and the patient suffered no serious results, we think 
that many persons would be subjected to increased risks if 
Dr. Playfair’s advice were generally followed. 

In the very serious complication of pregnancy by a large 
ovarian tumour the question is discussed which alternative 
should be adopted—that followed by Spencer Wells, to treat 
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the tumour by tapping or ovariotomy, or that recommended 
by Barnes, to bring on premature labour without interfering 
with the tumour. The author believes that the success of 
ovariotomy during pregnancy has been so great that, on the 
whole, it seems the best chance to the mother, and certainly 
the best to the child, to resort to the apparently heroic 
practice recommended by Wells. 

In the description of the phenomena of labour and the 
directions for its management Dr. Playfair is especially 
admirable. Many of his precepts are as yet far from being 
generally adopted, and most of them are highly to be com- 
mended. Among these we may mention the use of chloral 
rather than chloroform in the first stage, especially when the 
os is rigid; the almost absolute discarding of ergot as a 
means of stimulating the uterus before delivery, and the sub- 
stitution for it of the plan of external pressure, already well 
described and enforced by Dr. Barnes and others; the 
regular administration after delivery in all cases of a full 
dose of ergot, such as a drachm or more of the liquid extract, 
not only as a prophylactic against hemorrhage, but as a 
means of lessening after-pains ; the immediate insertion of 
silver sutures in all cases in which the perineum is ruptured 
to any extent; and last, but most important, the mode of 
managing the third stage of labour. The author enjoins 
that the hand should never be removed from the uterus, but 
that no attempt should be made to extract the placenta 
until fifteen or twenty minutes after the birth of the child. 
The fundus is then to be grasped in the hollow of the left 
hand, and strong and firm pressure made downwards and 
backwards in the axis of the pelvic brim, until the 
placenta is expelled into the bed, together with any 
coagula that may be in the cavity of the uterus. It is 
absolutely forbidden to make the slightest traction upon 
the cord, or even upon the presenting edge of the placenta. 
The latter expedient, however, appears to us to be harm- 
less, if combined with pressure upon the fundus by the 
external hand. The recent researches of Budin as to the 
proper moment for tying the cord were naturally too late 
to find a place in Dr. Playfair’s work. Budin recommends 
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that the ligature should not be applied until a minute at 
least after the cord has ceased to pulsate, in order that the 
blood in the placenta may be restored to the child’s vascular 
system, and he finds also that the placenta is then more 
readily expelled. Dr. Playfair takes rather the opposite 
view, for he directs that the cord should be tied as soon 
as the child cries, and he thinks the usual second ligature to 
be of use in retaining the blood, and thus increasing the 
size of the placenta, and favouring its more ready expulsion 
by uterine contraction. 

In describing the mechanism of delivery in the first 
position of the vertex, Dr. Playfair agrees with Matthews 
Duncan and Leishman in rejecting Naegele’s account of 
~ the latera! obliquity of the head at the pelvic brim. He 
appears, however, although his statement on this point is 
mot very clear, by no means to follow in full the views 
of these authors, but to accept the doctrine of lateral 
obliquity as understood by Tyler Smith and Murphy, for 
he says that the right side of the head descends more 
_ rapidly than the left, so that the head acquires a slight 
lateral flexion on the trunk, and in the lower half of the 
pelvic cavity the right parietal bone comes to be on a some- 
what lower level than the left. Obliquity is not, however, 
expressly included in the movements of the foetal head ; but, 
nevertheless, Dr. Playfair describes a greater number of stages 
of movement than most authors, for he regards them as being 
six :—1, Flexion: 2, first movement of descent ; 3, levelling ~ 
or adjusting movement; 4, rotation; 5, second movement of 
descent and extension ; 6, external rotation. We think that 
_ these stages will scarcely seem more intelligible to the student 
than the old ones of flexion, rotation, extension, and restitu- 
tion, for Dr. Playfair’s levelling or adjusting movement is 
neither more nor less than a partial extension, and it seems 
to increase the complication to separate it from the later 
movement of extension, and give it a different name. We 
doubt, moréover, whether, in general, any, even partial, 
extension occurs before the movement of rotation, or until 
the occiput begins to escape under the pubic arch. 

The section relating to obstetric operations is well written, 
No. XLI.—VOL. IV. Zz 
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and there is a careful discussion of the limits within which 
each operation is applicable, and the cases in which it should 
be selected. Dr. Playfair is already known as an advocate 
for a far more frequent and early use of forceps than has 
hitherto been customary, and in the present work he recom- 
mends a freedom in their application, even to the extent 
carried out in the Rotunda Hospital by Dr. Johnson. It is 
probably to this point chiefly that he refers when he states 
in his preface that after deliberate reflection, and with the 
profound conviction that such changes are right, he has 
recommended practice on certain important points, which 
not long ago would have been considered heterodox in the 
extreme, and which, even now, will not meet with general 
approval. It might perhaps be doubted whether novel views, 
not yet accepted by the ablest teachers of the day, should 
find a place in a systematic text-book ; but we think that, 
in this instance, Dr. Playfair scarcely needs an apology, and 
that the best authorities will confirm his views. For 
although, in the interest chiefly of the child, he advocates 
early interference in very many cases, to accelerate the expul- 
sive stage of labour, he yet by no means follows Dr. John- 
ston in advising a practice, the safety of which, for general 
adoption, can scarcely be regarded as yet proved—namely, 
that of applying forceps to hasten the dilatation of the os — 
when the membranes have ruptured too early. On the con- 
trary, he enjoins very great caution in the use of the instru- 
ment when the head is arrested high in the pelvis, or in 
cases of deformity, or before the os is completely expanded. 
With reference to the effects of early interference as to the 
life of the child, a very forcible comparison is drawn between 
the general mortality of one out of every twenty or thirty 
children, and the results obtained by Dr. Hamilton, of Fal- 
kirk, who, using forceps on an average once in every seventh 
or eighth case, delivered 731 successive children without a 
single still-birth. With regard to the choice of forceps, Dr. 
Playfair agrees with Dr. Barnes that long curved forceps 
answer quite as well as the short forceps—indeed, in most 
respects better—when ‘the head has descended low down in 
the pelvis, and that therefore the practitioner may be sure 
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“that a good pair of long forceps will be suitable for every 
emergency, and in any position of the head. The only 
possible circumstances under which a straight blade can 
possess any superiority are said.to be certain cases of occipito- 
posterior position, of very rare occurrence, in which it may 
‘be found necessary to rotate the head round a large circle of 
the pelvis. A preference, which we think is well deserved, 
is given to Simpson’s forceps in comparison with all others, 
even those of Barnes, on account of the firmer hold for trac- 
tion which their handles allow, by means of the projecting 
rests for two fingers of the left hand, and the serrated edges, 
which give a firm grasp to the right. ! 

The limits of craniotomy are laid down as being between 
2¢ to 3 inches antero-posterior diameter in the one direction, 
and 1 inches in the other, provided, in the latter case, there 
be a fair amount of space in the transverse diameter. With 
regard to the mode of extraction, Dr. Playfair takes a view 
which deserves general notice-—namely, that, when the obstruc- 
tion is not great, and only a comparatively slight diminution 
in the size of the head is required, cephalotripsy is infinitely 
easier than the use of craniotomy forceps, but that, if pelvic 
deformity be very marked, the two operations stand on a 
more equal footing, and the latter may even prove to be pre- 
ferable. Czsarian section is considered to be more hopeful 
now than in former days, in consequence of the great success 
which has attended ovariotomy, and the experience which has 
been gained in its performance. Dr. Playfair, however, be- 
lieves that gastro-elytrotomy, originally suggested in 1820, 
and lately performed by Professor Thomas, is theoretically 
sufficieutly simple, and promises far more in its results, 
although it has not been even alluded to in any of our stan- 
dard obstetric works. This operation consists in making an 
incision from the symphysis pubis to the anterior-superior 
spine of the ilium, holding back the peritoneum, as in the > 
operation for ligature of the iliac arteries, opening the vagina 
at its junction with the cervix, and then extracting the child 
by version. Since Dr. Playfair wrote, this has already been 
performed in America by Professor Skene, with a successful 
result both te mother and child. 

Z 2 
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A careful estimate is given of the relative advantages of 
turning and the use of forceps in cases of contraction of the 
pelvic brim, though without including any reference to the 
recent experimental researches of Budin. Dr. Playfair arrives 
at the conclusion, which we believe to be the just one, that, 
for the original choice, the application of forceps is generally 
the preferable operation of the two, although it may be 
possible in some cases to deliver a living child by turning 
through a pelvis contracted. beyond the point which would 
permit of a living child being extracted by forceps. 

In the chapter on puerperal fever the available evidence 
as to the nature of the disease is ably summed up, including 
that which was adduced in the recent discussion at the 
Obstetrical Society of London. The inference drawn is, that 
the modern view, which holds that the disease is in fact 
identical with the condition known as pyzmia or septicemia, 
offers a far better explanation of the phenomenon observed 
than any other that has yet been advanced. Dr. Playfair, 
however, fully accepts the ample evidence which has been 
brought forward to show that the contagium, not only of 
erysipelas, but also of scarlatina and other zymotic diseases, 
may produce a form of disease indistinguishable from 
ordinary puerperal septicemia, and he gives grounds for — 
believing that surgical pyeemia may be produced in the same 
way. ? 

The chapter on puerperal venous thrombosis and embolism 
will be read with special interest, since the subject is one 
upon which the author has bestowed much personal study. 
He argues forcibly that, in a considerable number of cases, a 
clot is formed by spontaneous coagulation in the pulmonary 
arteries themselves, and is not the result of embolism. 

In one point we are obliged to speak somewhat less favour- 
ably of Dr. Playfair’s book—namely, with regard to the illus- 
trations. Many of them are very old acquaintances indeed, and 
some of those which appear to be new are scarcely worthy of 
the work itself, or of its author. The artist appears to have 
been somewhat ambitious in the depicting of drapery, but 
very weak in the matter of perspective, and the result is 
sometimes an appearance of grave inaccuracy. Thus, in — 
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figure 153, intended to represent the last stage of extraction 
by forceps, when the handles are turned upwards towards 
the mother’s abdomen, the handles appear scarcely raised at 
all, and are almost in a line with the trunk. Again, in 
figure 152, showing the forceps applied, the axis of the 
uterus is depicted as being nearly in a line with that of the 
body, whence it results that the blades are grasping the 
head almost in a fronto-suboccipital plane, that is to say, 
nearly at right angles to their proper position. Another 
singular picture will be found in figure 99, representing 
the expulsion of the placenta by external pressure, where 
a ghostly hand is grasping the still distended uterus, while 
the placenta is already outside the vulva, not folded on a 
longitudinal axis so as to present by its lower edge, 
but as if expelled with the centre of its uterine surface 
foremost. 

We hope, in a second edition, to see improvements in 
some minor points, and especially in the matter of the 
illustrations. Dr. Playfair’s work will then be able to make 
a fair claim to a position which we hope to see it attain, that 
of being acknowledged as the best systematic treatise on 
midwifery in the English language. 
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OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Fuly 5th, 1876. 


~ Wirii1am OVEREND PriestTLey, M.D., F.R.C.P., Presedent, 
in the Chair. 


Blunt Hook. 


Professor Lazarewitcu, of Kharkoff, Russia, exhibited a modifi- 
cation of the blunt hook. One end was adapted for replacing the 
funis, the other for extracting the child by the thigh, placing a silk 
tape round it, or for placing a plaited silk noose over the child’s 
foot. — 

- Dr. Gopson had on a former occasion: called attention to ‘the 


! 
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danger consequent upon using the blunt hook formerly recommended 
by the Professor; he was glad to see he had discarded it for one 
with a different curve. 





Hypertrophy of Spleen and Liver. 


Dr. RoutH exhibited for Dr. Oswald specimens removed post 
mortem froma child nine yearsoid. ‘The swelling had begun in early © 
childhood. She was strumous, and measured thirty-three inches round 
the abdomen. A brother was similarly affected. The child became 
much emaciated at last. At the autopsy the peritoneal cavity was 
found to contain about a quart of serous fluid. The spleen was 
adherent, and the intestines were matted together. Both lungs 
contained tubercle. 

Dr. WILTSHIRE inquired as to the nature of the enlargement, 
whether there was any history of syphilis, or of chronic suppuration, 
or of tubercle obsolete or with cavities. It looked as if it were a 
case of albuminoid infiltration. He would suggest the desirability of 
a microscopic examination. 

Dr. Wynn WILLIAMS, who had had the case under his care, said 
the mother denied all knowledge of syphilis, but the father acknow- 
ledged having had hard chancres. The condition was often seen in 
ague districts. Many children got it when the Metropolitan Railway 
was being made. The child was not ricketty. 

Dr. Routh, Dr. W. Williams, and Dr. Wiltshire were requested to 
examine and report further on the case. 


Addendum to Case of Colloid Tumour. 


Dr. BARNES recorded the further history of the case reported last 
year. As recorded at that time, a large colloid tumour was removed 
by gastrotomy on June roth, 1875. Another mass was seen at the 
time, but it was not thought prudent to interfere with it. Some 
months later the growth again began to increase. In May of the 
present year gastrotomy was again performed. A conglemerate 
mass, nearly as large as the former, and weighing 22 lbs., was removed. 
There were many adhesions, the largest of which was transfixed, tied 
by a whipcord ligature, and dropped. Another mass, as large as a 
foetal head, was left adherent in the pelvis, the operation having 
already lasted two hours. A piece of intestine which was adherent 
to the abdominal wall was wounded. It was closed by sutures of 
fine silk, and the patient made a good recovery. 





On the Displacement of the Uterus by the Distension of the Bladder, 
as shown by Experiments on the Dead Body. 


Dr. Braxton Hicks read a paper upon this subject, detailing the 
results of numerous experiments he had made in conjunction with 


Obstetrical Society of London. 319 


Dr, J. F. Goodhart, Demonstrator of Anatomy at Guy’s Hospital. 
The author believed that it was desirable to put the matter to the 
test of experiment, since there were many arguments and supposi- 
tions on the subject not resting upon any basis of facts. In most of 
the experiments the intestines were first drawn out of the pelvis away 
‘ from the posterior wall of the uterus. This, no doubt, introduced 
some modification in the conditions, and was to be borne in mind in 
estimating the results of the experiments. In some instances the 
intestines were left in position, and it was then found that, as the 
bladder became distended, they were gradually forced up out of the 
pelvic cavity. The distension was effected by forcing in water 
through a catheter. In some instances the bladder was ruptured 
when only moderate distension had been reached, and the rupture 
always took place at the fundus. It was found in all cases that the 
distension at first took place most readily backwards, and the fundus 
of the bladder did not begin to rise much until its lower segment had 
been filled. In some cases the round ligaments were rendered tense 
by the distension, but generally speaking no tension was produced by 
. any moderate degree of expansion. This state of things was pro- 
bably different from that which takes place in pregnancy, when the 
round ligaments become hypertrophied. and are of service in check- 
ing the recoil of the uterus when the foetal head meets with much 
resistance. It was to be remembered that the simple mechanical 
conditions after death did not represent the whole of the influences at 
work in life, for there was a power of alteration in the various liga- 
ments of the uterus, either by the contraction of muscular fibres, or 
by the distension of vascular plexuses. At the outset of the expert- 
ments the uterus was generally found in a state of retroversion, and 
Douglas’s pouch empty, its two surfaces being in contact. The 
retroversion was due to the effect of gravity, together with the loss of 
the retentive power of the abdomen after death. A similar loss of 
sustaining power might also take place during life when the abdominal 
walls were very lax. 

Among the numerous | experiments the following may be selected 
as examples :— 

Exp. 1.—Uterus small and moveable. The round lgaments 
could be rendered tense only by pushing the fundus uteri a long 
way backwards and downwards. ‘The folds of peritoneum appeared 
to. have the greatest influence in retaining the uterus in position. 
When the bladder was fully distended, the fundus uteri disappeared 
behind it, and was found to have been pushed deep down into the 
pelvis. 

Exp. 2.—Uterus high up in consequence of distension of the 
rectum: no ligament tense. As the bladder was distended the 
uterus rose with it, remaining nearly perpendicular to the pelvic 
brim. The left round ligament was rendered tense in all its course 
except the part close to the uterus. 

Exp. 3.—Fundus uteri deep down to left side, displaced by band 
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of adhesion running from left broad ligament. As the bladder was 
distended it quickly hid the uterus, and the fundus was found to have 
been rotated completely backwards. 

Exp. 4.—Uterus retroverted. On distension of the bladder the 
fundus was pushed still further downward and backward. 

Exp. 5.— Uterus enlarged after an abortion in the fourth month of 
pregnancy. The uterus was carried backward in an upright position 
against the. sacrum, its retroversion not being at all increased. 

Exp. 6.—The fundus uteri was pushed downward and backward 
so as to touch the sacrum. 

Exp. 7.—Fundus uteri enlarged, and to left side. On moderate 
distension of the bladder it became retroverted to a horizontal 
position. When the distension was carried further, it was carried 
backward against the sacrum and rendered more upright. 

Exp. £2.—Death occurred trom suppuration in the Fallopian tube 
and peritonitis. Uterus free and retroflexed. On distension of the 
bladder sudden partial restitution took place, and the cervix was 
drawn up out of reach from the vagina. The fundus was found to be 
more closely connected with the bladder than usual. 

Exp. 18.—Uterus enlarged 1 in consequence of a miscarriage some 
months before. ‘The intestines were left as they were found, some of 
them being in the pelvic cavity. On distension of the bladder the 
coils were gradually pushed up out of the pelvis. The retroflexion 
of the uterus was restored, and the organ was raised and carried back 
against the sacrum, but the fundus became hidden behind the bladder. 

The following general conclusions were drawn:—1. Distension of 
the bladder takes place first backwards towards the sacrum and then 
upwards. As a general rule, the uterus becomes retroverted when 
moderate distension has taken place, often so much so that it becomes 
horizontal. Further distension, though generally completing the 
retroversion, may act in distending the anterior wall of the vagina, 
and so tend to remedy the retroversion, but encourage flexion, more 
especially if the cervical attachments be firm. 2. If the rectum be 
full when the bladder is distended, the uterus does not become 
retroverted, but is raised bodily in the pelvis in an axis more or less 
perpendicular'to the plane of the brim. 3. If the vaginal portion of 
the bladder be relaxed, the vagina first becomes distended, and the 
cervix uteri is carried backward. ‘The uterus is then carried back- 
ward and rendered vertical ; at first it is somewhat sania but 
ultimately raised out of the pelvis in a nearly upright position. If 
the uterus is at first retroverted, and the vaginal portion of the bladder 
is first distended, the retroversion is restored. 

Dr. Hicks in making these experiments was not aware of similar 
researches by Dr. Williams, published in the Zamcef in 1873. His 
general results were similar, except that Dr. Williams found that the 
uterus became anteverted when the rectum as well as the bladder was 
distended. He thought the discrepancy was due to the fact that-an 
Dr. Williams’s case the distension of the rectum was artificial. An 
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elastic pressure would thus be produced, such as could never arise 
from a collection of feecal matter. Diagrams were shown illustrating 
the two contrary conditions :—(1), the more usual one, when the 
uterus is retroverted by moderate distension of the bladder ; (2), the 
case in which the vaginal portion of the bladder is first distended, 
the cervix is carried back, and the uterus is rendered upright or 
slightly anteverted. . 

Mr. SPENCER WELLS doubted whether experiments made on the 
dead body in the recumbent position, after removal of the small 
intestines, could afford reliable information as to the effect of varying 
degrees of distension of bladder and rectum upon the uterus of living 
women in the erect and other positions of the body. The influence 
of the small intestines (whether empty or distended with feeces or gas) 
upon the uterus, was at least as great as that of either bladder or 
rectum, or both, and when they fell at all low down behind the uterus 
into Douglas’s pouch (as they certainly do, not unfrequently) they 
not only affect the positions of-the uterus but often lead to mistakes 
in practice. It was due to the pressure of the intestines that the 
uterus might be maintained in place, if restored to its normal position 
from one of retroversion or anteversion by the sound or otherwise. 

_ Dr. Snow Becx inquired as to where the intestines were during 
these experiments. He had himself assisted at experiments made 
by Mr. Quain, at University College, in order to ascertain the position 
of the bladder, when filled, in the male subject. In these the posi- 
tion assumed was diametrically opposite to that described by Dr. 
Hicks. ‘The posterior part of the bladder became flattened, and dis- 
tension took place upward, leading to the conclusion that it was 
dangerous to leave a catheter zw sz#z. He did not see why it should 
be different in the female. Of course the uterus was unsupported 
after the removal of the intestines, which naturally keep it in position. 
The experiments could not be comparable io anything that took 
place in the living body, unless in the case of obstruction of the 
urethra, because the distension artificially produced was an extreme 
one. 

Dr. CLEVELAND remarked that in estimating the full effect of a 
distended bladder upon the uterus it should be remembered there is 
a considerable difference in degree between the distension, and it 
may be added thickness of walls, of a healthy bladder, injected after 
death, and that of an organ gradually enlarging to an enormous size 
under retention during lire. Jn Dr. Hicks’s interesting experiments 
‘the maximum of distension produced by injecting two pints of water 
did not probably reach one-fourth of what sometimes occurs under 
retenticn. | 
- The Prestpenr reminded the Society how W. Hunter had taught 
‘that retroversion of the gravid uterus was produced by an over- 
distended bladder, and this doctrine had been almost exclusively 
accepted for atime. Dr. Tyler Smith had pointed out that in some 
instances at least the retroversion was not due to the pressure of the 
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bladder, but that pregnancy supervened in an uterus which had been, 


known to be retroflexed before gestation commenced. W. Hunter’s 
observations applied especially to the uterus when its fundus was 
enlarged by pregnancy, but the investigations of Dr. Hicks carried 
the subject further, and seemed to indicate that the unimpregnated 
uterus might be displaced by a distended bladder. 

Dr. JoHN Wit.iaMs stated that his experiments were performed 
both on the living and on the dead subject. When the bladder and 
rectum were both full the uterus was high up in the centre of the 
pelvis. If the bladder were partially emptied the uterus became 
immediately anteverted. When the bladder and rectum were both 
empty the uterus was low and retroverted. As to the objections 
raised to the experiments, it was said that the intestines were gene- 
rally found in Douglas’s pouch; he had not found them there once 
in twenty cases on the post-mortem table. ‘The uterus, moreover, 
was always retroverted, except in cases where the fundus was 
attached to the bladder for an unusually long distance. In that case 
it became anteverted when the bladder was empty. In the living 
body he had only once or twice felt the intestines in the posterior 
pouch. Unless the bladder and rectum were very much distended 
the uterus never reached the brim of the pelvis. Retroflexion could 
not be brought about if the bladder and rectum were full, only if one 
or both were empty. Constipation was a common cause of it, for 
straining then took place after the bladder and rectum had been 
emptied. He did not quite agree with the diagram representing the 
uterus as retroverted by distension of the bladder. At first the base of 
the bladder became drawn out, but in the drawing it was represented 
as obliterated. 

Dr. RoutH thought Dr. Williams’s remarks very valuable. He had 
been in the habit for years of recommending patients with anteversion 
to hold their water for as long as possible. He thought the intestines 
were very rarely found in Douglas’s pouch. In cases of rectocele he 
had often cut into it, and he had never found any intestines there. 

Dr. SNow Beck said that he maintained that the intestines were 
in the pelvis, in contact with the posterior wall of the uterus, but not 
in Douglas’s pouch. 

Dr. BANTOCK stated that his experience, gained in the operation 
of ovariotomy, was directly contrary to that of Dr. Williams as to the 
intestines being behind the uterus. He would like to hear that of 
Mr. Spencer Wells. | 

Mr. SPENCER WELLS had found them almost invariably behind the 
uterus. He also frequently detected them, on vaginal examination, 
lying between the vagina and rectum. 

Dr. WILLIAMS remarked that in most cases of ovarian tumour, the 
uterus was either pressed down or else drawn up; in the latter case 
of course the intestines would go down behind. 


Dr. WyNN WILLIAMS thought the cases of ovarian, tumour and 


healthy abdomens were not comparable. 


<i 
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_ Mr. Lawson Tair said he had never found any evidence that the 
mtestines were down behind the uterus in a case of ovarian tumour 
before its removal. He thought it must be exceptional, for he had 
observed it only twice, and then demonstrated it to others on account 
of its rarity. He thought the condition described by Mr. Wells was 
due to traction upon the pedicle after the tumour had been with- 
drawn from the abdomen. He did not think that any conclusions 
which Dr. Hicks might draw from experiments on a dead body lying 
on its back would materially aid us in judging of the influence of 
distension of the bladder in the living subject. 

Dr. Roper thought it difficult to understand how distension of the 
bladder couid produce retroflexion of a healthy uterus. Retroflexion 
was mostly connected with a morbid condition of the structvre of 
the uterus, resulting from metritis, or the uterus became bent by the 
contractions and adhesions brought about by parametritis. 

Dr. Heywoop Smirx asked whether in cases of cystocele it was 
the weight of the lower segment of the bladder, tending to pull down 
the uterus, which caused the prolapse, or whether laxity of the anterior 
vaginal wall was the primary condition. Such cases were often cured 
by elytroraphy. . 

Dr. Gatapin had been present at some of the experiments 
described in the paper, and could bear testimony to the fact that the 
bladder did expand in a globular manner, and that the lower segment 
became distended first. He was especially struck by the circum- 
stance, that while moderate distension generally produced retro- 
version, a more extreme distension, if it were possible to obtain it, 
usually carried the uterus backward and upward, flattened it against 
the’ sacrum, and rendered it upright again. It appeared to him 
self-evident that, when the uterus was anteverted during life, the 
intestines were in contact with its posterior wall, and aided in 
Maintaining its position, since that posterior wall then looked 
towards the cavity of the abdomen. This was not disproved by 
the opposite condition found after death, when the uterus became 
retroverted. 

Dr. Tritt thought the experiments interesting as far as they went, 
but we should understand better the effects of vesical distension on 
the womb by injecting the bladder without opening the abdomen, 
and by then making a section of the body after freezing it. 

Dr. Hicks stated that he had brought forward his communication 
as a small contribution on the subject. In the horizontal position 
of the body the uterus was still vertical. The intestines did unques- 
tionably get behind the uterus, as was shown by the cases in which 
they were not interfered with, and in which they were gradually 
pressed up out of the pelvis by the distension of the bladder. ‘The 
degree of distension produced in the experiments was less than often 
occurs during life, and not more than, at most, two pints of water 
were injected. It was found impossible to distend the bladder up to 
the umbilicus- without bursting it. There was probably much 
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difference between the maie and female bladder, and no con- 
clusion could be drawn as to the female from experiments on the 
male. 


Case of Vesico- Vaginal Fistula. 


Mr. Lawson Tait brought forward a case in which this condition 
remained fourteen years after lithotomy, and was cured by a series of 
plastic operations. In 1862 the patient underwent vaginal lithotomy, 
after which she went through a series of operative proceedings at the 
hands of different surgeons. In July, 1874, she came under Mr. 
Tait’s care. Considerable loss of tissue had taken place by sloughing, 
atrophy, and attempted operations, so that asmall pouch at the upper 
part of the vagina, not much larger than a walnut, represented the 
bladder. ‘The patient suffered from phosphatic diathesis of the most 
inveterate description. During the eighteen months she was under 
treatment she was under the influence of chloroform some twenty- 
three times, and she had passed nine years of her lifeon a bed-pan. In 
July, 1874, Mr. Tait performed the first operation. ‘The ureters were 
then visible, and the urethra was laid open for a long distance. On 
the first occasion the edges of the bladder only were pared, and these 
united successfully. In August the first attempt was made to close 
the urethra. Linear incisions, parallel to its course, were made at 
each side, and the flaps dissected up towards the middle. No 
catheter was used. All went well for three days, but on the fourth 
night the urine dribbled away as usual. The wound was covered 
with an apparent slough, but this was found to be due only to phos- 
phatic deposit. The flaps fell back, but no loss of tissue took place. 
In October the operation was repeated. By the advice of Mr. Napier, 
one of his self-retaining catheters was kept in. It soon became 
blocked, and had to be cleared, and on the fifth day the wound re- 
opened, phosphatic deposit having taken place as before. In 
January, 1875, the operation was repeated, a metal catheter being 
used, and again in February, without any catheter. Both ended im 
failure. For the next nine months the patient underwent a course of 
mineral acids, and the parts were frequently brushed with strong 
carbolic acid. In November, 1875, it was considered whether to 
make a second opening into the bladder above the pubes, or on one 
side of the urethra, and the latter course was resolved on. A 
Boudalt’s trocar was passed through the left vaginal wall, as far from 
the uretnra as possible, into the bladder, and out on the other side 
close to the cervix. Through it a nickel wire drainage-tube was 
passed and fastened in. The operation was then conducted as 
before, and the result was most satisfactory. The stitches and 
drainage-tube were removed on the sixteenth day ; the wound from 
the latter, being vaivular, closed without trouble. The patient has 
now complete control over the bladder, and can retain as much as 
ten ounces of urine, rarely requiring to rise more than once during 
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the night, and never wetting herself during the day, except when 
nervous. 

The PRESIDENT thought this an instance of the most unmitigated 
perseverance under the most difficult circumstances. 

Mr. SPENCER WELLS had seen the patient operated on by Mr. 
Tait, and confirmed all that had been said in the paper as to the 
benefit which had followed the operation. In two similar cases, 
such great benefit was derived from the application of the actual 
cautery to the orifice of the urethra, and for about an inch along the 
canal, leading to cicatricial contraction after the separation of the 
eschar, that no further operation was necessary. So much good was 
done in both cases that he would be disposed to try the effect of 
cauterization of the urethra, in any case of incontinence of urine in 
women, when there was no vaginal fistula. In one of his cases the 
good effect followed immediately, and lasted for some months, but he 
feared that some relapse was now taking place. In the other the 
benefit had been permanent, although the urethra had been destroyed 
and the neck of the bladder opened. 

Dr. Bantock stated that Mr. Tait’s experience confirmed that of 
Emmet—that in cases of fistula involving the urethra, it was abso- 
lutely necessary to success to make an outlet for the urine through 
the floor of the bladder. He had operated in the Samaritan Hospital 
on such a case. and the union broke down on the fourth or fifth day. 
Next time he would make a second opening into the bladder. 

Dr. RouTH remarked that Mr. Baker Brown had adopted the plan 
_ of making an artificial urethra, and sewing up the normal one, in 
similar cases. He had performed this operation himself once. ‘The 
new urethra closed up after a time, and the old one reopened, but 
the patient could retain her urine. In another case he had used the 
actual cautery for incontinence, with a successful result. 

Mr. Lawson Tair inquired if Mr. Wells wouid use the cautery for 
the results of the forcible dilatation of the urethra, which has lately 
been frequently practised, on the recommendation of Mr. Teale. He 
had three patients now under his care, in whom permanent incon- 
tinence had been produced. 

Mr. SPENCER WELLS replied that he had several times adopted the 
plan of dilatation, and had never seen incontinence of urine result. 
If it did happen he should have no hesitation in having recourse to 
the cautery. 


Case of Hematocephatus. 


Dr. GRIFFITHS communicated the particulars of a case of this 
nature, which had been mistaken for hydrocephalus. Brain substance 
and clotted grumous blood issued from the opening made in the 
head, after which delivery was effected by the blunt hook. 
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OBSTETRICAL SOCIETY OF EDINBURGH. 
Meeting, March 8th, 1876. 


Professor Simpson, President, in the Chair. 


Dr. UNDERHILL read a paper on the Structure of Three Cervical 
Polypi. 

Prof. Stimpson thanked Dr. Underhill for his paper. He thought 
the cases interesting both pathologically and clinically. ; 

Dr. KEILLER remarked that the preparations which Dr. Underhill 
had exhibited microscopically were evidence of what he had always 
thought and believed to be true, that the mucous variety of polypus 
was much more vascular than the fibrous, and that this amply 
accounted for the hemorrhagic tendency of such cases. 

In the absence of Dr. MatTHEws Duncan, Mr. JAMIESON ex- 
hibited for him a rhinocephalous Cyclopean foetal lamb, premature, 
having been found twin with a well-formed lamb, slaughtered in the 
shambles. It was, on the whole, of healthy natural formation, except 
in its head. As yet, Dr. Duncan had not dissected it in order to 
verify the occurrence of the anteriorly-united cerebral hemispheres. 
The eye and its cornea were of oval form, having the long diameter 
transversely. ‘lhe iris was double, and the one was in contact with 
the other. The pupil in the middle of each i iris was natural. 

Mr. JAMIESON showed an umbilical cord, tied with an elastic 
ligature, which had _ successfully arrested the bleeding which an 
ordinary.ligature had failed to stop. 

Dr. Bruce showed a preparation of a foetus with exomphalos and 
sacral hygroma. ‘The anterior abdominal wall was entirely deficient. 

Dr. KertLLeER showed a large soft fibroid tumour of the uterus, 
which had occurred in the practice of Dr. Watson, of Stockton-on- 
Tees. The tumour, which weighed thirty-four pounds, had grown 
fot sixteen years, and was during life considered to be ovarian. The 
patient, when she died, was forty years of age, and had not men- 
struated during the whole period of the growth of the tumour.. The 
uterus was enormously enlarged and nodulated, the cervix considerably 
elongated, measuring six inches. Both ovaries were healthy. He 
had not examined the preparation further, but intended doing so, and 
would report to a future meeting. 





Meeting, April 26th, 1876. 


Dr. JAMES Younc showed a Hen’s Egg, which presented a peculiar 
form, somewhat of the shape of a dumb-bell. He could give no 
-information about it, but the appearance being so peculiar, he had 
brought it up to the Society. It contained only a small quantity of 
albumen. 

Dr. JAMES YOUNG read a communication from Dr. Porteous, of Path- 
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‘head, Kirkcaldy, entitled “Interesting Obstetrical Phenomenon :”— 
“Qn Thursday, 13th April, I was called:to see a girl in labour. She 
said she did not expect to have been confined until the end of June. 
She had been perfectly well during her pregnancy, and when seized 
with the first labour pain (which ruptured the membranes) she was 
preparing her husband’s dinner. On examination I found the os 
perfectly dilated and the head presenting; after one or two pains, 
the child was expelled with so much force that the umbilical cord 
was torn. Immediately after the expulsion of the child, a large 
quantity of clear fluid rushed out as if another ‘ bag’ had given way. 
Very severe pains now followed in rapid succession, and on again 
examining I felt something resembling a child’s head, which I with 
a little difficulty removed, and found to be an entire healthy placenta, 
with what seemed to be the commencement of an umbilical cord of 
about half an inch in length. ‘The pains still continued with severity, 
and on examining the cord I found it of a yellowish colour, putrid, 
and so spongy that traction was inadmissible ; so, passing the hand 
into the vagina, I brought away a large. placenta, of the same 
yellowish colour as the cord, and putrid. On raising it with the 
finger and thumb, its own weight tore it as if it were putty. The 
child is now five days old, well-formed, remarkably small, seems 
healthy, and eagerly ‘takes the breast.’ The mother says she has 
always been healthy, and seems to be quite free from venereal taint. 
She is nineteen years of age. Has only been married five weeks, 
and had concealed her condition from her parents, although she 
lived with them, until the membranes were ruptured, one hour 
and a half before the infant was born. These, I think, are the facts 
of this remarkable case, and I should much like to hear thé various 
theories regarding it: As to the use of the unattached placenta ; how 
a healthy child was nourished through a putrid cord and placenta, &c. 
I may add, I carefully examined for a blighted ovum or remnant of 
a second child, but found none. It was the second placenta, which 
was of a yellowish colour, and attached to the foetus by the yellowish 
umbilical cord, that was putrid. 1st. The foetus was delivered before 
either placenta. znd. The healthy and unattached placenta came 
shorily after child. 3rd. The putrid placenta, after a considerabie 
time and with severe pains, came away.” 

Dr. Mitne thought the case a puzzling one. He considered it 
possibly might be a case of placenta succenturiata. 

Dr. UNDERHILL thought the appearance of the cord might 
be accounted for by the presence of meconium in the liquor 
amnii. 

Professor Simpson thought it impossible to determine the exact 
nature of the case without examination of the two placental bodies. 
He considered that possibly it might be a case of twins, one of which 
had perished zm w/ero. | 


Dr. MacpDoNAaLp read a paper on Albuminuria in Pregnancy and 
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Parturition, and its relation to Puerperal Eclampsia, which 1 is NOW 
appearing in this Journal. 

Dr. Marraews Duncan thought gratitude was due to Dr. Mac- 
donald for having brought his experience before the Society. It was 
evident throughout the paper that Dr. Macdonald was groping about 
to find a theory of these cases. At present no theory could be said 
to prevail. Formerly the plethoric theory was in vogue, and every 
woman was bled. We were all, in spite of ourselves, much guided 
by our own theories, although professing empiricism. The next 
theory was the uremic. This also had been disproved. Then 
came that of Traube and Rosenstein, which was on the whole most 
prevalent, and, in his opinion, better than the others, or at all events, 
the one most likely to form the basis of future explanations. Dr. 
Duncan then alluded to the important case of tetaniform convulsions, 
formerly reported to this Society by Dr. Macdonald. ‘This case he 
thought would turn out tu be a most valuable one in the philosophy 
of convulsions. As to the cause of the albuminuria: he did not 
think there was special pressure on the renal veins in pregnancy, and 
would like proof that such was the case. It had never been found that 
pressure below the kidney produced albuminuria, although pressure 
above, as when the veins were tied, might cause it. In his opinion, 
the whole history of these cases was not consistent with pressure. 
He had seen cases of albuminuria with and without convulsions 
occurring, and also recovering, during pregnancy ; and if pressure 
were the cause, it should have been otherwise in such cases. In 
abdominal tumours you had great pressure, and generally no albu- 
minuria. Exposure to cold was a common cause of albuminuria in 
puerperal as well as in other cases. He thought that a careful 
examination of the condition of the blood, along with post- 
mortem examination in all fatal cases, and the careful study of such. 
cases as that already referred to, as having been brought before the 
Society by Dr. Macdonald, would eventually clear up the subject. | 
Many careful observations on the condition of the blood in preg- 
nancy, parturition, and the lying-in state had been made by the late 
Dr. Joseph Hardie, but he feared these had been lost through his 
untimely death. 

Professor SIMPSON was of opinion that it was not proved that 
pressure had nothing to do with the production of albuminuria in 
these cases. The analogy between ovarian cyst and pregnancy was 
not complete. Although not the only element, yet we could not 
afford to lay aside pressure altogether as a probable cause of this 
condition. «As regards the convulsions, Traube’s theory was un- | 
doubtedly the most prevalent ; but many elements must be taken 
into account in studying these cases. If we looked at the records of 
cases such as were to be found, for example, in the last report of the 
Rotunda Lying-in Hospital of Dublin, by Dr. Johnston, which had 
just been presented to the Society, it was manifest that illegitimacy 
of the offspring, and the social condition, primiparity, and general 
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constitutional condition of the patient, were important factors in the 
causation of puerperal eclampsia. The state of the patient’s mind 
and nervous system must be taken into account, as well as the 
changes, physical and chemical, in the blood; and, besides the 
modifications in the circulatory apparatus common to females during 
pregnancy, there might in some be found special conditions which 
gave a predisposition to albuminuria, or to the development of 
eclampsia, without the intermediate renal disorder. The question, 
Why should one woman be affected and not another? required 
answer. On the whole, he thought the paper a valuable one. 

Dr. James Younc thought Dr. Macdonald might continue his 
paper at a future time, more especially with reference to treatment. 

Dr. JAMES CARMICHAEL was much interested in the subject. His 
impression from practical experience was, that the causes of albu- 
minuria and convulsions in these cases were very various. In many 
cases might not there be some reflex action at work, induced by the 
great changes which were going on in the uterus and membranes, 
more especially at or near the full term of pregnancy, acting on a 
constitution predisposed to derangement of nerve action? "Then, 
doubtless, it would yet be proved that blood changes were fruitful 
causes of such conditions. There was also as little doubt that the 
centre of all nerve action, the brain, must be looked to in order to 
explain others. 

Dr. Macponatp briefly thanked the Society for the manner his 
paper had been received, and signified his intention of rendering it 
more complete on a future occasion, more particularly with reference 
to treatment. 


OBSTETRICAL SOCIETY -OF. DUBLIN. 
Meeting, April 8th, 1876. 
LomsBeE ATTHILL, M.D., Preszdent, in the Chair. 


The PRESIDENT.—I have to exhibit a specimen of exomphalos— 
a comparatively rare abnormal development of the foetus. This child 
was born in the Rotunda Hospital a few days ago. The labour was not 
attended with any difficulty, as you can imagine from the small size 
of the foetus. This, of course, is a case of congenital exomphalos. 
The whole of the intestines and liver are protruded through the um- 
bilicus, forming a tumour of considerable size, as compared with that 
of the foetus itself. The envelope of the mass is composed of the 
integuments of the umbilical cord, and, as is usual in such cases, the 
vessels of the cord appear to be divided, one running at either side 
of the mass. We generally find the umbilical vein running pos- 
teriorly, and an artery at each side. 

The envelope is transparent, and the liver, as you see, is very 
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enlarged. The stomach is small and rudimentary, but the large and 
small intestines are perfect. The whole abdominal contents appear 
to be outside the abdomen, with the exception of a very small por- 
tion. When the child was born you could clearly see the entire 
contents of the tumour through the envelope. In this case, on 
account of the small size of the foetus, the labour was exceedingly 
easy, but cases are met with in which these tumours are so large as 
seriously to impede the birth of the foetus, and to perplex much the 
accoucheur, who is at a loss to comprehend the nature of the case 
with: which he has to deal. The only case of exomphalos recorded 
in ‘“ The Transactions of the London Obstetrical Society” is that of 
an adult female, in which the entire mass was protruded through the 
umbilicus while she was pregnant. 

Dr. ByrNE.—A case came under my notice in which the tumour 
was four times as large as that in the present case, and yet the 
child was born alive. The foetus was also very large, and was ace- 
phalous. The question arises, whether the tumour was the cause of 
the death of the foetus in the case that the President has shown? 
and also, whether the tumour led to any gangrenous affection? The 
infant appears to have died in some convulsive effort. 

The PRESIDENT.—At the birth the infant appeared to have been 
dead for some time, for putridity was commencing. According to 
the woman’s statement, she was about six months’ pregnant. 





The Originator of the Double-curved Midwifery Forceps. 
By A. H. McCuintTock, M.D. 


Dr. Kidd at a recent meeting started the question as to who it 
was that gave to the midwifery forceps the second or pelvic curve. 
Nearly all the English, American, and Continental writers on the his- 
tory of the forceps, give the credit of adding the pelvic curve to 
Levret or Smellie. 

The pelvic curve was perhaps the most important change in the 
construction of the forceps that the instrument underwent since its 
first invention. More controversy has raged round this curve, as to 
its advantages or disadvantages, than upon any other point in con- 
nexion with the forceps. It is, therefore, worth while to spend a 
few minutes in inquiring to whom belongs the credit of this disco- 
very, no matter whether we regard it as important or unimportant. 
As Levret is the author to whom the credit of the invention has 
most frequently been given, I will advert to his claims first. I have 
not seen the first edition of Levret’s celebrated work on difficult par- 
turition. The copy I have is the third edition of the work, and is 
dated 1762; and J also have the first edition of a sequel he published 
in 1751 to his original treatise. JI have ascertained, from Mulder’s 
reference to it, what the first edition of his work contained on the 
point under consideration. It seems that in the work of Levret just 
referred to, and published in 1747, he mentioned that he had given 
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the forceps a new curve. Mulder says :—‘‘We have seen that 
Levret, in the year 1747, had indicated that he had given the forceps 
a new curve—wovam curvituram—but which he kept secret-—gualem 
vero reticuisse’—that is, he gave no figure or description of it. This. 
silence was the cause why a certain anonymous critic raised a ques- 
tion concerning the figure or shape of this curve, and sharply sug- 
gested that this imaginary curve should be made public. It appears, 
I think, clearly from this that in his first edition Levret did not give 
either any delineation or any description to indicate what this new 
curve was. In his “Suite des Observations,” &c., which he pub- 
lished in 1.751, he fully describes and pictures the pelvic curve. . 

The first edition of Smellie’s great work on Midwifery appeared in 
the latter end of the year 1751. The date in the title page is 1752, 
but the work must have come out in 1751, for I myself have read 
the review of it which appeared in Zhe British Register for October, 
1751, so that I suppose the author did what other writers have done, 
and what I once did myself—namely, dated his work from the coming, 
and not the expiring year. Smellie’s reference to this pelvic curve is 
to be found in the observations upon a case occurring in 1752. In 
his narration of it he tells us that the child was delivered by the 
lower extremities, but that the head was retained in the pelvis, and 
that he encountered unusual difficulty in extracting it. After pulling 
and dragging at it for a long time, he says :—‘“‘I stopped in the. 
middle of these efforts and attempted to extract with ashort, straight 
forceps ; but the head was above the brim of the pelvis, and the cur- 
vature of the os sacrum prevented their taking a proper hold so as to 
be of any service.” He adds :—‘‘ This was the reason which 
prompted me to contrive a larger kind, the blades of which are curved 
to one side” (that is, the pelvic curve). Again, in another case, under 
date, 1753, of a like kind where the head was retained in the pelvis, 
the body and arms being extracted and delivered, finding that there 
was still pulsation of the arteries of the cord, and being afraid of 
losing the child by overstraining the neck, he adds :—-“ Although I 
had failed with the short, straight forceps, as in the case previously 
mentioned, yet I resolved to try a larger pair that were curved to one 
side to suit the curvature of the os sacrum. They were contrived 
some years ago by myself, as well as other practitioners, on purpose 
to take a better hold of the head when presenting, and high up in 
the pelvis ; but I do not recommend their use in such cases for fear 
of doing more harm than good by bruising the parts of the woman 
where too great force was used.” He makes no reference whatever 
to Levret as being the inventor of this second curve. I may just 
mention that Smellie was not a man disposed to deprive any author 
of the credit belonging to him, for all through his writings he 
acknowledges what others had done, and freely quotes La Motte, 
Ould, Mauriceau, Mesnard, and other writers that went before him,. 
giving to each their meed of praise and approbation, and never 
appropriating to himself any credit or merit for the discoveries and 
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improvements he had made in the art of midwifery. In point of 
time there does not seem to be much difference between Levret and 
Smellie ; and it is quite possible that each may, independently of the 
other, have hit on the same modification. 

There is another old English writer, a contemporary of Smellie’s, 
whose treatise on Midwifery is very little known or quoted ; but from 
my study of his book I am led to think he was one of the most 
sagacious practitioners of the age in which he lived, though brief and 
terse in his style of writing. ‘This writer is Benjamin Pugh. He was 
a provincial surgeon, and practised at Chelmsford, in Essex. His 
treatise on Midwifery is in the very valuable collection of obstetrical 
and gynecological works presented to this college by Dr. Churchill. 
It was published in 1754. Pugh says in this preface: ‘‘ I shall be as 
particular as possible in the description and use of all the instruments, 
both of midwifery and surgery, which are my own invention. Their 
good effects I have experienced many years; and by the help of 
these on midwifery I have succeeded in deliveries without opening 
one child’s head for these fourteen years past, and that I doubt not 
but every practitioner will be soon sensible of their advantages. The 
curved forceps I invented upwards of fourteen years ago” (that would 
have been about the year 1740), ‘“‘made me by a man of Mr. Archer’s, 
cutler, now living in Chelmsford. The preference between them 
and the common, straight forceps, in every respect, is great.” Pugh 
was, without doubt, an ardent advocate for the use of the double- 
curved forceps. He hada long anda short forceps, both provided 
with the second or pelvic curve. The one was 11 inches long, and 
the other fourteen. In three different placesin his work he reiterates 
- the remark about having used this double-curved forceps for fourteen 
years. He says :—‘If the head is detained above the brim of the 
pelvis, or but a small part of it advanced, and it appears that the 
woman’s strength is so far spent that she cannot go through the 
fatigue of turning the child, then the curved forceps will answer, for 
with their help in these cases, and with turning where the strength of 
the woman would permit, I have never opened one head for upwards 
of fourteen years.” From all this, then, I am induced to think that 
the merit of this change in the construction of the forceps is really 
more due to Benjamin Pugh than to any one else whose name has 
been brought forward in connexion with it ; for it wouid appear that 
in 1740, which:was seven years before Levret gave any intimation 
whatever that he was acquainted with the double-curved instrument, 
Pugh had constructed, and was using a long and a short double- 
curved forceps. In the preface to his “Suite des Observations,” &c., 
published in 1751, Levret gives the copy of an entry in the Register 
of the Académie Royale of Surgery at Paris, of the 2nd of January, 
1747, which states that Mons. Levret had presented to the Academy 
a new curved forceps, designed for the disengagement of the head of 
an infant which had been locked in the passage, &c. &c. | 

This certainly shows that in 1747, beyond all question, Levret 
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established his claim to the invention. Now, although we must 
admit that the priority of publication belongs to Levret, still, if we go 
fairly into the history of the matter, Pugh is the man who seems to 
have the strongest claim to the priority of invention of this important 
modification of the forceps. 

Ihave assumed that Pugh wrote his book under the date (1754) at 
which it was published. But it is more than possible he wrote it 
four years before this, for he tells us in the preface that he “ intended 
publishing this treatise four years ago, which I attempted by sub- 
scription, but it did not fill,” &c. If this be so it will carry us back 
to the year 1736 as the year in which he constructed the forceps with 
a second curve. I have said that nearly every writer whose works I 
had seen claimed the discovery of the pelvic curve for Levret or for 
Smellie. I must here, however, make an exception in favour of the 
learned Johanne Mulder. In his notice of Pugh, he mentions Pugh’s 
own statement that he had been using the double-curved forceps for 
fourteen years prior to the publication of his treatise. 

The PREesIpENT.—It is not always the man who deserves the most 
credit that gets it, and it now appears that, while other eminent men 
have obtained the honour of this improvement, which has now been 
so long in use, Dr. Pugh, who appears to have been using it at the - 
same date that they did, if not prior to them, has been neglected. I 
think we are under great obligations to Dr. McClintock for this 
interesting communication. 

Dr. Kipp.—I am very glad that a chance remark of mine a few 
evenings ago has drawn forth this communication from. Dr. McClin- 
tock. I was then very much under the impression that Levret was 
the author of this pelvic curve. I confess that I had not looked 
closely into the matter, but I had on more occasions than one tried 
to make it out. I had not taken the pains that Dr. McClintock did, 
and the conclusion that I came to was that Levret. was really the 
author of this curve. I believed that it lay between him and Smellie. 
What led me to attribute it to Levret was that I believed his book 
was published some four years before Smellie’s. However, there can 
be no question, from the facts laid before us by Dr. McClintock, that 
Pugh was really the author of this new curve. In none of our books 
that I know has the matter been clearly stated. I do not think that 
Pugh’s claim was ever put forward before. The honour of the 
invention has always been left between Smellie and Levret, and I 
think it is a matter of great literary importance that we should have 
established that it really belongs to Pugh. The quotation that Dr. 
McClintock has read from Smellie’s book shows that he himself did 
‘not claim it, for he says that he and other practitioners designed it. 

Dr. Morr MappEn.—I think the Society owes a debt of gratitude 
to Dr. McClintock for his communication. It relates to a subject which 
is not only of literary and antiquarian, but of great practical, interest, 
because the question of the advantages of the double-curved forceps is 
one which is at the present day engaging very much attention. Asin 
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the case of a great many other instruments employed in midwifery; 
we find from the history of the forceps that modern discoveries were 
anticipated by old writers, and it is really a question of great interest 
to trace back those instruments to their originators. There is not alone 
an interest in tracing back to those from whom we have stolen, but 
there is a great deal to steal from yet. Instruments have been 
figured by a great many old writers that have been since appropriated 
and brought out as new ones, and there are a great many other instru- 
ments mentioned by the old writers that have not been used, and 
those who are fond of plagiarizing may still hope to profit by follow- 
ing in the footsteps of those who have plundered from the writers of 
the last two centuries. 

Dr. ByRNE.—It can scarcely be imagined that the French bor- 
rowed from the English at the period of this invention, because the 
French were then extremely unacquainted with English literature. 
Even at the present time they are not so well versed with English 
literature as the English are with their literature. We know that in 
the case of inventions the same ideas often simultaneously suggest 
themselves to different persons, and it is quite possible that Levret had 
the idea of the pelvic curve just at the same time that it suggested 
itself to Pugh. I was not aware myself until to-night that Pugh was 
the English inventor of it, but I scarcely think it would be fair to 
detract from the merit of Levret as an inventor of the pelvic curve. 
At the same time, I think all honour ought to be given to Pugh. It 
is remarkable that from the time of the invention of the pelvic curve 
the French obstetricians have almost invariably used it up to the 
present day. I am not aware that they have used the straight forceps 
at all. The main fact is, that from the time of Levret the French 
have adhered to the pelvic curve. 


MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH. 
Meeting, April 5th, 1876. 
Dr. GILLESPIE, President, in the Chair. 


Cases of Puerperal Fever, with reference to Epidemic Origin. 
By Robert Bruce, M.D. 


At a late meeting of this Society Dr. Matthews Duncan read a 
paper to disprove an idea which was very prevalent, that there were 
occasional outbreaks of puerperal fever in an epidemic form. In the 
subsequent discussion I stated that my experience was entirely in 
accordance with Dr. Duncan’s views. 

On after consideration, I thought it might be more satisfactory to 
make out a detailed statement of those cases of puerperal fever which 
‘came under my own personal observation, and to offer any informa- — 


Medito-Chirurgical 4 octety of Edinburgh. 335 


tion I might possess as to their mode of origin. In this retrospect 
is comprehended a period of twenty-one years, commencing with 
1855 and ending with 1875, the number of confinements being 
upwards of 3500. 

In making my statement, it must be noticed that the term 
puerperal fever is rather ambiguous, and does not yet seem capable 
of being clearly defined, notwithstanding all the discussions which 
have taken place concerning it of late; and I do not attempt to 
give any definition of it now, further than to state that I include 
under that condition those cases where we find a variable amount 
of fever with rapid pulse, commencing usually about the third day, 
often accompanied with abdominal pain, also with suppression 
of the lacteal secretion, and a grave amount of constitutional dis- 
turbance. 

I find, then, that there were no cases of puerperal fever in my 
practice during the year 1855, and none occurred until near the 
end of 1856. A patient who was confined on the 28th December 
_ was seized with rigors, pain over the uterine region, and fever, on 
the third day after delivery. She passed through a smart attack of 
puerperal fever, and made a good recovery. No cause could be 
assigned for it, and I did not meet with another instance until the 
4th of September, 1859, or a period of nearly three years. The 
patient referred to had a very severe and protracted labour, and to 
this was attributed the onset of the fever; she made a good but 
‘slow recovery. No other case supervened at this time, but in the 
following year (1860) I met with four examples. The first hap- 
pened in a patient who was confined on the oth of April. She 
had accidental hemorrhage a fortnight before delivery, which 
recurred again and again every two or three days. During labour 
there was also considerable hemorrhage. Although it was by no 
means a protracted or a difficult case, yet there was extreme pros- 
tration after its termination, owing to the amount of flooding, not 
merely at the time, but on the previous occasions already mentioned. 
On the second day after her confinement she again had a flooding, 
and the same evening abdominal tenderness and other symptoms set 
in, indicating an attack of puerperal fever, under which she succumbed 
three days afterwards. The only possible cause of infection in this 
case was, that two days previously I had performed a post-mortem 
examination in a case of cancer of the stomach ; but to guard against 
any injurious effects, washing with disinfectants had been carefully 
attended to. The second case occurred on the roth of April, the 
morning succeeding the delivery of the previous patient, and before I 
had the least suspicion of anything going wrong with her. The 
labour was natural, and rather easy ; but on the third day thereafter 
symptoms of puerperal fever set in, and death took place on the 
eighth day after confinement. The presumable cause of the fever 
here was my attendance upon the former case, yet I attended three 
other confinements during the illness of these two, and none of them 
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had the slightest bad symptom. The third instance occurred in @ 
patient who was delivered on the 7th of August, four months after 
the previous cases. The day following there was abdominal tender- 
ness and extreme tympanitic distension. She recovered after a very 
severe illness. No exciting cause wnatever could be traced here, 
and no other cases occurred at this time, although I attended a 
number of confinements during her illness. The fourth case hap- 
pened fully a month afterwards, the patient being confined on the 
toth of September. She was unmarried, and behaved in a most 
reckless manner. Delivered in the morning, the same evening she 
rose and opened the outer door, and then stood at an open window ; 
while every day afterwards she got up and went about the house so 
long as she was able. I suppose we do not require to search any 
further for the cause of the fever here. It terminated fatally on the 
thirteenth day after delivery. 

I met with no other example of the disease until the 28th of 
December, 1862, after an interval of more than two years. The 
patient did well until the eighth day, and then was seized with an. 
attack, which very much resembled typhoid fever. She died on the 
twenty-fifth day after her confinement. There was no apparent cause 
here, and no other cases followed. 

No other example came under my observation until the 22nd 
February, 1864, after an interval of about fourteen months. Con- 
fined on the 22nd, the patient here referred to was seized with 
headache and fever on the 26th, and on the 27th an unmistakable 
rash of scarlet fever appeared. The case terminated fatally on the 
ninth day after delivery. Eight months afterwards I met with a 
similar case. Delivery took place on 21st October; headache, 
sickness, and fever supervened on the 23rd; next day the scarlet 
eruption appeared ; and death occurred on the 27th. Scarlatina was 
prevalent in the town at the above-mentioned periods. 

The years 1865, 1866, and 1867 passed without my seeing any 
cases of puerperal fever, and I met with none until 27th February, 
1868, after an interval of four years and an attendance upon 780 
confinements. The patient I take notice of now was quite well 
until the tenth or eleventh day after delivery, when symptoms of 
puerperal peritonitis set in, and she died on the 30th of March. No 
cause could be assigned for the invasion, and no other case presented 
itself at this time. The next case occurred in a patient who was 
confined on the 11th of October of the same year; she died on the 
20th of puerperal peritonitis. The only cause that could be assigned 
here was injudicious treatment on the part of the nurse, combined 
with mental anxiety. No other case happened during my attendance ~ 
on her. On the 7th December of the same year a patient was 
delivered of her first child after a favourable labour; next day the 
pulse rose, and on the gth headache supervened ; these symptoms 
were followed two days afterwards by the rash of scarlatina, which 
covered the whole body, and the urine was found to be albuminous, 
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This case terminated fatally on the 18th. All my other patients 
attended at the same time made excellent recoveries. 1869 was a 
blank year, and no further instances were met with until the end 
of 1870, after an interval of nearly two years, and an attendance 
upon upwards of 400 confinements. The patient now to be men- 
tioned was delivered on 26th November, after a tedious labour, 
which required instrumental interference on account of the peculiar 
shape of the infant’s head. The symptoms presented were of an 
unusual character, but I presume it must be considered a case of 
puerperal fever, although there was very little acceleration of pulse 
until the last day. For some days there was frequent vomiting 
without any sickness or retching, which is a very unfavourable 
symptom. ‘The pain complained of was at ‘first more of a neuralgic 
or remittent character, but afterwards there was tenderness on 
pressure. The case terminated fatally on 2nd December. The 
general health of this patient, previous to her confinement, was far 
from satisfactory; she was highly jaundiced for a considerable 
period, and had a very troublesome cough. The cause of the ill- 
ness here, I should say, was the previous unhealthy condition of the 
system. 

In 1871 I have nothing to note, but in 1872 there were four cases 
of puerperal fever, three of them occurring during an epidemic of 
small-pox, and being connected with that disease. 

In the first of these the patient was about six-and-a-half months 
advanced in pregnancy, when, having been seized with an attack of 
variola, she aborted on the 3rd of April, and died on the gth. 

The second happened on 11th April; the patient had sickened for 
a day or two previously, and on the afternoon of her delivery (which 
had taken place early in the morning) the variolous eruption made its 
appearance, and the illness terminated fatally on the zoth. The 
third occurred on the 4th of May. ‘The patient was at her full time, 
when, without any premonitory symptoms to attract any notice, 
‘she was seized with an attack of variola; the eruption showed itself 
on the rst of the month, so abundantly as to be almost confluent, 
yet the patient’s general condition continued remarkably good, so 
much so as to excite surprise. Labour took place on the 4th, and 
‘terminated very favourably—a primipara, too, and somewhat up in 
years. An excellent recovery ensued, without a single untoward 
symptom, yet the escape from such a dangerous complication could 
hardly reconcile this patient to the change which it made in her 
personal appearance. 

The fourth was a case of ordinary puerperal fever. Delivery took 
place on 4th December, and death followed on the 14th. No cause 
could be assigned for the attack; and although I attended eleven 
“other confinements during the illness of this patient, all made 
excellent recoveries. 

In 1873, a patient confined on 7th October fevered for about a 
week, and then did well; and, on 16th November, a very serious 
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and prolonged case of puerperal fever was met with, terminating im 
recovery. No cause could be ascertained for its occurrence, and no 
further cases supervened then. 

In the year 1874 I attended rather a remarkable succession of 
cases, the particulars of which are as follows :—No. 109, r4th July, 
Mrs. W., labour natural, fevered for a few days. No. 111, 17th July, 
Mrs. M., fevered for a few days. No. 112, 17th July, Mrs. G, 
fevered for a few days. No. 113, 17th July, Mrs. I., fevered on 
fourth day, and continued ill for a fortnight, but made a good 
recovery. No. 114, 18th July, Mrs. M‘L., fevered for a few days. 
No. 115, roth July, Mrs..G., labour natural and quickly over: 
everything went on well until the second day afterwards, when pain 
was complained of, a symptom indicating the commencement of an 
attack of puerperal peritonitis, which terminated fatally on the 25th. 
No. 116, 19th July, Mrs. G., fevered for some days. ‘This turned 
out to be a case of pelvic cellulitis, which ended in recovery. No. 120, 
27th July, Mrs. C., fevered on ninth day, and continued ill for a few 
days. ‘Thus, between the 14th and 27th of this month, no less than 
eight patients fevered more or less after delivery, seven in close 
succession ; and although, under ordinary circumstances, only two of 
them could properly be considered cases of puerperal fever, it was 
the occurrence of so many at one time which gives a certain amount 
of significance to what, at another time, and under other circum- 
stances, would have been thought little of, for some of them had 
more the character of a simple “weed” than anything else. But 
supposing they were all cases of puerperal fever more or less modified, 
their mode of origin could most naturally be explained by considering 
myself to have been the medium of communication, and not any 
epidemic influence ; in fact, the registration returns show that there 
were very few deaths at that period in Edinburgh from this cause. 
The only case I have now to notice took place on 29th December, 
1875, seventeen months after attending the last of those just men- 
tioned. The placenta in this patient was adherent, and exceedingly 
difficult to remove, accounting readily enough for the uterine irrita- 
tion and febrile symptoms which followed. A good recovery was 
made, and all my other patients did well at this time. 

This concludes my list of cases, and I will now proceed to tabulate 
them for more easy reference. 


No. of When con- 


Year. me rey Probable Cause of Fever. 
1855 ... None 
1850 ot One 3. Deg. 28. 0 inicman. 
1857 ... None 
FSS5-75 6 ,, 
1859 ... One... Sept. 4... Severe and protracted labour (?); 
; ‘Repeated floodings (post-mortem examing=~ 

1860%...° Four’ 04) April ‘9 14 { ha two days Senenithe 

09 seh peat Les aI) 10 4...) LOlecuGn Diphaoly canes 

ame 7 het hi less Shah! Ct alee pier Phar Efe eels Coe 


js te (ad & Sept. fo... ° Rash.conduct of patient. 
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No. of When con- 


Year. ops nay Probable Cause of Fever, 
1861 ... None 
1862 ... One .--» Dec. 28 .... Unknown. 
1863 ... None 
1864 ... Two ai Keb, 22.4.5... 9carlatina, 
ea aL. etic Sty... | erating. 
1865 ... None 
YEOGH Ct 
BRAD? 3341255 
1868 ... Three ... Feb. 27... | Unknown. 
ce eR ni .. Oct. 11... Mental anxiety and bad nursing. 
ty ert, Pee. 9 «. | carlauna. 
1869 ... None 
1870 ... One ... Nov. 26... | Previous bad health. 
1871 ... None 
1872 ... Four ... April 3... Variola and subsequent abortion. 
Rea sass « HP aes Ore on 
Ee ay, ae ” 
af. ar .. Dec. 4... Unknown. 
1873... Two pOctaid7 kv. » 
TOY Fe ee TOs A 
Toate ne tr). ac... [Uy FA. 3. 
soe a renee fee ie al thee tyes coubifil cases, and of 
esis. Ree GAC! eM, . 
mi very short duration. — 
ey Five (?) oP at eee aie No. 6 may have been infected through at- 
Se Six : CHE S22, ; 27 tendance on No. 4, while No. 7 turned 
ef bh Arse aye Cas out to be pelvic cellulitis. 
Pee teh (MES Ll By Ay 
1875 ... One ... Dec. 29 .... Adherent placenta ; very difficult to separate. 


Considering, ther, that there were, properly speaking, only two 
cases of puerperal fever in 1874, I find that the total number met 
with during the twenty-one years was twenty-two, three of these being 
distinctly due to scarlatina, and three to variola. One was attributed 
to the previous unhealthy state of system, and five to causes inci- 
dental to the labour, while in eight the origin was unknown, and in 
two instances only (April, 1860, and July, 1874) was there a suspicion 
of direct communication from one patient to another; though, even 
here, there existed room for doubt, as it must be observed that, in 
the first of these instances, there was hardly twelve hours interval 
between the two confinements, and the second patient was delivered 
before any symptoms of the fever had been developed in the first. 
If the disease was not transmitted in this way, there only remains the 
possibility of my having carried infection to both in consequence of 
the post-mortem performed two days previously. 

With regard to the cases which occurred in 1874, the circumstance 
most worthy of mention is, that scarlatina was prevailing at the time, 
and I had been attending several patients affected with that disease. 
It may be stated here, also, that I never happened to have a case of 
erysipelas during my attendance upon any puerperal fever patients, 
and that the only infectious disease I could connect them with in 
any way was scarlatina, although at the same time being of opinion 
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that, where proper precautions are taken, the doctor is not likely to 
be the carrier of infection. I cannot banish from my mind, however, 
the suspicion that the nurse may sometimes be to blame in this 
matter; and it appears to me much more probable that the poison 
might be transmitted through her from previous close attendance, it 
may be, upon a scarlatinous or erysipelatous patient, than by the 
medical man, who, in going his rounds, remains a comparatively 
short time in proximity to the disease. I do not imagine that 
puerperal fever is often spread in this way, believing that, as a rule, 
nurses are too conscientious to permit such a thing to. take place, 
but that it happens occasionally is, to my mind, not at’all improbable. 
This, however, is only offered as an explanation of some of those 
cases of apparently unknown origin occurring sporadically, and not 
to those instances where a number of cases follow in succession, 
which could only take place in the practice of doctors and of mid- 
wives who attend a series of confinements in a short space of time. 
There are many instances on record of this nature ; but, however 
numerous they may be, epidemic they cannot be called, endemic 
being the appropriate term ; and no doubt a great deal of confusion 
has arisen from mixing up those two names, for if the word endemic 
were made use of always when the disease was really endemic, I 
question if the term epidemic would ever require to be employed in 
reference to puerperal fever. This, at least, is the conclusion I have 
arrived at after a careful consideration of all my cases, a noteworthy 
circumstance in connexion with them being that, with the two ex- 
ceptions already mentioned, and the variola cases, none of the others 
occurred at the same time, most of them, indeed, at very considerable 
intervals. If such things as epidemics do exist, they must be few 
and far between, since a period of twenty-one years, with a con- 
siderable field for observation, has been insufficient to bring any of 
them under my notice. 


Dr. GILLESPIE said the Society was much indebted to Dr. Bruce 
for the account he had given of his cases. He would now be glad 
to hear the opinions of the members and visitors. 

Dr. MatrHews Duncan concurred with Dr. Bruce in his con- 
clusions ; and he only wished further to express his gratitude for the 
results of his long and large experience. He observed that in one 
case Dr. Bruce doubted his own salubrity, because two days before 
this case he had attended a post-mortem. But the question was really 
insoluble ; for no one could say whether the case might not have 
occurred without any such presumed source of infection. The whole 
thing was possibly only a mere coincidence. All the cases given 
were excellent illustrations of the accidental non-epidemic nature 
of puerperal fever. He had now practised for thirty years, and 
had seen nothing like an epidemic in that time. This was made 
certain by the statistical records since 1854. Nor had there been 
any epidemics before that, though they were constantly hearing about 
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them. As Dr. Macdonald, however, had said at a previous meeting, 
the epidemic theory explained awkward cases where blame might be 
attachable to the practitioner. The epidemic excused him. He had 
now no scruple in taking away that excuse. 

Dr. JAMEs CARMICHAEL remarked that, although his experience 
had not been so extensive as that of Dr. Bruce, yet in over 1200 
labours which he had attended, some six or seven cases of puerperal 
fever had occurred. These were not epidemic, but happened singly 
and at separate times during a period of eleven years.. During the 
progress of the cases, although attending other confinements, as well 
as surgical cases, and frequently making post-mortem examinations, 
no bad result had followed in way of causing infection. He thought 
Dr. Bruce had done good service by bringing his experience before 
the Society. 

Dr. GILLESPIE remarked that when acting surgeon at the Infirmary, 
he took charge of two midwifery cases at about the same time fora 
friend. One of these took puerperal fever, while the other did not. 
He got such a fright, however, that he declined attending any such 
cases while holding the appointment of surgeon at the Infirmary. 
But from what he had heard to-night, his scruples were apparently 
groundless. 

Dr. Bruce thanked the members for their kind remarks. 


MEDICAL REPORT OF THE GLASGOW MATERNITY 
HOSPITAL AND DISPENSARY. 


From 15th November, 1874, till 15th November, 1875. 


Number of women confined in the Hospital during the year amounted to 304 
Number of women confined at their own homes amounted to . . . . 927 
Bie h WUINDEE. . St she aaMetg ta, ceiiax alu’ 1231 

Boys. Girls. 

Children born alive in Hospital at full time, 270, of which. . . 136 134 
“= still-born A 29 35 17 12 

ap born prematurely ‘(alive) 4 2 2 

Meta ei. (Goad) 6 3 3 





Making a total of 309 children born in the Hospital. 
‘There having been 5 cases of twins. 


Boys. Girls. 

eoniren born alive at mothers’ homes } 
a - seat full time: -*.°;, 871 of which 448 423 
a? 2 dead We 62 2” 35 27 
» »» prematurely (adive) 3 ss 5 3 
a Pp (dead) II 4, 9 : 


Making a total of 947 children born at mothers’ homes. 
There having been 20 twin cases. 
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Preternatural cases (requiring manual interference) in Hospital . . 8 13 
Instrumental cases in Hospital . . -i6 
Preternatural cases out of Hospital (requiring manual interference) . 73h 42 
Instrumental th Kh aA ; ; 19 
Foétal numbert ye OL aid SR 55 
Number of Scotch women confined in Hospital . . . . . . . 210 
st Irish ,, i + 536s) bs +> via oe 81 
nee English ,, « a arr Pi: oA ove 6° Seabeielie Io 
aS German ,, ag io ree i eA I 
3 Swiss ,, ae s res. me eae liye 
op W. Indian +3 sg ERE! Ail p Pee aes y 
otal nunibetic rete, ents eee ae 304 
Maternal deaths in Hospital er ee a OL eo 8 
“tf - outdoor &. ee eee a eters ine et nee ae ee 8 
Totaknumbers soos olf ]e- saOe 16 
Causes of Maternal Deaths in Hospital. 
Puctperab-septiceemia ) $00) dn tye cy ns ere se 2 
Metritis. : 3 
Nervous shock and exhaustion : I 
Convulsions 2 
"EGtaniiimvel gees. aes ee 8 
Causes of Outdoor Maternal Deaths. 
Peritonitis :): »). dane 2 
Convulsions SOS RR AP AP Mer sy PT ee az 
Heemorrhagé 2). SSS ae ae Se eee ear ae I 
Metritis PCL Ee Te i A Ae ie I 
SHOCK 5 isles ts eh et ee fee 52 eee nie = ote gree on 
Peritonitis . Silla de : . pena I 
Total number . . 8 
REMARKS. 


From the foregoing numerical statement, it will be observed that 
during the past year 1231 women have received the benefits of this 
Institution—being 60 fewer than the previous year. It may be re- 
membered that the number of cases in 1873-74 was 1291, and was 
greater than in any former year. Comparing the year now closed 
with last, the indoor cases show a diminution of 1, and the outdoor 
of 59; so that it will be observed that the decrease has occurred 
almost entirely (indeed with one exception) in the AD) depart- 
ment of the Hospital. 

The Hospital during the past year may be reported as having 
been on the whole in a healthy condition. During the month of 
March, however, two cases of fever incident to lying-in women unfor- 
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tunately occurred, and which in despite of all treatment terminated 
fatally. ‘The usual means were at once taken to arrest and prevent 
the spread and extension of this dreadful disease, and, as the result 
proved, with complete success. The attending Physicians, with the 
sanction and approval of the House Committee, considered it their 
duty to refuse for some time admittance to applicants, and to dismiss 
the patients already in the Hospital as soon as possible consistent 
with their safety. As in former years, every possible care and atten- 
tion was bestowed in regard to the sanitary and hygienic condition 
of the Hospital. Perfect cleanliness—thorough ventilation—anti- 
septic fumigation—complete segregation—prevention of overcrowd- 
ing, &c., were strictly and rigidly observed, so as to maintain the 
wards in as salubrious a state as possible. 

In consequence of the unfortunate appearance of scarlatina in the 
Hospital towards the end of August, and again early in October, the 
attending Physician deemed it advisable to close the Hospital for a 
week on both occasions. The patients so affected were without 
delay removed to the Fever Hospital; and there is every reason to 
believe that the disease was not contracted in the Hospital, but that 
the patients must have been labouring under the disease when ad- 
_ mitted, although the special character of the affection did not mani- 
fest itself for several days subsequently. It is gratifying to think 
that the Hospital has hitherto enjoyed remarkable immunity from 
the importation of infectious disease. When the class of patients 
and their condition on admission are considered, it need occasion no 
surprise that a certain amount of disease and mortality must inevi- 
tably occur. The patients, generally speaking, were poor, helpless, 
destitute woman—being principally of that class of the community 
for whose benefit the charity was instituted. Many of them were in 
a very exhausted and debilitated state from deficient nourishment, 
exposure, chronic disease, mental depression, &c., and thus were 
badly fitted and prepared to withstand the shock of parturition. 
A number were also received into the Hospital who from previous 
experience anticipated special difficulty or danger during their ap- 
proaching confinement ; and several were admitted after having been 
delivered on the street. . 

As in former years, the Hospital has formed a: most important 
school of practical and clinical midwifery, and has been attended by 
a large number of medical students. Under the direction and super- 
vision of the attending Physicians, students annually receive a very 
thorough and complete course of practical instruction in this im- 
portant department of medicine. 

Courses of lectures to female pupils, which qualify for ladies’ 
nurses and midwives, are regularly given by the Physicians, and 
which have been largely attended. 


J. G. Witson, M.D. 
R. D. TANNAHILL, M.D. 
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A Case of Extra- Uterine Pregnancy. 


In a paper read before the New York Obstetrical Society on 
May 18th, 1876, Dr. M. A. Tinker relates a case of extra-uterine 
pregnancy. ‘The patient was married in October, 1859, at the age of 
nineteen. Four or five months later she had a miscarriage, after which 
the menses were again regular until the latter part of December, 1869, 
when she again became pregnant. In the latter part of February, 1870, 
she had severe uterine pain, and profuse hemorrhage, lasting nearly 
three weeks. It was supposed at the time that a miscarriage had oc- 
curred, on account of the size and quantity of the clots passed, and 
from the fact that a general subsidence of pain followed. The 
abdomen, however, continued to enlarge, and in April vigorous feetal 
movements were felt. ‘The patient then considered herself perfectly — 
well. This continued until September roth, when abdominal pain 
supervened, and from this time she had more or less contractile pains, 
occasionally severe. On September zoth, severe labour-like pains 
came on, and increased in intensity during the morning, afternoon, 
and evening. ‘They continued until the night of the 21st, after which 
they ceased entirely, and from this time the foetal movements, which 
till then were vigorous, were felt no more. On the 22nd, a peculiar 
discharge from the uterus commenced, consisting of a fleshy sub- 
stance, and clot-like portions of a disorganized placenta. ‘This soon 
became very offensive, and continued nearly three months, though 
gradually diminishing. Milk-fever occurred on September 25th and 
26th, followed by a most abundant secretion, which it required a long 
time to suppress. Menses returned in May, 1871, and continued 
regular for two and a half years, after which she had a profuse loss, 
following amenorrhoea of two months. In June, 1871, the abdomen 
was reduced to the size of a six or seven months’ pregnancy. A hard 
portion, like a foetal elbow or knee, was felt prominently about four 
inches above and to the left of the umbilicus. The uterus was then 
examined by the sound, and found empty. In May, 1873, a 
peculiarly offensive diarrhoea came on. On July 13th, 1873, she 
passed per anum the left lower extremity of a full-grown foetus, firmly _ 
adherent to its os innominatum by its ligaments, the flesh being de- 
composed. The foetal head was then felt behind the uterus, and in 
the rectum about four or five inches above the anus, was an opening 
three inches in diameter into the extra-uterine sac. The head 
gradually descended, and in October an opening formed near the 
anus into the rectum, through which the cranial and other bones 
could be felt. ‘The greater number of them were removed by small 
bullet forceps on three several occasions in January and February, 
1874. On February 11th, she became suddenly faint, after passing a 
large quantity of decomposed matter. The remaining bones were 


Obstetric Summary. 345 


then felt close to the opening, but she died before they could be re- 
moved. /ost-mortem: The intestines were found to be pressed back- 
ward and upward, and fixed by false membrane. ‘The left ovary was 
involved in the general destruction, and only about three-fourths of 
an inch of the left Fallopian tube remained. The right ovary was 
nearly normal, with a tumour upon its upper side about three-fourths 
of an inch long, and one-third of an inch in diameter. There were 
two openings from the cyst into the rectum, near the lower of which 
was amass about the size of a man’s fist, formed by the remaining 
portions of the foetus, and retained in this position by the ureters, 
both of which were bared and in front of the mass.— Boston Medical 
and Surgical Journal. 





— Sacciform Development of the Posterior Uterine Wall during Pregnancy. 


In the Archives de Tocologie Prof. Depaul discusses a condition which 
he believes to have been hitherto incompletely described, or to have 
been mistaken for the result of complete or partial retroversion of the 
uterus during the earlier months of pregnancy. He first relates two 
cases which have come under his own observation, the first of which 
he saw in 1857 inconjunction with M. Parise. The patient was mar- 
ried at the age of eighteen, became pregnant after fifteen months, 
and was delivered naturally in 1852. In 1855 an abortion took place 
during the third month of pregnancy. After this she became pregnant 
again, and her confinement was expected about June 25th, 1857. She 
was then twenty-five years old. Some pains came on on June 25th, but 
subsided, and did not recur till July 28th. Considerable haemorrhage 
then took place, but ceased after some hours. After three days it 
recurred, and continued until August 3rd. The pelvis was then 
found to be filled by a hemispherical tumour, in which M. Parise 
could distinguish the tubera ischi of the foetus through the wall 
which covered them. The os uteri could be reached, high up behind 
the pubes, and appeared to be dilatable. The patient was treated by 
warm baths up to August 7th. by which time the fcetal movements 
had ceased. ‘The patient then passed into a state of fever. after a 
rigor lasting two hours. M. Parise then introduced his whole hand, 
- and felt what he believed to be the upper edge of a vertical septum, 
20 cm. high, over which the foetus was doubled up. He attempted 
to seize a foot, but in vain. Prof. Depaul was called in on August roth, 
fourteen days after the commencement of labour, at which time there 
was a foetid discharge from the vagina. He then found that the 
- cervix was not obliterated, and that the supposed septum was simply 
formed by the rigid and tendon-like crescentic lower margin of the 
internal os. He made slight incisions in this hard edge by means of 
a sickle-shaped bistoury in several places, and was then able to seize 
a foot, and extract a decomposed foetus of more than normal size. 
_ The tumour which filled the vagina was an infundibulum, formed, as 
- Prof.: Depaul thinks, by undue development of one part of the uterine 
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wall. He believes that the rigidity of the internal os was due to irri- 
tation, caused by the foetus being driven down into the infundibulum 
by the uterine action. The mother recovered well. M. Parise has 
published this case as being one of utero-interstitial pregnancy. 
Prof. Depaul thinks this an erroneous view, since the patient was 
quite well during her pregnancy, a state of things very different to 
that which occurs in tubo-uterine pregnancy. 

In the second case, notwithstanding the lesson taught by the first, 
Prof. Depaul mistook the condition, as others have done, for one of 
complete obliteration of the os uteri. The patient, aged thirty-five, 
had had one miscarriage at about the second month, without any appa- 
rent cause. Labour came on on April 29th, 1875, when she was 74 
months pregnant. When she was seen by Prof. Depaul vigorous 
pains had continued for thirty hours, and the pulse was 106. ‘There 
was some cedema of labia and lower extremities. The uterus reached 
four finger-breadths above the umbilicus; its walls seemed to be 
thin and unusually tense. The quantity of liquor amnii appeared to 
be great, and vigorous foetal movements were felt. The vagina was 
filled by a tense tumour, formed by part of the uterus, and reaching 
nearly to the vulva. The posterior cul-de-sac was obliterated. An- 
teriorly, Prof. Depaul believed that his finger reached, with difficulty, 
a cul-de-sac, without feeling any os or cervix. The vagina seemed 
dry, and it could not be ascertained that there was any uterine dis- 
charge, although the patient gave a doubtful account of the escape of 
some watery fluid the day before. A slight depression existed in the 
centre of the tumour, which confirmed the diagnosis that the case was 
one of obliteration of the os. A transverse incision was therefore made 
in the situation of the supposed os. Alarming hemorrhage followed, 
and when the finger was introduced, a spongy mass of placenta was 
felt. It was then supposed that the case was complicated by placenta 
previa, and the vagina was plugged till the next morning. The plug 
was then removed without the occurrence of further hemorrhage, and 
some liquor amnii was allowed to escape by passing a sound through 
the placenta. In the evening no further change had taken place, and 
the patient was becoming exhausted. Prof. Depaul then introduced 
a pair of forceps, by which he gave exit to the rest of the liquor 
amnii, and removed in fragments the placenta which presented. He 
then, after much difficulty, brought down a leg by means of a blunt 
hook. By powerful traction the trunk was then extracted, but the 
head separated from it, and remained behind in the uterus. After 
attempting for three-quarters of an hour to obtain a firm hold of the 
head by craniotomy forceps or crochet, Prof. Depaul tnought it better | 
to suspend his efforts, and the patient died at 4.30 a.m. Post mortem: 
The os uteri was found to be in front, above the upper margin of the 
pubes, and having a diameter of 3 cm. (12 inches). Its distance from 
the artificial opening in the axis of the uterus was 9 cm. (3°6 inches). 
The whole of the uterus formed a regular ovoid, but the development of 
its posterior wall had been relatively so much greater that the anterior 
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wall had a meridian length of only 21 cm. (8°3 inches), while that of 
the posterior wall was 46 cm. (18'1 inches). 

Prof. Depaul then reviews a number of instances recorded in which 
a similar condition was found at the onset of labour, most of which 
were regarded by the authors who relate them as due to a posterior 
obliquity of the uterus, continuing up to full term, or as the result of 
a more complete retroversion in the earlier months of pregnancy. 
Franke, however, who records a case of the kind, regards it as being 
the result of a sacciform dilatation of the posterior uterine wall, 
perhaps combined with a partial retroversion of the uterus at term, 
in reference to the axis of the pelvic inlet. Special reference is made 
to the view of Dr. Barnes, who, in his Lectures on Obstetric Opera- 
tions, explains the condition as due to excessive development 
of the azterior uterine wall, consequent upon complete retrover- 
sion during the earlier months of pregnancy, but dces not support 
his opinion by any case in which an autopsy was made, so that the 
mode of development of the uterus could be ascertained from the 
position of the broad ligaments. 

Prof. Depaul believes that the growth of different parts of the 
uterine wall is often very unequal, and from the condition found at 
the autopsy in his second case he draws the conclusion that the dis- 
placement of the os forwards and upwards is due to excessive de- 
velopment of the oszerivr uterine wall, the result of which is even- 
tually to form an infundibulum at the lower end of the uterine ovoid. 


Gomecie Summary. 


The Use of the Microscope in the Diagnosis of Ovarian Cysts. 


In a paper read before the Harveian Society, Mr. J. K. Thornton 
makes some remarks on the distinctions between ovarian and ascitic 
fluids. With regard to rough tests, he pays most regard to the 
presence in ovarian fluid of paralbumen, which is soluble in strong 
boiling acetic acid. A fluid which forms a considerable coagulum on 
heating, which coagulum is either entirely dissolved or turned into a 
transparent jelly by adding an equal volume of strong acetic acid, and 
continuing the boiling, is probably from an ovarian cyst. If the 
coagulum is only partially dissolved or gelatinized by boiling with 
excess of strong acetic acid, the fluid is probably a mixture of ovarian 
and ascitic fluid. Mr. Thornton attaches value, as a means of 
diagnosis in a doubtful case, to the presence in ovarian fluid of what 
has been called the ovarian granule of Drysdale. This is a little 
round delicate cell, full of brightly refractive granules, the cell being 
commonly about the size of a white blood-corpuscle. It may be dis- 
tinguished from the latter and lymph corpuscles by its resisting the 
action both of acetic acid and ether, neither making any distinctly per- 
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ceptible change in its appearance, except that the former renders the 

granules, which are irregularly scattered throughout its interior, rather 

more distinct. Certain grape-like groups of cells, found in ascitic 

fluid poured out around an abdominal tumour, have been described 

by Dr. Foulis as affording certain evidence of the malignant nature 

of the tumour, if it be ovarian. Mr. Thornton, however, has found 

them in the peritoneum when uritated by the rupture of an ordinary 

ovarian cyst. When, however, they are numerous, and in various 

stages of growth, he attaches much importance. to them as indicating 

malignant disease, including in this term both the rapidly growing 

sarcomas and carcinomas, and certain peculiar ovarian papillomata. 

He thinks that tumours of the latter kind are simple, if removed early, 

but that, if the fluid escapes into the peritoneum, they become clinically 

malignant, because universal papilloma of the peritoneal surfaces re- 

sults. He believes, therefore, that, if such cell groups be found in- 
any ovarian fluid, the tumour should be at once removed.—JZedical 
Times and Gazette, 


Vaginal Urethrocele. 


M. Gillette relates the case of a patient aged thirty-one, the mother 
of three children, in whom there was a tumour behind the urinary | 
meatus, projecting into the vagina, about one and a half by one inch 
in size. She suffered from burning pain on micturition, and an 
involuntary discharge of urine shortly afterwards. The tumour was 
found to be formed by a partial dilatation of the urethra, within which 
urine was retained. M. Gillette at first recommended a caoutchouc 
pessary, which entirely filled-the vagina, but the patient was disin-’ 
clined to use it, and preferred to submit to some operation. He 
therefore removed a triangular piece of mucous membrane from the 
vaginal wall, and brought the two edges together by a continuous 
suture. ‘This piece was one and a half centimetres in length, and its 
anterior base was seated on the most projecting part of the tumour. 
The patient left her bed at the end of a fortnight, after two months 
considered herself permanently cured, and had as yet suffered no 
relapse.—Lancet, May 6, 1876. 


Inversion of the Uterus. 


In a paper read before the Obstetrical Society of New York on 
January 4th, 1876, Dr. Robert Watts relates the case of a patient, 
aged twenty-one, who had been delivered of her first child two years 
previously after a difficult labour. . Hemorrhage lasted for three 
months after confinement, and metrorrhagia had continued ever since. 
Six months before she had been told that she had “ falling -of the 
womb,” and a ring pessary had been inserted. Vaginal examination® 
revealed a pear-shaped tumour high up in the vagina. Around the 
neck of this could be felt a ring separated from it by a shallow 
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groove. Careful exploration with a probe failed to detect any opening 
at the bottom of this sulcus. By conjoined manipulation, with a 
sound in the bladder, no uterus could be felt in the normal situation. 
An air-ball pessary in the vagina was tried for some time, and on two 
occasions the patient was etherized, and efforts to reduce the uterus 
were maintained for one andahalf hours. No unpleasant symptoms 
followed. On October 28th a tightly fitting india-rubber cup was ap- 
plied over the inverted uterus, at the suggestion of Prof. Thomas, 
the uterus being drawn well down, and the patient being etherized. 
The following morning the cup was found to have slipped off. On 
October 31st the uterus was again drawn down, and Prof. ‘Thomas 
wound round it a bandage made of thin sheet india-rubber. This 
was secured by india-rubber rings slipped over it. At the end of 
twenty-two hours the bandage was removed, and the uterus remained 
unreduced. The patient then suffered from a sharp attack of perito- 
nitis, and the temperature rose to 104°°3, and pulse to 140. On 
November toth this had subsided, and the patient then passed. per 
vaginam a slough of the mucous membrane of the uterus. Digital 
examination revealed the absence of the inverted fundus from the 
vagina. ‘The cervix was in its normal position, but felt as if lacerated 
bi-laterally ; the sound could be passed two inches only, and the 
body of the uterus felt small. The inversion had, therefore, been 
-spontaneously reduced immediately upon the diminution in the size 
of the tumour, caused by the exfoliation of the mucous membrane. 
The author considers it probable that the inversion did not take place 
suddenly at or just after delivery, since the patient gave no history of 
such an accident; but that, a partial inversion having taken place 
then, it increased gradually until it became total. He considers that 
this case furnishes an argument against the view of Prof. Thomas 
that, to reduce an inverted uterus, it is necessary to make only cir- 
cumferential, and not upward pressure, and that it also shows the 
danger from prolonged constricting pressure.—American Journal of 
Obstetrics. 


Mode of Operating for Ruptured Perineum. 


In a paper read before the Société de Chirurgie on Apmil 5th, 
1876, Dr. Jude Hue discusses the different modes of performing this 
operation. He points out that, when the sphincter ani has been com- 
pletely divided by the rupture, there is a lability to failure chiefly in 
two respects. The first is that a small recto-vaginal fistula is often 
left just above the restored perineum. This has often been at- 
tributed to the escape of gas from the rectum into the vagina between 
the united edges. Marion Sims on this account recommends that a 
tube should be left in the rectum, and carefully attended to by the 
narse, to prevent its becoming occluded by feecal matter. This tube 
sets up irritation, and often fails in securing its object.. Emmet, on 
the other hand, discards the rectal tube, and advises that the posterior 
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suture should be carried through the rectal mucous membrane, so 
that a portion of mucous membrane, which has not been pared, may 
be brought firmly into contact, and protect the pared surfaces while 
union is taking place. ‘The author believés that the small fistula is 
due to the excessive tension of the posterior suture, which is carried 
through the recto-vaginal septum. This is generally increased by 
the tightening of the anterior sutures, which tends to force the pared 
surfaces backwards, and separate them at their posterior edges. Dr. 
Hue believes that this defect may be avoided by his mode of insert- 
ing the sutures. The second imperfection in the result of the opera- 
tion is that although the perineum may be perfectly restored, incon- 
tinence of feeces may persist afterwards. The author believes that 
this is of frequent occurrence when the operation is performed after 
the method of Marion Sims or Emmet, and that it is due to the fact 
that the fibres of the sphincter ani retract after rupture towards their 
posterior attachment and become widely separated in front. They 
are, therefore, not included by the sutures, and fai! to become incor- 
porated in the restored perineum. ‘The author therefore inserts and 
brings to the surface the posterior suture 14 centimetres (‘6 inch) 
behind the anus, making it pass entirely through the recto-vaginal 
septum. By this means the ruptured ends of the sphincter are,drawn 
forward and united. Two more sutures are also passed entirely 
through the tissues of the septum, without being brought out on 
either rectal or vaginal surface. Lastly, the three anterior sutures are 
brought out at the vaginal edges of the pared surfaces. The sutures 
are of silver wire. No quills are used, but the wires are twisted in 
the ordinary way. A case is related in which the operation was per- 
formed with perfect success after this method. The patient was 
twenty-two years old. Delivery at her first confinement had been 
protracted, and at length completed by forceps: Powerful traction 
was required to extract the shoulders, and the rupture was said to 
have taken place at this time. After the operation she was com- 
pletely cured. The new perineum measured fully 23 centimetres 
(1 inch) from the anus, and the sphincter ani contracted firmly when 
the finger was introduced.— Archives de Tocologie, June, 1876. 


Awdiatric Summary. 
The Contagious Character of Whooping-cough. 


In a clinical lecture delivered at the Westminster Hospital, 
Dr. Sturges discusses the nature of whooping-cough. He points 
out the anomaly of its position, since it claims alliance with nervous 
affections, with zymotic diseases, and with ordinary catarrh. If it is 
said to be a nervous disease, it is difficult to explain its property of 
affecting others, or of protecting the present sufferer for the future. 
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If it is classed with the exanthemata, the absence of fever, indefinite 
duration, and mode of origin make it quite anomalous in that direc- 
tion. Dr. Sturges finds that in its clinical aspect whooping-cough 
does not present the regularity of three stages which is described in 
text-books. On the contrary, it breaks in anyhow upon an ordinary 
catarrh, which, in itself, has nothing characteristic, accompanies such 
catarrh off and on for an indefinite time, and its final departure, 
though usually gradual, is sometimes quite sudden and abrupt. There 
is, therefore, nothing constant, except the fact that catarrh precedes, 
but its duration may be so short that catarrh and whoop may seem to 
begin almost together. That whooping-cough is truly a nervous 
disease is witnessed by the recurring nocturnal dyspneea which often 
ushers in the affection and is lost in it ; the strictly periodic character, 
in many instances, of its paroxysms; the influence of habit; the 
control exercised by the mind, so that by admonition, and still more 
by threats, the coughing fits can be held in some check. . Moreover, 
it gives origin to other diseases unquestionably nervous; it gives 
origin especially to the purest spasmodic asthma, where there is 
neither emphysema nor any other organic lesion to explain the 
sequence. The contagious character of the complaint is universally 
recognised, but since it is so common, and since all are so ready to 
search for some possibility of contagion to account for it, there can be 
little doubt that it is made to appear more contagious and infectious 
than it really is. The contagion can scarcely depend upon any 
specific poison, for it is found that disinfectants are of no avail to 
prevent it, and the experience of the Children’s Hospital is that it 
does not spread to neighbouring beds, but skips to distant parts of 
the same, or even a neighbouring ward. Were there any specific 
poison, it would be impossible to account for the fact that a child 
with catarrh becomes ¢hereby liable to whooping-cough. Dr. Sturges 
hence argues that whooping-cough is a nervous element engrafted 
upon catarrh, and that it is contagious, not like scarlatina or measles, 
but like fear or discontent. He does not consider that imitation has 
any place in the matter, but compares the contagion to that of yawn- 
ing, laughter, or coughing in church. He explains on this ground 
the fact that young infants, with a conformation admirably adapted 
for whooping-cough, are yet irreceptive of it from others, and will often 
either escape the, complaint altogether, or take it very late. The 
difficulty of explaining why whooping-cough, if it has no relationship 
to zymotic diseases, protects the sufferer from future attacks, Dr. Sturges 
meets by the supposition that the stage of growth at which there is a 
liability to whooping-cough is of very short duration, and has passed 
away when the next occasion for exciting 1t occurs. He thinks that 
it does not last beyond a year or two at most, and is different in 
different children, but almost always falls between the ages of two 
and six. In accordance with this view he points out that the pro- 
tection afforded is very different to that given by zymotic diseases, 
since there is a liability to relapse extending over an indefinite period. 
—Lancet, May 6, 1876. 


“LEADERS IN MEDICINE AND SURGERY, 1876.” 


The well known photographers, Messrs. Barraud and Jerrard, have 
brought out a photographic print under the above title, including 
portraits of no less than 183 of the best known members of the pro- 
fession. The difficulty of grouping so large a number of figures is 
very skilfully overcome, the artistic arrangement of the picture 
is excellent, and most of the likenesses are admirable. Among 
the most prominent figures we notice Sir G. Burrows, Sir 
J. Paget, Sir T. Watson, Sir W. Gull, Sir W. Fergusson, Sir H. 
Thompson, Drs. Arthur Farre, Risdon Bennett, C. J. B. Williams, 
Sieveking, Sharpey, Swaine Taylor, and Messrs. Hilton, J. Wood, 
Quain, Holmes, and Spencer Wells. Obstetric Medicine is also 
represented by Drs. Greenhalgh, Braxton Hicks, Barnes, Meadows, 
Priestley, Tilt, Playfair, and others. The print is executed by the 
permanent carbon process, and we can recommend it as a valuable 
possession. 


BOOKS, PAMPHLETS, AND PAPERS RECEIVED. 


‘A Manual of Midwifery.” By Alfred Meadows, M.D. Lond., 
F.R.C.P. Third Edition. London: Henry Renshaw. 

“Les Maternités, leur Organisation et Administration.” Par 
A. Stadfeldt, M.D. Copenhague. 1876. 

“Case of Pelvic Narrowing.” By John A. Byrne, M.B., A.B., 
Univ. Dub. Dublin. 1875. 

“ Carlsbad Mineral Water (Giesshiibler).”” By J. Kraus, M.D. 

‘*The Induction of Sleep and Insensibility to Pain, by the Safe 
SelfAdministration of Anesthetics.” By John M. Crombie, M.A., 
M.D. London: Churchill. 1876. 


Communications have been received from Dr. G. Roper, Dr. J. 
Finlayson, Dr. Trenholme, Montreal; Dr. David Prince, and 
Dr. Edis. 


| All communications, books for review, letters, dc. for the Editor, may 
be addressed to the care of the Publishers, 11, New Burlington Street, 
London, W. 


Noticre.—All the Back Numbers of this Journal may be had of the 
__ Publishers direct, or through any Bookseller. 


THE 


OBSTETRICAL JOURNAL 


OF 


GREAT BRITAIN AND IRELAND. 


NAAROAIInmemnmonmenrns OOO nese Ye 


No. XLII—SEPTEMBER, 1876. 








Origival Communications. 





TWO CASES OF APHASIA AND A CASE OF 
HYSTERICAL DUMBNESS .-OCCURRING 
IN; CHILDREN. 


By James Fintayson, M.D. 


Physician and Lecturer on Clinical Medicine to the Glaszow Western Infirmary ; 
formerly House-Surgeon to the Manchester Clinical Hospital for Children. 


APHASIA with right hemiplegia is certainly rare in child- 
hood. The two followinz are the only cases of hemiplegia 
in children, complicated w.th aphasia, which have come under 
my notice, althouzh I have s2en a considerable number of 
children affected, some with right and some with left-sided 
paralysis. These cases are further of interest as presenting 
a very unusual complication in scarlatina and pertussis ; 
both children, likewise, had unilateral convulsions in con- 
nexion with this paralysis. But tHe first case, which was under 
_ observation for a considerable time, presented several points 
of such interest in connexion with the possibility of educa-_ 
tion in a young aphasic as to demand some’ special record 
in this respect. 


“APHASIA AND RIGHT HEMIPLEGIA IN SCARLATINAL 
DRopsy. 


This boy, twelve years of age, was seen by me the day 


after his admission to the Western Infirmary (January 26, 
No. XLII.—Vo_., IV. GC 
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1876). His condition as regards speech seemed so peculiar 
that a strong suspicion of deception could not fail to be 
entertained, notwithstanding his early age and his obvious para- 
lysis. In reply to a question as to his name, he said quite 
plainly, “ Malcolm ;” on interrogating him as to his other 
name he seemed unable to mention it, but on trying various 
names he said “ No” to them all, till the right one—McKay 
——was introduced, when he said “ Ay.” His whole vocabu- 
lary in ready use consisted of his name and “ Ay” and “ No,” 
Even his surname was pronounced, after repeating it to him,. 
only with difficulty, and scarcely quite distinctly. On trying 
him with the letters of the alphabet, he answered with 
remarkable promptitude, dut he was invariably wrong; he 
usually called every letter “o” or “x” without hesitation. 
It caused no little surprise, therefore, to learn from the 
nurse that he could write his name; this he did at once 
when asked, writing in a somewhat straggling manner, but 
quite legibly, with his left hand. Tried with the letters. he 
had himself written, he answered as glibly, but as wrongly, 
as before. Tried with names of things and with purely 
verbal requests (¢,¢., to get out of bed and stand on the 
left foot), he was found to understand nearly everything 
said to him. It seemed quite clear that the boy was aphasic, 
and that his power of writing his name had been the result 
of a secondary and special education ; subsequent inquiry 
bore this out completely. Printed letters on movable tablets 
-were tried next day, and he soon managed to spell out 
“Malcolm ;’ and when the letters composing his name were 
given, apart from the rest, he readily put “ Malcolm McKay” 
together, but had much more difficulty if the whole boxful of 
letters were given; in such cases he often produced some- 
.thing having a resemblance to his name, but if the erroneous 
letter or letters were pointed out he could usually rectify the 
mistake. It was found also that he could arrange figures 
from one to nine in sequence, and even if some duplicates 
were given he arranged the figures correctly, leaving the 
others aside. He could also, by a little effort, be made to 
repeat the names of the figures in succession, as they were 
pointed to in order, but this seemed to be by rote; indeed, 
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he repeated one, two, three, &c., when they were taken in 
reverse order, and he could not identify the figures by name 
any more than the letters. Tried with pictures he showed 
clearly his knowledge of nearly everything ; usually he imi- 
tated the cries of the animals—thus, a dog was “ bow-wow.” 
If now he were taught to say “dog,” he could answer cor- 
rectly, at the time, when the picture was pointed at; but if 
fresh pictures were gone over and the dog were again 
pointed to, he seemed readily to forget and would again say 
“bow-wow.” He clearly understood long sentences, and 
could repeat almost any word which was said to him; but 
although he could say “ please,” “nurse,” “an,” “egg,” word 
by word, he could not be got to put these four words together 
by any inducements. Tested with coloured objects, he could 
at once match the colours, as a red dress with a piece of red 
blotting-paper, when desired ; but he had no knowledge of 
the qwords red, blue, &c., so far as could be judged ; he very 
quickly learned, however, from the errors he made, and could 
soon pick up the coloured objects asked for ; fresh difficul- 
ties sometimes arose when articles of a different kind, 
although of the same colour‘ were substituted. After triais 
repeated on several different days he seemed to learn the 
colours pretty well by name; but just before dismissal—a 
considerable interval having clapsed without any such trials 
—he was found as vague as ever, and gave black when 
asked for white. 

Tested with writing to a copy, it was found that he could 
write very accurately any words set to him, and this ap- 
parently with equal facility, whether in English, German, or’ 
Latin ; in attempting to copy German words from a book, 
he made a fair attempt to represent the marks over the 
“modified vowels, although of*course he must have been quite 
ignorant of their use. A Greek word (avna) he also made 
an attempt at without, apparently, any hesitation. In con- 
ducting these trials it was found that he copied capitals as 
capitals, but could scarcely be got to. copy printed capitals 
into writing characters. On further and repeated attempts to 
teach him little words, it was found, during his residence in 
the ward, that he could be got to write little words ta 
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dictation, or to read them when written. Man, pig, cat, dog, 
horse, were among the words thus taught him. It was 
found that “man” written in writing characters he knew, 
and could read and copy, but “MAN” (in capitals) he 
guessed as something else, although he made a fair copy of 
it in capitals ; for “dog” he frequently wrote “day,” but if 
checked he corrected the error; “homo” he guessed as 
“horse.” | 

Experiments w:th coins brought out the fact of his 
knowing, to some extent at least, their relative value: a half- 
penny he called (as is common in Scotland) “ ha’-p’ny,” 
and a penny he seemed to call the same; but it was noticed 
that he then always repeated the word, and it became clear 
that he meant “ha-p’ny, ha-p’ny” to be a double half- 
penny—z.e.,a penny. Before dismissal, when his knowledge 
of the names of coins had considerably improved, he could 
not name half-a-crown, but called it “shilling, shilling, six- 
pence... 

Following up some hints obtained during the examina- 
tion, he was tried with various compound words, but he did 
not succeed in naming objects'thus designated. A watch- 
key he called a “watch,” although on questicning he 
confessed it was not a watch, and supplemented this name 
ph a Gag showing its use. An egg-cup he called an 

“egg,” and so on, always admitting his wrong use of such 
words. | | 

Singing was one of his accomplishments, and it was 
interesting to learn from his mother that it was in connexion 
with singing that he began first of all to use any words after 
his illness. We found that he could start the songs himself, 
and he kept moderately well to the tune throughout. Most 
of the song was made up of S:mple sounds, but now and 
then two or three distinct words could be traced ; indeed, in 
one hymn he sang——‘“t Hold the Fort’”—he slurred over va 
few of the words. 

He was once seen in a rage at the nurse who had 
interfered in some quarrel between him and another boy 
regarding a top; but amidst all his indigna‘ion he could 
not get beyond one word. When asked what was wrong, he 
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said, “her’ (pointing to nurse), then “peerie” (a Scotch 
word for the top, and pointing at her pocket), and by-and- 
by, in disgust and crying much, he kicked off his slippers 
and said “hame” (home). In this way with single words 
and gestures he usually made himself quite understood. 

All these facts acquired great significance when it was 
found that he had ‘been for his age well: advanced. in school, 
and specimens of his writing, before his illness, and his school 
books testified to this. He had also. learned at school to 
draw and to sing. Indeed, he seems to have been rather a 
clever boy, and even with his imperfect speech and defective 
education since his illness he showed evidence of considerable 
sharpness and wit. 

The history of his illness was briefly this. Fifteen months 
before admission he had scarlatina, not of a malignant type, 
followed by general dropsy and, as stated, inflammation of 
the kidneys, and during this dropsy (about a month from the 
beginning of the fever) he was seized with convulsions, pre- 
ceded for about an hour and a half by stupor. The con- 
vulsions affected the right side of the body exclusively ; they - 
lasted, off and on, for about nine hours; some vomiting 
occurred in connexion with this attack of convulsions. After 
the fits he lay unconscious for about. nine days, passing 
everything in bed. The dropsy disappeared after this 
seizure, and he gradually improved in other respects also, 
‘but he was found, on recovering from his unconscious 
state, to have marked paralysis of the right side. This 
also improved greatly, but it was four months before he 
could walk. During this period of recovery he had several 
convulsive attacks, differing from the first in being general, 
-and not unilateral ; one of the worst of these attacks had 
occurred a month before admission. After the unilateral 
convulsions, which ushered in the hemiplegia, his mother 
“states that there were blindness and deafness as well as 
‘loss of speech. The sight and hearing seemed to im- 
“prove along with the power of walking, and are now 
natural, or nearly so. No otorrhcea existed at any time. 
About the same time that the power of walking returned 
he began to use the phrase “’Deed no,” but this phrase 
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his mother regarded as “a rhyme,” apart from any meaning. 
He indicated assent and dissent by movements of the 
head. His mother thinks that it had only been for about 
- three or four months before admission that he could understand 
words addressed to him; when asked to bring anything 
before that time, he stood still and seemed stupid; and 
only knew what was wanted when it was pointed at. 
Attempts were persistently made by the family to teach 
him, and he can now name a large number of objects when 
they are shown to him, but so far as can be made out this 
knowledge of words has all been the result of a secondary 
education ; they also taught him to write his name to a 
copy, and (vaguely) made efforts to overcome his defect by 
the use of the finger alphabet used by the dumb. Since 
his illness he has become more passionate and irritable than 
formerly, and has destroyed many of his books and toys. 
Prior to his illness he had been subject to headaches, but 
these have left him since then. 

I:xamination of the boy on admission showed a consider- 
able paralysis of the right arm (without rigidity), and a very 
slight paralysis of the right leg, but no distinct paralysis 
of the face, and no affection of the cranial nerves, so far as 
could be made out. Dr. Reid kindly examined the eyes 
with the ophthalmoscope, but nothing special was detected. 
The heart seemed perfectly normal, as also the urine, which 
was frequently examined. The general condition during his 
residence in the wards for two months was excellent, and no 
convulsions occurred, 

His progress on the whole was small. Faradization was 
regularly used for the arm, and he was encouraged to use it, 
and by and by he could write a little with his right hand. 
He learned also, as stated, to write some words to dictation,. 

-and he could also put a few words together, little phrases, 
such as “ Good morning, sir ;’ as a result of training by the 
nurses, he frequently corrected “Ay” into “ Yes, sir;” he 
could also latterly write figures correctly up to twenty, but 
his knowledge of figures remained very limited ; if asked 
how much the figure 6 represented, he would hold up six 
fingers ; if urged to name it, he might count I, 2, 3, 4, 5, 6, 
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and then, if asked how much, he might answer, “seven ;” 
with certain figures, however, he was at times correct. 

It seemed very plain that, with such an intelligent lad, and 
with the history given, much might be done in the way of educa- 
tion, and the experience in the ward confirmed this. He seemed 
in many respects to resemble a child learning words and 
figures for the first time, making the same kind of mistakes, 
and having the same tendency to forget rapidly. It occurred 
to me, therefore, and to Dr. Gairdner and Dr. Yellowlees, 
who examined the case also, that the Asylum and School 
for Imbecile Children at Larbert would be a fitting place for: 
the education of sucha one to be begun afresh, as the parents 
were too poor to have skilled instruction adapted for his 
mental state provided at home; a representation to this 
effect was made by me to the directors, but although the 
case seemed much more hopeful than that of one with a 
congenital defect, they seemed to have some doubts and 
difficulties in the matter, and declined to place him on the 
list. In this connexion a speculation of Dr. Gairdner’s, pub- 
lished some years ago in his paper on Aphasia, may be 
mentioned—viz., that certain cases of imbecility or idiocy 
may be due to an affection of the organ of language in early 
life, before it can show itself by loss of speech, and that this 
loss of language, by preventing education, may be the cause 
of imbecility in some children. 


APHASIA AND RIGHT HEMIPLEGIA IN PERTUSSIS. 


Aphasia and hemiplegia, complicating whooping-cough, are 
certainly very unusual, and, so far as I am aware, no Case 

of this kind has been published. I was asked by Dr. G. R. 
_ Allan, on March 5th, 1876, to see a girl seven years of age. 
There was whooping-cough in the family, and this child had 
been kept from school on February 25th, on account of cough 
and vomiting. In three days the child was evidently worse, 
and yomited much, and Dr. Alian saw her on the following 
day, and prescribed regulation of her diet and some medicine 
for the stomach and bowels, with apparent benefit. On 
March 3rd right-sided paralysis was detected, and the only 
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words the child said were, “ Ma—ma :” she was very restless, 
and complained of pain about the left temple. On March 
sth’ I found a very marked paralysis of the right arm, 
which she lifted and nersed with the other hand, and 
a slight paralysis of the right cheek; the paralysis. of 
the right leg was apparently passing away. She under- 
stood words, and tried to give her powerless arm when it 
was asked for; she distinguished pictures shown to her, and 
pointed out things when they were asked for, but she only 
said, “ Ma—ma;” she made, however, some attempt at 
“Yes.” The case was at once recognised as aphasia. 
Hydroeyanic acid was ordered for the cough, the hair to be 
shortened, and the head kept cool. Next morning a little 
improvement in the arm ‘was noticed, and she could now say 
“Davie” (her brother’s name), and “ Ma’s lamb” (a pet name 
for herself). Early in this morning her mother had noticed 
some twitching of the right arm, and there was some vomit- 
ing, but in the evening violent convulsions affecting the 
right side supervened, and the conjunctive were much suf- 
fused. The convulsion had continued for about half an hour, 
when Dr. Allan arrived and administered chloroform, under 
which the convulsion ceased. The hair, which had previously 
been shortened, was now shaved off, and bromide of potas- 
sium and chloral were given in moderate doses every three 
or four hours. There was no recurrence of the convulsion, 
but next day she was still very poorly, very thirsty, he her 
tongue much coated. 

On March 8th Dr. Allan, in his notes, which he has 
kindly supplied to me, states that she tried to speak, saying, 
“ Yes,” “ Maggie,” “read,” quite plainly ; when any object in 
the room was pointed at, and she was asked its name, she 
tried to answer, but only said “ Yes,” or “ Maggie,” or “ Ma— 
ma,” and seemed annoyed at her failure.. Next day a dis- 
tinct improvement in speech was noticed ; although she 
could not name the letters of the alphabet when pointed out, 
she could repeat them when named, and the power in her 
arm had likewise improved. On March 12th I saw: her 
again; the paralysis had almost passed away, and she could 
name most of the objects and letters with which she had 
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been tried during the last few days. Some, however (as 
comb and brush), she could not name, but she showed by 
signs that she knew their use, and when told their names 
seldom made a mistake again. Tested with colours, she 
seemed much puzzled, although she knew them before her 
illness, and called red blue, and yellow green. Although 
immensely improved, there was an abnormal irritability about 
her, and her parents were advised not to teas? her much 
with attempts at naming objects. From this time her, im- 
provement became very rapid, and when I saw her for the 
third time on May 23rd, there was no trace either of para- 
lysis or aphasia, and only a very slightly greater childishness 
in her manner than one might expect at her age. It is 
worthy of remark that the whooping-cough was never very 
severe in this case, and in particular none of those alarming 
paroxysms occurred which we often see. The onset of the 
paralysis and the aphasia defore the unilateral convulsions 
formed a contrast to the case of the boy just detailed, and the 
rapid recovery no doubt pointed to a less serious lesion of 
the brain. There was no affection of the heart, and Adie 
urine was not albuminous. 


HYSTERICAL DUMBNESS IN A CHILD. 


— different from the preceding, although also unusual 
in one so young, was the case of a girl, ten and a half years 
old, who came from Ayr, and was admitted to my ward at 
the Western Infirmary. There was no nervous tendency 
made out in the family history, except in the case of her 
mother, who had died of phthisis, but who had also been 
subject to hysterical seizures, which assumed the form of 
swoons. This child had of course never menstruated, but 
had been in good health till the end of February, 1876, ten 
weeks before her admission. Although never an anxious 
scholar, she had been apparently agitated regarding some 
school examination, and two days after, on returning from 
church, she had a nervous attack, throwing herself about, and 
striking at the walls and at her friends, &c. This passed 
off in three days: during this time she ate but little, she did 
not speak, and was supposed not to hear. Four weeks later 
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she had a similar attack, also lasting three days, but less 
violent. Since then she had had several attacks, lasting for 
a day, with much less violence, but associated, as the friends 
thought, with absolute deafness as well as dumbness : these 
always passed away after a night’s rest. But on April 28th 
such an attack came on, and as it had lasted for a week, she 
was brought to the Infirmary on May 4th, still affected in 
the same way. Her manner presented a combination of the 
restless and prying disposition often seen in slightly idiotic 
children, with great violence and excitement when crossed. 
Thus, she had been prying about the wards, apparently quite 
interested in everything, but when her father was preparing 
to leave her she clutched at him and screamed in the most 
violent way: when he was away she became almost at once 
quite quiet and tractable as before. Next day she answered 
on a slate several questions written down for her, doing this 
with great apparent interest. It could not quite certainly be 
made out whether she could hear or not, but my impression 
was that she did hear. 

An attempt was made the day after admission to try ‘to 
get her to speak, by writing the word down and speaking it 
loudly into her ear, and making her imitate it again and 
again till she came near the sound. In this way she uttered 
some sounds, which could occasionally be recognised as 
words. Nothing abnormal was found in her physical con- 
dition, on careful examination, except opacities of the cornea, 
for which she had been under treatment for some time. 
After we had completed the examination of the heart, 
liver, &c., and while the patient was in bed, the nurse had 
kissed her in desiring her to lie still, and considerable 
amusement was caused by the child’s eagerness to kiss 
the students all round. The treatment (in addition to the 
attempt at teaching her to speak) consisted at first in continuing 
the ten-grain dose of bromide of potassium at night, which 
she had been getting at home, and on the day after admission 
she had a scammony purge. Next morning when she awoke 
she said to the night nurse, “Good morning,” and at the 
visit, an hour or two later, she spoke freely in answer to 
questions, and seemed quite different in her manner, She 
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also read some pieces of verse, and recited a few lines of 
poetry from memory. No return of this affection occurred 
during her month’s stay in the ward. It was proposed to 
keep her for another month away from home influences, 
which it was feared had not been favourable for her, but she 
had one or two slight febrile attacks, one of them with sore 
throat, and one whose cause was obscure, and her friends 
removed her to Ayr during my absence from duty at the 
Infirmary. I learned subsequently, however, that she had 
continued well and free from the nervous attacks, 
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By PROFESSOR OLSHAUSEN, of Halle. 
(From the Archiv fiir Gyndkologie, Band ix. Heft 2.) 
(Concluded from p. 304.) 
IF we estimate the facts given by McClintock in reference 
to the relation between the mortality of the disease and the 
date of its onset, the difference becomes still more striking. 
For McClintock informs us that of sixteen patients who 
were attacked after the second day only two died, and 
both of these fell ill on the third day. 

Out of 56 cases death occurred 6 times on the second or 
third day after delivery ; 33 times between the fourth and 
seventh ; 6 times on the eighth or ninth ; 9 times between 
the tenth and fifteenth ; and twice still later. 

With regard to the course and symptoms of the disease, 
it is repeatedly recorded that the eruption spreads rapidly 
_and almost instantaneously over the whole body. This was 
the case also with all my patients. The eruption also 
almost always followed rapidly upon the commencement of 
the fever. More rarely a fever of from one to two days’ 
duration preceded the appearance of the rash. Many 
observers have been struck by an intense redness of the 
face even before the onset of the eruption. In my two last 
‘cases it was very well marked, and lasted several days. 
The eruption on the trunk in severe cases generally 
assumes a livid, bluish-red colour; and in those which end 
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fatally, usually maintains this colour throughout if death 
follows within a week. We may find some analogy between 
the intensity and deep-red colour of the scarlatinal eruption 
in the puerperal state, and the frequent occurrence of variola 
hzmorrhagica in puerperal women. Mention also is made 
by many observers of the occurrence of sudamina. It is to 
this scarlatina miliaris especially that some have wished to 
ascribe a septicemic character,* although it is nothing - 
else than ordinary scarlatina with sudamina, which are so 
readily produced by perspiration in puerperal women. 
Women who suffer from typhus fever after delivery also 
often show sudamina, and are distinguished from other 
typhus patients by their moist skin during the first stages 
of the disease. 

The chief peculiarity noticed by all observers is the 
slight character of the sore throat, which often causes no 
distress at all, and in many instances of undoubtedly 
genuine scarlatina is described as almost entirely absent. 
‘Among the symptoms mention should be made of diarrhea, 
as being of frequent occurrence and unfavourable import. 
McClintock gives special warning against the administration 
of aperients, which have an unusual tendency to set up 
fatal diarrhcea. I have myself experienced this in one case. 
There can be no doubt about the ominous significance of 
this complication, for out of 58 cases, in which there is no 
‘mention of diarrhoea, 12 died ; while out of 21 with diarrhcea, 
15 died. 

The usual functions appertaining to the puerperal state, 
‘such as lochia, secretion of milk, involution of the uterus, 
‘proceed, in the great majority of cases, without any dis- 
turbance. Only a moderate tenderness of the uterus, which 
rapidly disappears, is noticed in a small number of cases 
quite at the commencement of the scarlatina. Inflam- 
‘matory affections of the pelvic organs are of the greatest 
‘rarity, and are only to be regarded as casual complications. 
Whether the peritonitis which McClintock observed in two 
cases to make its appearance about the time of desquama- 
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tion had any etiological relation with the scarlatina must 
remain uncertain. No mention is made anywhere of 
hemorrhage from the uterus, such as occurs in variola or 
typhus after delivery. The outbreak of scarlatina during 
pregnancy led, in at least four cases out of seven, to pre- 
mature delivery. | 

With regard to treatment there is little to be said. Pur- 
gatives are to be avoided, as has been already stated: 
Stimulants, as recommended by Halahan, in the severe 
cases, are certainly advisable. But, above all, we must in 
the present day not omit to administer lukewarm or cold 
baths if the fever continues at a high point. 

If we ask ourselves once more what valid reasons there 
were for regarding the puerperal diseases which appeared in 
the guise of scarlatina as being anything else than genuine 
scarlatina, we can only answer—none whatever. Neither 
the manifestations of the disease nor the post-mortem 
lesions, putting aside some quite exceptional cases, had any 
-resemblance whatever to puerperal septicemia or pyzmia ; 
while, with slight modifications, which, however, are gene- 
rally or universally present (slightness of sore throat, fre- 
quency of miliary vesicles), the typical picture of scarlatina 
is completely portrayed. Where, we must further ask, in 
epidemics of puerperal fever have cases been seen with the 
usual symptoms and post-mortem lesions of peritonitis, and 
combined with this an eruption resembling that of scarlatina ? 
No case of the kind is to be found in literature. For what 
Retzius describes* was an epidemic of erysipelas, is repre- 
sented as such even by himself; and, according to the 
description, had no resemblance at all to scarlatina. So the 
disease seen by Kiwisch was something quite different. The 
“circumscribed, generally bluish-red swellings, often only as 
large as a kreuzer, on the backs of the hands and feet,” 
‘may point to embolism, or may have depended upon venous 
thrombosis. But anything resembling scarlatina it is clear 
that Kiwisch has never observed, or, at any rate, never de- 
scribed. Nevertheless, he makes a sweeping assertion, that the 
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puerperal scarlatina of other authors was a local manifesta- 
tion of puerperal fever, and puts the same opinion into the 
mouth of Malfatti, although Malfatti himself quite expli- 
citly declares that he had to do with genuine scarlatina. 
Also Hodge* is said by Kiwisch to have observed a 
scarlatina-like puerperal fever—a statement which is re- 
peated by Winckel and others; although Hodge, in the 
article quoted, says not a single word of any eruption what- 
ever, but describes cases of quite ordinary puerperal sep- 
ticemia. Thus, through the false statements and repre- 
sentations of certain individuals (especially through those of 
Helm and Kiwisch, and on the strength of the latter's high 
authority), the doctrine has acquired shape, that in puerperal 
fever scarlatina-like eruptions often occur. All later authors 
repeat this view without bringing forward any evidence in 
its favour. And even Schroedert expresses his opinion 
that the majority of cases described as scarlatina after 
delivery were really of quite a different nature. 

Whoever studies the literature of the subject can, I am 
convinced, come to no other conclusion than that the whole 
doctrine is false, that it has been accepted without any 
ground upon the authority of certain individuals, and that so 
it has crept from one text-book to another. 

The two points which may perhaps have first given rise 
to the suspicion that the so-called scarlatina was really one 
of the deadly puerperal diseases, are certainly the great 
mortality of the cases, and the almost constant commence- 
ment of the disease within the first three days after delivery. 
To these two points we now return. The first fact—namely, 
the greater danger of scarlatina in puerperal women, as com- 
pared with other persons—we are indeed unable to explain, 
but we find in it no ground for the suspicion which has been 
expressed. We see, indeed, the same thing with respect to 
the blood diseases, especially small-pox, when they occur 
after delivery. The frequency with which the severe, and 
especially the haemorrhagic forms of this disease occur in 
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puerperal women has been frequently recorded, and came 
forcibly under my own notice in the epidemic of small-pox 
which prevailed here in the year 1871, in which twenty-eight 
pregnant and puerperal women were treated in the lying-in 
wards. The same thing seems to hold true of typhus. 
Murchison regards typhus in the advanced stages of preg- 
nancy as almost inevitably fatal. Ziemssen lost six out of 
eighteen pregnant women with typhus, and three out of 
seven after delivery. We must therefore recognise the fact 
of the greater danger of scarlatina after delivery, and, in 
accordance with the analogies which I have mentioned, we 
may find it at least intelligible. 

The second fact, that the scarlatina in about four-fifths of 
the cases makes its appearance within the first three days 
after delivery, is generally explained by those who, like 
Hervieux, have paid especial attention to this circumstance, 
as being due to an unusually short incubation of scarlatina 
in puerperal women. Hervieux relates that many who had 
entered the hospital while pregnant were attacked on the 
day of delivery itself, or on the following one. This fact 
however admits of another explanation, which is a much 
more probable one—namely, that the infection had already 
been communicated before delivery, but that the disease did 
not break out until after the confinement. If now we take 
into consideration the fact that in most cases no opportunity 
of infection could be demonstrated within quite the last 
period of pregnancy, but that the outbreak of the disease 
took place within the first three days after delivery, we are 
led to the explanation that during pregnancy the outbreak is 
extremely difficult, but that after delivery it is unusually 
easy. That, as a mere coincidence, in such a large- number 
of cases the infection was always communicated just at the 
end of pregnancy, .as Schneider maintains, is altogether im- 
probable. We are therefore driven to the conclusion that, 
-during pregnancy, the incubation period is generally pro- 
longed, and under some circumstances may perhaps last for 
months, until, as soon as delivery has occurred, the contagium 
becomes active. In fact, various circumstances combine to 
-support this view. Foremost among these I reckon the fact, 
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which cannot be doubted, that during pregnancy scarlatina is 
very rarely observed. In the whole extent of literature I have 
been able to find only the seven cases mentioned, while 
within the first week after delivery we have 134. cases. 
‘Senn, Tourtual, and Trousseau expressly declare that in 
widespread epidemics of scarlatina-they have never seen a 
pregnant woman attacked. Dance and Hervieux saw only 
one case amongst many which occurred in puerperal women. 
McClintock, Halahan, and Braxton Hicks, with their wide 
experience of scarlatina after delivery, say not a word of 
scarlatina in pregnant women. 

There are, moreover, a considerable number of individual 
cases which tell in favour of the view which I have expressed. 
Montgomery (quoted by TVanner, “The Signs and Diseases 
of Pregnancy,” 1867, p. 338) relates that a pregnant woman 
in the ninth month of pregnancy nursed her brother, who 
was suffering from severe scarlatna. She herself fell ill on 
the day after delivery, and died after some days. Unfor- 
tunately the exact dates are not given, at any rate by 
Tanner. Yet Montgomery himself draws the conclusion 
from this and similar cases, that the infection does not pro- 
duce its effects until after delivery, even when it has been 
commun cated long before. 

The facts communicated by Braxton Hicks are of mofe 
importance. A pregnant woman had nursed her children in 
scarlatina a month before .delivery. She fell ill on the 
second day after delivery and recovered. Another pregnant 
woman nursed her children two months before delivery. 
She fell ill on the third day after delivery, and died on the 
fifteenth day. Two others (Cases 8 and 11) had nursed 
ther children in scarlatina, one ten days, the other several 
‘weeks previously, and both fell ill within the first few days 
after delivery. The children of another, who was attacked 
on the third day after delivery, had two months before 
suffered from slight fever with a scarlatina-like rash. These 
cases are well adapted to support the hypothesis of the pro- 
longed incubation ; and Hicks is led by his experience to 
a much greater certainty than Montgomery, that this is the 
‘true explanation. He regards it as undoubted, that scar- 
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latina in pregnancy does not, as a rule, come to an out- 
break, but remains in the incubative stage for months. 

This conclusion, as being one which contradicts the views 
hitherto held as to incubation, is likely at first to meet with 
little approval. But the facts support the conclusion, and 
such experiences as those in my two last cases, in which the 
possibility of infection by scarlatina poison during the last 
few weeks of pregnancy was almost excluded, tend to con- 
firm it. Perhaps many a case of scarlatina in patients who 
are not pregnant, which we now regard as proving the per- 
sistence of the scarlatinal poison, will hereafter be naturally 
explained by a long duration of the incubation period. As 
to the reason why in the case of pregnant women the disease 
very rarely comes to an outbreak, while yet the poison 
persists, and remains latent for a long time, we must abstain 
from forming any hypothesis, since not only the nature of 
the contagium but the cause of the incubation in acute 
infectious diseases is completely unknown to us. 

It is, however, not impossible that the same relation 
which scarlatina has to pregnancy may hold true also, al- 
though in less degree, for typhoid fever. Montgomery holds 
very decidedly the same view with regard to this disease. 
He relates the following :—A pregnant woman, in the 
eighth month, nursed her husband in typhoid fever. After 
his recovery, she went to visit her father, at whose house she 
was delivered five or six weeks later, was attacked by 
typhoid immediately afterwards, and died at the end of a week. 
Although a single case proves little, and although it is certain 
that it is not very rare for typhoid to occur during pregnancy, 
yet it seems that it is very general for typhus or typhoid, 
when it attacks lying-in women, to make its appearance 
within the first few days after delivery. This was so in 
three cases observed by Sinclair and Johnston,* in 
which the disease began respectively on the first, second, 
and third day after delivery; also, in a case recorded by 
-Breslau,t in a case of Winckel’s,t in two cases of Hecker’s,§ 
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and in one case observed by myself, which has not been 
published. In all these cases the disease made its appear- 
ance on the third day at latest. Although such a small 
number of cases—-which may perhaps, if literature be 
searched, be met by an equal number in which the onset 
was later—may not prove much, yet published observations 
are always worthy of attention, and it will be worth while 
in future to direct special notice to this point, whether a 
somewhat similar rule to that for scarlatina does not hold 
good with regard to typhus and typhoid. Although the 
immunity, with regard to these diseases, during the latter 
part of pregnancy, which Rokitansky assumes may not 
really exist, yet women under such circumstances appear 
to be much less easily attacked than those who are not 
pregnant, a circumstance which may perhaps be interpreted 
thus—that the disease not unfrequently remains latent until 
after delivery. 

Although an incubation of scarlatina, prolonged through 
several months, may at first sight appear improbable, and 
contrary to all our present views as to the incubation of 
acute exanthemata, yet an analogy for this may be found in 
the malaria poisons. For it had been already shown by older 
observations, and has been positively confirmed by the ex- 
perience of Braune, Fiedler, and Rheinstadter,* that the 
malaria poison may remain latent for from several months 
to a year—that is to say, that in a previously healthy per- 
son an intermittent fever may, under some circumstances as 
yet unknown, break out for the first time a year after the 
infection. 

As I have already said, the origin of many an obscure 
case of scarlatina may perhaps hereafter find a new expla- 
nation, if we admit and take into consideration the possi- 
bility of a long incubation. 

I cannot close.this article without making a very brief 
reference to the important discussion on puerperal fever 
which took place last year at the Obstetrical Society of 
London. A debate on the relation of puerperal fever to 
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other diseases, in which the most prominent members of the 
Society took part, was prolonged through four long meet- 
ings, and most astonishing views were therein brought to 
light. Several speakers are of the opinion that, from infec- 
tion by the poison of scarlatina, typhus, and other diseases, 
lying-in women may get puerperal fever, and indeed that this 
-is no uncommon occurrence. Newman (of Stamford), and 
Braxton Hicks, are the most uncompromising advocates of 
this view. The latter even maintains that a lying-in woman 
infected with scarlatina poison gets puerperal fever, and that, 
if persons not pregnant again take the infection from her, 
the disease appears afresh as scarlatina. Leishman and 
Playfair express themselves more cautiously, and say that 
lying-in women, by the infection of scarlatina poison, may 
acquire such a disease that, at any rate in its later stages, 
their condition cannot be distinguished from that which is 
found in puerperal fever. ‘These views met with strong con- 
tradiction in the Society. Squire especially expresses a 
decided opinion that puerperal fever has nothing to do with 
scarlatina, typhus, or any other acute exanthem. He and 
Huntley maintain that scarlatina appears in puerperal women 
under the same form as apart from the puerperal state, and 
therefore can be readily diagnosed as scarlatina. Savage, 
Williams, Snow Beck, Farre, and West also give their adhe- 
sion to this view. The identity of puerperal fever with 
septicemia is only lightly touched upon throughout the 
whole discussion. Fordyce Barker (of New York) does not 
believe in the identity or near relationship of these condi- 
tions. Brunton does not believe in the origin of puerperal 
fever through infection from the poison of post-mortem 
examinations, erysipelas, or the like. He believes only in 
the autogenetic origin. And this in the year 1875! Did 
not then Semmelweiss, fully a generation ago, make known 
his discovery, and support it by incontrovertible proof ? 
Supposing that Braxton Hicks were right in believing 
that the poison of scarlatina may produce in lying-in women 
a disease identical even in its anatomical characters with 
that which we are accustomed to call puerperal fever, we 
should even then only be able to infer an etiological 
BeDiz 
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relationship between the two diseases, but scarlatina would 
still remain scarlatina, and puerperal fever puerperal fever. 
In the same way we do not regard a phlegmonous erysipelas, 
by the ichor of which a puerperal septicemia is produced, as 
identical with the puerperal fever. It is only the material 
which originates the disease which is the same. 

The discussion in the London Society has, moreover, again 
shown how much more experience of scarlatina after delivery 
English doctors have than we. The explanation of this is, 
in my opinion, obvious. Were it the custom with us, as it is 
in England, that normal confinements should be managed 
and attended by medical practitioners, more lying-in women 
amongst us also would be infected with scarlatina. Hicks 
mentions expressly in his paper, published in the year 1871, that 
in several of his cases the family doctor who had attended the 
confinement had at the same time cases of scarlatina under 
his care, and had probably infected the pregnant woman. 

I hope that this article may lead to the result that in 
future, in the observation of cases of scarlatina after delivery, 
the question of the incubation may be especially tested, and 
that so the evidence which I have here brought forward may 
be extended and completed. I am convinced that the doc- 
trine of a “scarlatina puerperalis,” in the sense used by Helm, 
will then be no more heard of. 

Postscript.— Since I sent this article to the press, a paper 
on the same subject, by A. Martin, has appeared in the 
“ Zeitschrift fur Geburtshulfe und Frauenkrankheiten,” Bd. i. 
Heft 2. A. Martin relates three new cases of genuine scar- 
latina after delivery. All three ended fatally. In one case — 
only there appeared a peritonitis, which, as in McClintock’s 
case, first manifested itself at a late stage, when desquamation 
was already commencing. Martin himself regards it as a 
secondary result of the scarlatina. In the two other cases, 
which ran their course without any peritonitis, there were 
found after death endometritis, parametritis, and once also 
lymphangitis. The author expresses the opinion that the 
prognosis in puerperal scarlatina is really dependent upon the 
occurrence of secondary lesions in the genital organs—an 
opinion which will at once be contradicted by a careful 
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examination of literature. When Martin further says that 
those scarlatina-like processes, which make their appearance 
at the height of an ichorrhemic disease, are to be regarded 
as erysipelas, we can entirely agree with him. But such 
processes, which especially occur in puerperal pyzmia, have 
so little resemblance to scarlatina, except at their very first 
commencement, that they can scarcely be mistaken for it. 
This will be seen by an examination of the descriptions of 
Kiwisch and others, and also of the epidemic of erysipelas 
among lying-in women described by Retzius. 

When an eruption in a lying-in woman has the appear- 
ance of that of scarlatina, we may boldly regard it as genuine 
scarlatina, so long as the accompanying symptoms and the 
course of the disease are not analogous to a puerperal septi- 
cemia or pyemia, an analogy which cannot be inferred from 
the descriptions either of Malfatti or Helm. That erysipelas 
occurs in lying-in women, either alone or in company with 
other constitutional diseases, that in rare cases epidemics of 
erysipelas arise, and that further limited inflammation of the 
skin occur, especially in the neighbourhood of the Joints, 
cannot be denied. 

The question of the incubation is not touched upon by 
A. Martin. | 


AUTHORITIES QUOTED. 


*Hamilton: Tractatus de febre miliari. 1870. (Quoted by Her- 
vieUux. ) 

*Hecquet: Méd. Ch. et Pharm. des Pauvres. Tome ii. chap. 
Ixu., xiv. 1740. (Ibid.) 

Ludwig : Institut. Medic. Clinice. 1758. 

Malfatti: Hufeland’s Journal, XII. Stiick 3. S. 120. 1801. 

*Senn: Essai sur la Scarlatine Puerpérale. Paris. 1825. These 
Inaug. (Quoted by Hervieux.) 

Tourtual: Hufeland’s Journal. Dec. 1826. S. 3. | 

Dance: Arch. de Méd. 1830. 17° Série. Tome xxiil. p. 323. 

*Helm. Th.: Med. Jahrb. d. Oesterr. Staates. 1837. 

Helm: Die Puerperal Krankheiten. Ziirich. 1840. 

Clemens: Monatsschr. f. Geburtskunde. V. S. 130. 1855. 

Sinclair and Johnston: Practical Midwifery. London: 1858. 
E70; 
- *Retzius: Hygiea. Bd. xxiii. S. 187. Quoted in Schmidt's 
mentn,, bd. cxvi, 1862. S. 318. 


374 A Case of Accidental Hemorrhage. 


*Guéniot: Sur la Scarlatinoide Puerpérale. Thése de Paris. 1862. 

*Brown: Brit. Med. Journ., Feb. 8, 1862. Quoted in Wien. Med. 
Wochenschr., 162. No. ro. | 

Denham: Dublin Quart. Journ. Med. Sc., vol. xxxiv. 1862. 
dry C35 Ps 

Halahan: Dublin Quart. Journ. Med. Sc., vol. xxxiv. 1863. 
Peat 

Cremen: Dublin Quart. Journ. Med. Sc., vol. xxxv. , 1863. 
P. 475. 

Winckel: Pathol. u. Therap. des Wochenbettes. 1866. S. 427. 

McClintock: Dublin Quart. Journ. Med. Sc., vol. xl. 1866. 
PaaS a: 

Lange, C. H.: De Scarlatina Puerperali. Diss. Regimonti. 1867. 

Tanner: The Signs and Diseases of Pregnancy. London: 1867. 
P. 339. 

Hervieux: L’Union Médicale. 1867. Nos, 122—127. 

Koch, H.: Diss. Giessen. 1868. 

Hardy, S. L.: Dublin Quart. Journ. Med. Sc., vol. xlvi. 1868. 
a2 Oe 

Simpson, Sir James: Selected Obst. and Gynzec. Works. Edin. 
1871. GP: 518: : 

Braxton Hicks: Transact. of Obst. Soc. Lond. 1871. Pp. 44, 75. 

Schneider, V. B.: Fiinf Falle von Scharlach im Puer. Diss. 
Marburg. 1873. 





The authorities marked * I only know by extracts or quotations, 
and have not seen the originals. 


A CASE OF ACCIDENTAL HAMORRHAGE 
ASSOCIATED WITH SHOULDER PRESENTATION, FOLLOWED 
BY FATAL THROMBOSIS OF THE RIGHT 
PULMONARY ARTERY. 


By GeorcE Roper, M.D., M.R.C.P. 


Physician to the Eastern Division of the Royal Maternity Charity, and Physician 
to the Royal Infirmary for Children and Women, Waterloo Road. 


ON the 3rd June, 1876, I received a written request from 
one of the midwives of the Royal Maternity Charity to 
visit a patient who was described as having “faints and 
hemorrhage before delivery.” I went immediately at 
11 A.M. The patient was thirty-seven years old ; in labour, 
with her sixth child, at full term. Her previous labours 
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had been good. Pains had commenced slightly at I A.M., 
and at 9 A.M. the first symptoms of flooding were observed. 

I found her in a state of great prostration amounting to 
collapse. She had a ghastly expression of countenance, 
indicative of great suffering. She complained of severe pain 
across the abdomen ; this was constant, but greatly aggra- 
vated during uterine contraction. 

The discharge consisted of blood-stained serum, there was 
no clot either externally, within the vagina, or in the os 
uteri. This was well dilated and soft. The membranes 
were not entire. The shoulder presented. I passed my 
hand into the uterus with great ease, and immediately came 
on a foot, and version was effected with as little difficulty as 
possible. The child was stillborn, The uterus was large 
and doughy, and on squeezing it with the hand the placenta 
and several large black old clots were precipitately expelled. 

The uterine surface of the placenta was studded with 
whitish, fibrinous-looking patches, very much _ resembling 
gummata. No history of syphilis was obtainable. There 
was no post-partum hemorrhage. She went on well till 
the third day, when severe rigors occurred, succeeded by 
high febrile disturbance. On the fifth day she had a pulse 
of 130, temperature 102°, severe headache and much sweating. 
There was a small amount of fcetid discharge, bowels con- 
fined. She was ordered castor oil. A mixture of chlorate 
of potash, hydrochloric acid with spirits of chloroform three 
times daily. To have all the light nourishment she can 
take, and five ounces of wine or brandy during the twenty- 
four hours. She continued in much the same state for the 
next three days. Throughout the night of the eighth day 
she complained greatly of headache, and was delirious. 
Pulse continued quick and temperature high. There was a 
degree of breathlessness, and she had a severe pain through 
the right side of the chest, chiefly beneath the right scapula. 
There was still a slight foetid discharge. 

On the thirteenth day she was in all respects greatly 
improved, and requested that she might be allowed to sit 
up; but I advised her to remain in bed a few days longer. 
As she was so much better, I told her I should visit her only 
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once more when I was in the neighbourhood. On the 
fifteenth day after deiivery she sat up and enjoyed her 
dinner, at which she drank some ale. After going to bed at 
6 P.M. she expressed a wish to have a glass of ale, and this 
was given her. Soon afterwards she required to get out of 
bed for the purpose of relieving the bowels, and when in the 
act of sitting down she fell forwards on the bed, as her 
friends thought, in a fit. She gasped for breath, said she 
must be suffocated, and felt sure she was dying ; became 
blue in her face and expired in about ten minutes. She was 
quite conscious all the time. 

My friend, Dr. Edwin Burrell, kindly made an examination 
of the body nineteen hours after death :—Rigor mortis well 
marked. Face and surface of the body generally pallid. No 
abdominal distension. Head not examined. Heart pale 
and flabby. Right auricle and inferior cava empty. Superior 
cava contained a small light-coloured clot. Muscle of right 
ventricle thin and pale; its cavity empty, many small light- 
coloured granular clots adherent to its lining membrane. A 
large clot of partially decoloured blood was in the right 
pulmonary artery, extending down to the bifurcation of the 
main artery and somewhat obstructing the orifice of the left 
artery. The clot in the right artery extended up to the 
smaller branches, near the apex of the lung. The main 
branch and the larger vessels were not so tightly plugged as 
the smaller ones. The coagulum could be drawn out from 
the smaller branches as tough cords. The lung was every- 
where fairly crepitant. The left pulmonary artery was free 
from clot. The heart was free from valvular disease. No 
fluid in the pleura or pericardium. Liver and kidneys 
healthy. The uterus for the period after delivery, well 
involuted ; its substance and mucous membrane looked | 
healthy, as also the right ovary, but there was an adhesion 
between the left ovary, the sigmoid flexure of the rectum, 
and a portion of omentum. The left Fallopian tube was 
enlarged. , 

The uterus and its appendages were removed and sub- 
mitted to Dr. John Williams for examination. He has 
kindly given me the subjoined report :— 
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“J have examined the uterus, and find that in the left 
broad ligament, close to the uterus, are several small 
abscesses. The right ligament appeared healthy, as well as 
both ovaries.” 

Microscopic examination of the muscular structure of the 
heart discovered well-marked fatty degeneration. 

The fibrilla were much disintegrated, and oil globules 
were everywhere present. 

This case is of much interest in a double point of 
view. 

1. As one of thrombosis of the pulmonary artery. 

2. As one of accidental hemorrhage. 

1. As a case of thrombosis it resembles all others of its 
class. There were present those conditions of blood (hyperi- 
nosis and inopexia, and probably toxemia) which are con- 
sidered the chief factors in the production of thrombosis. 
The fatty heart too must not be left out as a cause. These 
agencies were amply sufficient to have given rise to primary 
thrombosis, 

On the other hand, there was a local affection in the 
‘region of the left ovary, from which a small venous clot 
might have been derived, eventually to become an infarct 
in one of the smaller branches of the pulmonary artery, thus 
producing thrombosis of a secondary or embolic kind. To 
these questions I can give no answer. I regret that the 
clinical history of the case is so imperfect, especially as 
regards the thoracic physical signs. or several days, in 
the midst of the severity of her illness, she complained of 
pain of an aching kind through the right side of the chest, 
beneath the right scapula. There was an absence of cough, 
but all along there had been a degree of breathlessness. 
_ This did not attract much attention, being such a common 

‘consequence of partially empty bloodvessels. Whether there 
would have been defective respiratory murmur, or any 
appreciable dulness on percussion, I cannot tell. The free 
crepitation of the lung after death indicated that there was 
little or no defective respiration, so far as the admission of 
air into the lung was concerned. It presented a demonstra- 
tion of the production of asphyxia in a peculiar mode—as 
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Dr. Playfair has put it:* “not because air cannot get: to 
the blood, but because the blood cannot get to the air.” I 
regret less the absence of observation on any morbid sound 
which might have been heard at the base of the heart, 
because there sounds are often of doubtful origin, arising some- 
times from a_ half-filled vessel, or from a morbid state of 
blood, as well as from the more mechanical causes. With 
such a combination of symptoms a localized pain in the 
chest possesses much significance. The clot in the main 
tube of the right pulmonary artery was less tightly impacted 
than in the smaller branches; indeed, it did not nearly 
occupy the entire calibre of the main branch, but was quite 
loose in it. Its lower end hung down as a flap or valve, so 
as to obstruct partially the left pulmonary artery, and it is 
probable that the downward increase of the clot in the 
direction of the heart at last interfered with the current of 
blood into this vessel. From the absence of all inflam- 
matory change in the texture of the right lung, coupled 
with the patient’s convalescent condition, it is reasonable to 
conclude that the lung would eventually have recovered from 
its thrombic state had it not been for the accident of the 
lower end of the thrombus shutting off the current of blood 
from the left artery, and thus causing speedy death. 

2. This case, as one of ordinary accidental haemorrhage, 
was very typical. One symptom existed which has not till 
lately been particularized. I had observed this so long ago 
as 1864, in a case very memorable to me, from the great 
anxiety it caused me throughout a long night. The patient 
was for hours threatened with death from all the aggravated 
symptoms of this form of flooding. There was no external 
bleeding so far as clot was concerned, but there was an 
abundant discharge of blood-stained serum. This came 
away in great quantity. It is the stained liquor sanguinis 
squeezed from the retained coagula. Such a discharge may 
not be regarded as constituting a flooding, but it is so, and 
its presence at once differentiates this kind of flooding from 
that of placenta previa. In the latter case there is. always 
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a proportion of clot discharged externally. I am anxious 
to make these observations on this particular kind of 
discharge, because Dr. Barnes, in the last edition of his 
work on Obstetric Operations, has credited me with it as an 
original observation, confirmed by his own experience. 
Although I had observed it in 1864, I had not published it. 
In the Lancet of 1869 will be found the first record of 
it, with which I am acquainted, by Mr. Edward Calthrop : 
“On the Diagnosis of Accidental Hemorrhage from 
Placenta Previa.’ His own observations are so identical 
with my own that I cannot do better than repeat his 
expression of them :— 

“In a case of placenta previa—say at the sixth month— 
the discharge, if any, is blood, ‘pure et simple, and, on 
examination, the vagina is most likely full of, or at least 
contains, clots. In a case of accidental hemorrhage the 
discharge is liquor sanguinis, and the vagina free from clots ; 
and it is easy to understand how this is. The blood in 
placenta previa comes directly from the uterine or placental 
vessels, leaving coagulations behind in the vagina ; whereas 
in accidental haemorrhage the blood, before being discharged, 
has to find its way to the os, separating the membranes as 
it comes down, and depositing its fibrin, so that the dis- 
charge is liquor sanguinis, and the vagina is free from clots.” 

I have only spoken of this characteristic discharge as a 
single symptom, which indicates the differential diagnosis 
between the two forms of hemorrhage—not, however, to 
the exclusion of the numerous other symptoms which afford 
distinguishing proof. Nor will this discharge be present in 
that very rare kind of accidental haemorrhage which has 
been called “ concealed.” 


PURER PERAIS-PEVER! 
By F. H. V. Grosnouz, L.K. & Q.C.P.1., L.M. Dub., &c. 


IN perusing the various papers which have recently appeared 
in The British Medical and other journals on the subject. 
of puerperal fever, I confess that I feel some surprise at the 
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manner in which different forms of puerperal fever (or, as I 
would rather say, various classes of puerperal fevers) are fre- 
quently confounded. 

Such confusion cannot fail to be extremely detrimental to 
the speedy solution of the all-important questions as_ to 
the epidemic nature of this fatal disease, the methods of its 
prevention, and the duties of obstetricians in whose practice 
these cases may unfortunately occur. 

Before, proceeding further I would beg to express my 
extreme diffidence in venturing to state anything like posi- 
tive opinions on a subject which is felt by all, including even 
the most distinguished obstetricians, to be veiled in con- 
siderable obscurity, and surrounded by the greatest difh- 
culties. I fear many may say that my conduct reminds them 
that very often men “rush in where angels fear to tread.” 
But let this be my excuse—a deep interest in the question, 
originated by the fact of my having had several cases of 
puerperal fever in my charge, and a hope that by stating my 
humble opinions I may gain fresh information, and be able 
to come to more reliable conclusions on this most important 
subject. 

To consider all cases of puerperal fever as epidemic in 
character must manifestly lead to most erroneous conclusions. 
Puerperal fever is no well-defined affection caused by one 
specific poison, running an unvarying course, requiring uni- 
form treatment, and producing similar results; but is a 
disease originating in divers manners, characterized by no 
constant symptoms, defying any one particular form of treat- 
ment, and of much uncertainty as to its termination and 
consequences. 

_ These affections of women in the puerperal state vary 
much in gravity, not only as regards the individual affected, 
but also in their probable, and, alas! too frequently disastrous, 
results on others. 

As a means which, I venture to hope, may perhaps lead 
to a greater distinction being made between the different 
forms of this class of diseases, I have drawn up a list which, 
whilst presenting them in an arrangement showing the 
origin and characteristics of each of these classes, is at the 
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same time meant to contain them in the order of their rela- 
tive danger. 


I, PUERPERAL FEVER, of originating in the absorption 
of morbid materials— 


(1) Ephemeral 
(2) Lrritative } Fever. 
(3) ZLraumatic 


II. PUERPERAL FEVER caused by the absorption of 
morbid materials— 


(4) Autogenetic 


(5) Heterogenetic | Puerperal Fever. 


III. MALIGNANT PUERPERAL FEVER. 


I will now proceed toa more detailed consideration of 
each class of post-partum fevers. The term ephemeral fever 
sufficiently explains itself, and is well understood to be a 
transient febricular state to which all lying-in women are 
more or less liable. What I have here called 7z7ritative 
fever is exemplified by the well-known milk fever. Tvau- 
matic fever, as the name implies, is the result of some 
injury of the soft parts, the local inflammation in which pro- 
duces a general pyrexial condition. It is in this class of 
cases that recovery is most frequent, and from which the risk 
of infection is very small, if not even altogether absent. 

In the second group of puerperal fever cases we must 
place all those in which morbid materials are absorbed into 
the system of the puerperal woman. . For the reception and 
development in the system of the septic poison it is of course 
necessary that there should be some recent wounds, and such 
are always present even after a natural labour ; as not only 
does the separation of the placenta leave the mouths of the 
uterine vessels open, but there is also in most cases some 
laceration of the cervix and vulva. 

Though these lacerations may, and ordinarily do, heal 
with only slight constitutional disturbance, or perhaps trau- 
matic fever, yet if there should be gangrene of the cervix 
uteri, if a dead foetus has been exposed to the air some time 
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previous to delivery, or if the lochia should early become 
decomposed—then the septic matter is readily absorbed, and 
puerperal fever, autogenetic puerperal fever, is the result. 

Fleterogenetic puerperal fever occurs when by some means 
septic materials are brought to the recent wounds of the 
genital organs. The infecting matter is derived from various 
sources. Decomposing organic compounds, suppurating 
wounds, the secretions of puerperal women, and the specific 
septic matter of scarlet fever and erysipelas are all well- 
recognised causes; and these morbific materials may be 
brought in contact with the recent wounds of the lying-in 
woman by the examining finger of the accoucheur, by means 
of clothing, sponges, &c., by instruments, and perhaps even 
by organic particles feats in the air. 

Malignant puerperal fever is a virulent epidemic disease, 
which is not necessarily or exclusively a local affection, but 
is a most severe constitutional disorder, commencing soon 
after delivery, marked by the greatest prostration of strength 
and depression of the vital principle from the outset of 
the attack, and running an extremely rapid and fatal 
course. 

As regards prognosis, we can always look hopefully on 
the class of cases contained in Group I.; but in all forms of 
puerperal fever due to infection the prognosis must be made 
with extreme caution. In the patients whom I have attended 
I have found that the cases of autogenetic puerperal fever 
have recovered in greater proportion than those in which the 
septic matter was introduced from without. 

Malignant puerperal fever is, as already said, most fatal ; 
the longer, however, the period after delivery before the 
appearance of the first symptoms the greater is the chance 
of recovery. 

In these diseases, as in all others, the old familiar proverb, 
“Prevention is better than cure,’ holds good. Prophylaxis is 
all-important. Everything that might by any possibility be 
the means of conveying decomposed organic matter to the 
puerperal woman must be kept away ; scrupulous cleanliness 
as to the bed-linen, sponges, &c., must be observed ; attention 
must be paid at the outset to any lacerations or bruises; 
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and, above all, the hands and instruments of the accoucheur 
must be absolutely clean. 

The hands should be repeatedly washed in water con- 
taining carbolic acid, or some other disinfectant, and a nail- 
brush should be used, not only to prevent any deposit of 
septic matter under the nails, but also to remove the super- 
ficial. layers of the epidermis of the hand. Add to these pre- 
cautions frequent changing of the linen and clothes, and the 
accoucheur will seldom be obliged to give up his obstetric 
practice if puerperal fever should unfortunately happen to 
occur. 


dlotices and Aebviews of Hooks. 


Lectures on the Comparative Anatomy of the Placenta. 

First Series. By W. TURNER, M.B., Professor of 
_ Anatomy, University of Edinburgh. Edinburgh: Adam 
“and Charles Black, 1876. Pp. 124, 


THIS is a work of the highest interest, not only to compara- 
tive anatomists, from the light which it throws upon the prin- 
ciples of classification of animals, but on account of the in- 
ferences to be drawn as to the structure of the human placenta 
from.the evidence contained init. The latter question is one 
which, from its obscurity, has long attracted the attention of 
some of the ablest anatomists, and the difficulties involved 
in its investigation are well shown by the fact that of the 
three most distinguished observers who have devoted them- 
selves to the subject in modern times, Ercolani, Turner, and 
Braxton Hicks, the views of the two former not only diverge 
in the widest possible degree from those of Braxton Hicks, 
but differ from each other in some points which are strik- 
ingly displayed in their respective drawings. It is obvious 
how important it is, for the solution of these difficulties, not 
only to examine the human placenta in the earliest stages of 
its formation, but, zs in the case of other organs of the body, 
to elucidate its structure by the comparison with it of the 
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simpler forms of placenta found in‘animals distantly or nearly 
related to man, The latter method, moreover, has the great 
advantage that healthy placente of many animals can be 
readily procured, whereas, in the human species, a reliable 
specimen can scarcely be obtained, except in the rare case 
of a healthy woman being killed by accident within the first 
month or two of pregnancy. Professor Turner not only 
brings to the task the highest abilities as anatomist, but 
has enjoyed rare opportunities of examining the uteri of 
uncommon animals. Thus in the volume before us not only 
are the placente of the cow, mare, pig, sheep, cat, bitch, and 
fox described, but also those of the camel, giraffe, seal, orca, 
hyrax, narwhal, lemur, and other rare mammals, 

In this first series of lectures, the formation of the diffused, 


the polycotyledonary, and the zonary placenta is alone dis- . 


cussed, the subject being completed in the course delivered 
during the present summer. In the description of the fcetal 
membranes an interesting account is given of the curious 
yellowish corpuscles attached to the surface of the amnion 
or allantois of some animals, or floating free within the 
latter, which in the mare have been called Azppomanes. They 
are found to consist of multitudes of free granules and cells, 
being developed on the epithelial or external surface of the 
membrane. Professor Claude Bernard has concluded that, 
in ruminants, they supply the place of the liver, as regards 
its glycogenic function, during the earlier period of intra- 
uterine life. | 

The account of the diffused placenta is based upon that 
of the pig, mare, orca, narwhal, and lemur. The chorion of 
the pig is found to be bare of villi for two inches around each 
of its poles, so that although the structure of the placenta is 
simple, like that of the mare and other animals with a 
diffused placenta, yet the villi are really arranged in a very 
broad, zonular band. There are seen also numerous white, 
non-villous, star-like spots, having radiating villous ridges 
around them. These do not correspond to the cotyledons 
of ruminants, as some have supposed, for they are applied 
to feebly vascular spots of the mucosa, upon each of which 


is found the mouth of a utricular gland, developed to a 
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greater diameter than in the non-pregnant uterus.’ None of 
these glands open into the crypt-like furrows which receive 
the villous ridges of the chorion. The villi in the pig are 
short and club-shaped, and separate readily from the 
mucosa. 

The chorion of the mare has bare spots corresponding to 
the Fallopian tubes and to the os uteri, and radiating out- 
wards from the latter are branching arms, also free from 
villi, Under low powers of the microscope the villi are seen 
to be arranged in bunch-like tufts, like minute foetal 
cotyledons, the villi in each tuft being filamentous in shape. 
The uterine mucosa is divided by intersecting ridges into 
multitudes of crypts, deeper than those of the pig. Each 
branched tubular gland opens invariably on the summit of a 
ridge, and not into acrypt. The filiform villi are so closely 
fitted into the crypts that, near the full time, it requires a 
little force to draw them out. | 

In the chorion of orca (among Cetaceans) polar bare 
spots were also found, and a stellate, non-villous surface oppo- 
site the os uteri, with several bare lines radiating from it. 
The uterine mucosa was subdivided, in a reticulate manner, 
by delicate ridges into crypts, within which the club-shaped 
villi closely fitted, although they could easily be extracted 
fromthem. In this animal the utricular glands were found by 
Professor Turner to open not on the ridges, but at the bottom 
of the crypts. The greater number of crypts, however, did 
not contain the orifice of any gland. In his description, 
written in 1871, Professor Turner was led to divide the 
crypts into two kinds, one cup-shaped, inter-glandular in 
origin, the other funnel-shaped and due to widening of the 
mouths of the utricular glands. He now rather takes the 
view that none are really formed from the glands, but that 
the free surface is so uniformly crypt-like, that there is no 
intermediate surface upon which the glands can open. He 
supports this opinion by observations on the mucosa of the 
gravid porpoise, made by Eschricht, who states that in this 
animal the utricular glands open into shallow areola, less 
vascular than the crypts. 

Professor Turner has lately examined the gravid uterus af 
No. XLII— VOL. IV. ER 
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a narwhal. He found the villi to be arranged in tufts, and 
to be interrupted by bare patches similar to those in the mare 
and in orca. There were also numerous small non-villous 
spots, corresponding to circular smooth depressed spots on 
the mucosa. Although these resembled so closely the smooth 
spots on the mucosa of the pig, only one or two instances 
were found in which the utricular glands opened upon them, 
and in general the orifices seemed to be concealed among 
the crypts. The crypts were, however, far more numerous 
than the gland-stems. 

In the lemur, the author finds that the bell-shaped form, 
which has been ascribed to the placenta by Milne-Edwards, 
is only occasional, and that both poies may be devoid of 
villi. Its arrangement is really diffused, and there is -no 
foundation for the statement which has been often made, 
that it is disc-shaped. The simplicity of its structure cor- 
responds with its form, and the uterine crypts resemble those 
in orca, and in the narwhal. Professor Turner found also 
nurnerous smooth areas, towards which the gland-stems con- 
verged, as many as ten or twenty opening upon a single area. 
The crypts were thus obv-ously inter-g!ancular. 

The polycotyledonary placenta of the sheep, cow, deer, and 
giraffe is next described. In the sheep, numerous utricular 
glands open upon the smooth surface of the mucosa. 
Beneath the cotyledons fewer glands are seen in vertical 
sections ; while a ring-like series of gland-openings surrounds 
the base of the cotyledons as if pushed outwards, and none 
are seen to open into the pits within the cotyledon itself. 
Owing to the radiated arrangement of the pits with their 
contained villi, the foetal cotyledons cannot be disengaged 
without drawing away flakes of maternal epithelium. In the 
cow the cotyledons are fungiform with broad peduncles, and 
can be more readily disengaged. Professor Turner has 
examined certain depressed spots, or pouches, lined with 
epithelium and well supplicd with vessels, which are seen on 
the inter-cotyledonary part of the chorion. He agrees with 
Weber in thinking them to be receptacles for the secretion 
of the utricular glands. In the giraffe are found spots of a 
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similar kind, but much larger, each of which may contain, 
upwards of a hundred pocket-like depressions, 

In the zonary placenta of carnivora, a rudimentary decidua 
reflexa, containing utricular glands, is formed by the reflexion 
of a narrow strip of mucous membrane on the margin of the 
zonular band of the chorion. This in the seal may reach a 
breadth of from three-quarters to one and a quarter inches, 
In the uterus of a cat at a very early stage of pregnancy, 
the placental area was seen to be marked by an extremely 
delicate reticulation, formed not only by vertical trabeculz, 
but by others connecting them in an oblique or sinuous 
manner. At a somewhat later stage, the larger pits could 
easily be seen to be sutdivided into smaller crypts. The 
utricular glands could not be distinctly traced to their orifices, 
but the gland-stems were much less numerous than the pits, 
which must therefore be inter-glandular in origin. At about 
haif the period of gestation, the placenta could not be 
separated witnout peeling off the placental area of the 
mucosa, which formed a well-defined decidua _ serotina. 
The trabeculae of maternal tissue in the placenta were 
continuous with the serotina, and were invested by an 
epithelial layer. The vessels within them, when injected, 
were found to be dilated near the chorion into sinus-like 
enlargements. This dilatation of vessels in the feline 
placenta has also been observed by Eschricht and others, 
and is the first indication of the formation of a maternal 
sinus system. The placenta of a cat, shed in the ordinary 
course, was completely covered by a deciduous layer of 
the serotina, with the exception of numerous rounded holes, 
through each of which the terminal bud of a villus could 
be seen.. Examination of the uterus after parturition 
showed that the separation of the mucosa was not so com- 
plete as when effected by tearing off the placenta at an 
earlier stage of gestation, but at least one-third of its thick- 
ness appeared to have been removed. 

In the bitch, the uterine mucous membrane is not detached 
with the placenta, whether the latter is expelled in the 
natural manner, or is stripped off the uterine zone at either 
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half or full term of pregnancy. The only portion of 
maternal tissue shed with the placenta consists of pro-' 
longations of the mucous folds, entering the placenta at a 
multitude of points in the interspaces between the villi.’ 
These have a covering of epithelium, and are branched re- 
peatedly, so as to give an investment to the branches of 
the villi It has generally been accepted, on the authority 
of Sharpey, Weber, and Bischoff, that in the bitch there are 
two kinds of uterine glands—namely, short simple tubes, 
and compound tubes with convoluted branches. Professor’ 
Turner confirms the evidence of Ercolani, that the glands are 
really all of one kind. He believes that the appearance of 
short glands was simply due to the fact that a short length 
only of a convoluted tube appeared in the microscopic’ 
section. | 
In the fox, as in the bitch, there is no continuous layer of 
decidua serotina on the uterine face of the separated placenta.’ 
In this animal the capillaries, which richly supply the mesh- 
work of maternal trabeculz in the placenta, are remarkable’ 
for being dilated to from twice to four times the capacity of 
the foetal capillaries. Thus is seen a more advanced stage’ 
of dilatation into maternal blood-sinuses than that observed’ 
in the cat. 
In the grey seal, not only is there no continuous layer of ; 
decidua serotina, but the maternal laminz are drawn out of 
the primary fissures of the placenta, as the pia mater may” 
be drawn from the cerebral sulci. The more delicate secon-’ 
dary, and tertiary processes, however, are torn through, and’ 
remain in the substance of the placenta. It is possible,’ 
however, to draw them out carefully with fine forceps. The’ 
uterine surface of the placenta is covered by a greyish mem-" 
brane, not forming a continuous layer over the whole, but’ 
investing the individual lobules This membrane Professor. 
Turner regards as belonging to the - foetal, and not to the’ 
maternal structure, since it is continuous with the tissue: 
of the villi, being apparently formed by the junction with 
each other of the ends of those branches of the villi which. 
reach the periphery. . ‘ 
With regard to the placenta of hyrax, Professor Turner, 
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in opposition to Milne-Edwards, supports the view of Owen 
and Huxley, that it is deciduate, resembling that of the cat. 
In the separated placenta of the elephant, he finds that a 
large amount of uterine mucosa is soae ares locked in be- 
tween the villi. 

It will thus be seen that one of the most. important 
results attained by Professor Turner is that of proving that 
the deciduate character of the placenta passes through an in- 
definite series of gradations, and varies very widely even 
within those groups of animals which, like the carnivora, are 
generally regarded as being identical in their placentation. 
Even in the so-called non-deciduate placenta of ruminants he 
finds that the villi carry away with them a considerable pro- 
portion of maternal epithelium, whether the placenta is 
separated artificially or cast off naturally, and he even be- 
lieves, from the bloody state of the external parts after 
parturition, that, in the sheep, some of the maternal vessels 
become torn. 

_ Another point may be considered as finally established 
by the evidence of Professor Turner, which fully confirms 
that of Ercolaniand Eschricht. This is the incorrectness of 
the view, chiefly maintained by Sharpey, and supported also 
by Weber and Bischoff, which at one time was widely ac- 
cepted—namely, that the crypts into which the villi are at first 
received are formed by dilatation of the mouths of the utri- 
cular glands. Professor Turner brings strong evidence to 
show ‘that in all classes of animals the crypts are new inter- 
glandular formations. He also agrees fully with Ercolani 
in his description of the mode in which reduplications are 
produced by a cellular outgrowth from the mucosa, which 
soon become highly vascular, and of the manner which the 
crypts or follicles thus formed constitute glandular or secret- 
ing organs, which more or less supersede the function of the 
utricular glands in the later stages of pregnancy. In con- 
firmation of this view as to glandular function, he points out 
that, in ruminants, the presence of fluid between the villi 
and the crypts can be actually shown. He ascribes, however, 
a more enduring importance to the utricular glands in feetal 
nutrition than is admitted by Ercolani, believing that their 
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secretion is absorbed by the vascular, although non-villous, 
chorion in many animals, and especially by the pockets in 
that membrane seen in several ruminants. His observa- 
tions have shown that in most animals the glands increase 
greatly in length and diameter during the earlier part of 
gestation. 

There is one respect, however, in which the descriptions 
and diagrams of Professor Turner differ strikingly from 
the elaborate plates of Ercolani. For the latter represents 
that, at a somewhat early stage in the development of the 
placenta, as, for instance, in the growth of that of the cat, 
the laminze of maternal tissue, which at first form a net- 
work, coalesce into complete but branching tubes, which 
entirely surround the villi. These tubes he draws as being 
lined by a distinct glandular epithelium, and regards them 
as having entirely the nature of follicular glands. In the 
human placenta only, the layer of gland epithelium is re- 
presented as being flattened by the pressure of the grow- 
ing maternal blood-sinuses into an extremely thin stratum 
enclosing the villi. Professor Turner, on the other hand, de- 
scribes the tubular shape as existing only in the very earliest 
stage, that of crypts formed in the mucosa, and he depicts 

the maternal laminz, which become locked in the deciduate 
_ placenta, as having the form of interlacing trabecule. | 
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Meeting, March 8th, 1876. . 
Professor Smmpson, President, in the Chair. % 


On the Structure of Three Cervical Polypi. 
By Dr. C. E., UNDERHILL. 

In order to understand the nature of these growths, it is necessary. 
bricfly to consider the structure of the mucous membrane covering 
and lining the os and cervix uteri. In this description I have fol-— 
lowed Tyler Smith and Farre; most of whose statements I have 
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béen able to verify by my own observations. The os and cervix 
uteri may for purposes of description be divided into two parts, which 
differ very materially from one another in structure; the one com- 
prising the os uteri and external portion of the cervix, the other the 
mucous lining of the cervical canal. 

The epithelial layer covering the external aspect of the cervix is of 
considerable thickness, and is squamous in character; it closely 
resembles that of the vagina, with which it is continuous. Imme- 
diately beneath the layer of epithelium lie the numerous villi or 
papillz. These villi are sufficiently large to be seen with the 
naked eye when denuded of epithelium, and I have observed them 
in this condition even in the very young foetus—they are occa- 
sionally single, but sometimes two or three are united together 
upon one pedicle. Each villus contains a looped bloodvessel, 
which returns to the base of the villus and inosculates with those 
of tne neighbouring villi, These villi are everywhere covered by 
pavement epithelium, which also fills up the interstices between 
them, rendering the external surface smooth ; around the bases of 
the villi the epithelial celis are more numerous, crowded, and 
narrow than in the interstices. It will be observed that the mucous 
membrane of this part bears, in its anatomical formation, a strong 
resemblance to skin, with the exception that it has no hair follicles, 
and no structures resembling sweat glands; indeed, as Tyler Sniuth 
points out, it is difficult under the microscope to make out any 
distinct follicular structure. Underneath the viili is a dense fibrous 
and vascular tissue, mixed-with involuntary muscular fibres. 

The mucous membrane lining the cervical canal differs mate- 
rially from that just described, and the transition is accomplished 
by the presence of a small tract of smooth surface lying between 
the margin of the lips of the os and the beginning of the ruge ; 
this portion combines the pavement epithelium and villi with 
mucous follicles, the epithelium being finer than that outside 
the cervix, but the villi considerably larger. On passing further 
into the cervix the epithelium changes in character from pavement 
to columnar, eventually becoming ciliated in the upper part of the 
cavity, and the villi soon disappear and give place to the penniform 
rugee and the mucous follicles which cover them ; these mucous folli- 
cles being lined throughout their ramifications with columnar epithe- 
lum. The viscid transparent mucus which fills them sometimes 
remains 77 situ even after the cutting and washing of sections. 

Such being the normal structure of the mucous membranes of 
the os and cervix uteri, we should expect to find it reproduced in 
an exaggerated form in the tumours which grow from its surface. 
The first of the polypi I am about to describe was removed by Dr. 
Matthews Duncan, in March, 1875, from the os uteri of an unmar- 
ried woman, aged seventy-six, who also suffered from prolapse of 
the uterus. ‘The polypus, which was 14 inches long by #? inch across, 
was attached to the edge of the os by a narrow pedicle; the free 
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extremity terminated in several spire-shaped points, rising from - 
the mass of the polypus; it was smooth, not very firm, and had . 
several apertures leading into its substance. It was hardened in , 
Miiller’s fluid and absolute alcohol, and sections were then cut. The . 
sections of the body of the tumour and the spire-like processes all _ 
presented the same structure. Under the microscope, the external 
covering was found to consist of a closely-packed layer of very large , 
papille, each papilla containing a bloodvessel ; covering them and. 
filling the interstices between them were pavement epithelial cells of 
various shapes. The lowest cells are mostly rounded in form. 
Succeeding them, and forming the great bulk of the tissue, were. 
cells of large size and spindle-shape, being attached to the villi. 
in a direction oblique to their axes, and giving an isolated villus . 
somewhat the appearance of an ear of corn. ‘The outermost layers , 
consist of rounded cells, becoming more and more flattened as they. 
approach the surface; there is, however, no distinct flat layer 
corresponding to the epidermic layer of the normal cervix. All, 
these epithelial cells, of whatever shape, possess very large granular | 
nuclei. Some parts of the surface showed a few collections cf cells. 
closely resemb!ing the nests of epithelioma. At one or more points 
in the circumference of each section the depressions mentioned 
above are seen to lead into crypts of considerable size, into which 
project villous processes covered with a layer of large oblong-shaped 
cells, which are transparent, and do not take the colouring matter. — 
Their length is several times greater than their breadth. These 
crypts vary in depth and outline, according to the direction in which 
they happen to be cut; some showing a simple deep depression, 
with three or four projecting papillz, others ramifying in an irregular 
and extensive manner. At the edge, where these crypts open upon 
the general surface of the tissue, the cells covering the villi can be 
seen to change from the squamous to the cylindrical type. The 
interior of the tumour is made up principally of connective tissue, 
containing a number of bloodvessels of considerable size, and 
bands of fibrous tissue pass across it in different directions. At. 
some points near the base of the papillz are large groups of round. 
nuclei. | 

This appears to be an example of a form of mucous polypus . 
denser than such polypi usually are, and to have sprung from the 
edge of the os uteri, leaving, as it does, combined the characters of 
the mucous membrane of the exterior and interior aspects of the | 
cervix. 

The second and third polypi were removed together from a 
patient, whose history makes them particularly interesting. I have 
described them both, because they differ from one another in some 
important particulars. The case is as follows :—Isabella Turnbull, 
aged sixty-nine, was admitted into the Royal Infirmary, under the | 
care of Dr. Matthews Duncan, in April, 1875, and, on examination, : 
the following report was made: “The speculum shows a patulous. 
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state of the cervix, it bleeds easily, and the finger discovers the 
anterior lip slightly projecting. The posterior lip is covered with 
small hard prominences. The diagnosis was epithelioma in an early 
stage, and the cervix was cauterized freely with potassa fusa.” The 
patient soon after left the Infirmary. She was re-admitted on 13th 
January, 1876, when she stated that, since she had been in before, 
she had suffered from a constant buffcoloured foetid discharge. On 
vaginal examination the feeling of epithelioma was entirely gone, but 
two small polypoid excrescences were seen hanging from the cervix, 
and were removed by the scissors. ‘The operation was followed by 
slight hemorrhage, which was easily checked. The discharge was , 
seen to run from the cervical orifice, and a probe, introduced with 

much difficulty into the uterus, appeared to pass for a long way up. 

The diagnosis was, that probably there was some form of malignant 

_ disease within the cavity of the uterus. 

The first of the polypoid growths was three-quarters of an inch in 
length, about the thickness of a crowquill, and tapering to a 
point. The second one was about as long as the first, but con- 
siderably broader and flatter. I shall call them No. IL. and 
No. III. 

On cutting into No. II., the section was white and somewhat 
lustrous. In the centre was a cavity of considerable size, filled 
with blood. Under the microscope the sections were seen to be 
surrounded with a layer of dermal tissue, composed of papille of 
various sizes, covered by a layer of epithelial cells, resembling those 
of the cutis vera, and terminating at the surface in a well-marked, 
tolerably thick, layer of epidermic flattened cells. Beneath these the 
cells were first irregularly flattened, then more uniformly round ; and 
from the point where the round shape was assumed, as far nearly 
as the base of the papillze, they presented in a well-marked form the 
prickly appearance so common in cells of skin and epithelioma. 
These papilla, and the cells covering them, form a layer of very 
considerable thickness, surrounding the greater part of the growth. 
At one point in the circumference the papillz and cells have 
undergone a great change; they are no longer to be distinguished 
as separate parts of the tissue, but are all blended together in a. 
crowd of large round and spindle-shaped cells, which take the 
carmine very deeply. ‘They are still separated by a distinct outline 
from ‘the subjacent tissue, which has also undergone a change in 
character. 

The greater part of the interior of the growth is made up of 
fibrous and connective tissue, containing a few bloodvessels, which, 
as we near the degenerated spot, become more numerous and 
larger. Here, also, the normal connective tissue is found to be 
infiltrated with great numbers of rounded nuclei, which gradually 
increase in numbers until, under the degenerated spot at the sur- 
face, the normal tissue is ‘entirely replaced by them. Even at tne 
most densely crowded part a fine, trabecular fibrous stroma can be 
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made out. No mucous crypts are to be found in any part of the 
tumour. 

This growth—which only deserves the name of polypus, inasmuch 
as it projected from the surface of the cervix, and was attached to 
it by a narrow base—appears to be an outgrowth of the mucous 
membrane covering the external aspect of the cervix. The arrange- 
ment of the papillzeand pavement cells at the surface corresponds to 
the normal structure very closely. At one part, however, it is seen 
undergoing a sarcomatous transformation, a change of undoubtedly 
malignant character ; and we shall see in No. IJ. a further stage in 
the development of the disease. 

The microscopic appearance of No. III. differs very materially 
from the last described. It has no external covering of papille 
and pavement epithelium ; no vestiges even of such a layer can be 
found. ‘The free border is formed by a dense layer of the rounded 
nuclei, similar to those in the malignant part of No. II., supported 
by a fine trabecula of fibrous tissue. As we pass deeper into the 
tissue these trabeculae become more distinct, and can be seen at first 
as lines separating rows of nucleated cells from one another, and at 
length as forming a meshwork isolating single cells. These cells are 
evidently in a state of rapid proliferation. Some contain one, some 
two or more, large nuclei, which stain deeply in the carmine. Lying 
among this cellular layer are numerous and large bloodvessels, with 
walls in many cases thickened and infiltrated with the sarcomatous 
cells. The great vascularity of the tissue is well seen under a low 
power. | 

The structure thus described is undoubtedly sarcomatous in~ 
character, and is to be classed as an alveolar sarcoma, rapidly deve- 
loping a condition of telangeiectasis. In making out the nature of 
these growths I have had the able assistance of Mr. D. J. Hamilton, | 
assistant to Professor Sanders. 

These three growths come under neither of the two heads into 
which polypi of the cervix are usually divided, fibrous and mucous, 
though No. I. is allied to the latter type. The principal point of 
interest in it is the size and number of the bloodvessels which its” 
stroma contains, showing that the danger of hemorrhage, which has” 
been described as occurring sometimes to an alarming extent when 
such growths have been cut off, has a solid foundation in fact. Ina 
discussion in this Society last year it was pointed out, I believe by 
Dr. Keiller, that the hemorrhage resulting from removing mucous” 
polypi by the knife was apt to be more severe than that from fibrous 
polypi. | 

Nos. IT. and III. are invested with special interest by the history” 
of the case, which, when the patient returned a second time for treat- 
ment, was a puzzling one. ‘The appearances which gave rise to a 
diagnosis of epithelioma had disappeared, and the only complaint 
the patient made was that she had suffered froma constant discharge. — 
The cervix and os uteri presented no appearance of disease excepting 
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these small growths. and though the discharge was evidently coming 
from the interior of the uterus, the difficulty of introducing a sound 
into it precluded any further examination being made. “Thus the 
examination of these growths formed a valuable “aid to diagnosis by 
confirming the malignant nature of the disease, and clearing up the 
doubts which had arisen in consequence of the improvement in the 
external condition of the cervix between the time she came first 
under treatment and her subsequent return nine months later. It is 
interesting to note that two growths, springing side by side at the 
same time, and from the same part of the cervix, should present so 
great a difference in microscopical appearance, and should represent 
such different stages of the disease ; and I think we may draw from 
it the inference, that if more than one tumour grow from tne cervix, 
it is well to examine all before determining on the nature of the 
malady. 


Meeting, May oth, 1876. 


Professor Stimpson exhibited a partially Dimidiate Placenta, and 
stated that, though in this case he had not had an opportunity of 
ascertaining the seat of insertion, in two others with which he had 
met he had found that one portion of the placenta was adherent to 
the anterior and the other to the posterior wall of the uterus, while 
the membranous portion between corresponded to the angle betwixt 
the two walls of the organ. It was well known that the uterine 
mucosa was much thinner along this angle than on the anterior and 
posterior walls ; and it might be that, in cases where a dimidiate 
placenta was ultimately developed, the vascularized portion of the 
chorionic villi corresponded to one of the sides of the uterus, and got 
embedded parily on the anterior and partly on the posterior wall. 
The preparation had, further, a pathological interest, from the circum- 
stance that the patient had suffered from slight hemorrhage and 
watery discharge about the middle of pregnancy. Between the sixth 
and seventh month, symptoms of labour set in, with a watery dis- 
charge, which the patient, a multipara, supposed to be the liquor 
amnii, though the membranes were unbroken ; and, after some hours, 
the foetus was expelled alive, but survived only half an hour. On 
examination of the secundines, there was seen an old decolorized 
clot adherent to the uterine surface of the decidua, where probably a 
ruptured vessel had furnished the discharge during gestation ; and 
at the margin of the placenta was found a more recent clot, the serum 
of which had probably furnished the watery discharge noticed at the 
commencement of the labour. 

Dr. James Younc read a paper entitled, “Remarks on Vacher’s 
Forceps, a New and Improved Form.” The principal feature being 
the elongation of the stem, giving more space in the adaptation of the 
blades over the foetal head, the shaft being four inches and a half in 
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length, while in the forceps of Dr. Vacher the shaft is only one inch 
and a half. 

Professor Stmpson remarked that, being accustomed to the old 
form of forceps, we were naturally unwilling to adopt new ones. He 
could not see that this forceps, either in its original form or that as 
modified by Dr. Young, had any advantage over the others in 
general use. 

Dr. Bruce failed to see in what respect they could be preferred 
over the ordinary form of short forceps. 

Dr. MacpoNALD considered that this forceps was constructed in 
such a way as to prevent the blades adapting themselves properly to 
any size of bevel. | 

Dr. Youns, in reply, stated he merely showed these forceps as he 
considered them an improvement on Vacher’s original form. nS 
must allow that they were still open to many objections. 

Dr. Macponatp concluded his paper on Puerperal Eclampsia. 

Professor Stmpson thanked Dr. Macdonald for continuing his paper 
and rendering it complete by reference to treatment. He thought 
Dr. Macdonald’s principles of treatment judicious. Each case, how- 
ever, ought to be dealt with on its own merits. 

Dr. James Younc personally thanked Dr. Macdonald for his paper, 
more especially for his having gone so fully into the treatment. In’ 
his experience he had several times used the lancet—in one case, he 
believed, with the result of saving the puatient’s life. In another case’ 
in which venesection had been performed, the patient died. Asa 
rule, he rested his whole strength on hydrate of chloral, and most of 
the cases treated by this medicine had made good recoveries. sie 
had used chloroform, but regarded it only as a palliative. i 

Dr. CapPie said that, in speaking of treatment, Dr. Macdonall 
had not referred to a class of cases in which convulsions and coma: 
occurred before labour had commenced. A few years ago he had 
read a paper to the Society detailing three such cases, and since 
then four more had occurred in his practice. These were all first 
pregnancies, where the. seizures came on before the full period of 
gestation, where they recurred every twenty or thirty minutes, and’ 
where, in a short time, the patients became so completely insensible 
that it was impossible to interfere with drugs. He had treated these” 
cases as he had done those previously published. After waiting a 
few hours to ascertain whether the fits might not show a tendency to 
subside spontaneously, he adopted means to empty the uterus. As 
far as possible he dilated the os uteri with at first one finger, then” 
two, then three fingers. * After the os could admit three fingers 
easily, he had been able to apply his forceps, and to finish the labour 
in the manner he had previously detailed to the Society. The 
results were as follows :—In the first case, the labour was terminated 
in about two hours after beginning to dilate the os. The child was 
living, and the mother made such a good recovery, tnat she was’ 
able to nurse the child, and has been a second time confined without 
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any complication occurring. The second case was more difficult, 
and the result was unfortunate. The child (dead) was delivered. 
within a moderate time, but the fits continued. frequent and strong, 
and the patient sank from exhaustion. The third case was one of 
Bright’s disease of the kidneys, where there was great nervous de- 
pression on account of the patient at one time having been told by 
a physician that it would be an unfortunate thing for her if she 
should ever fall in the family way. The child was born alive, but’ 
died shortly afterwards from the debility of premature birth. The 
patient made a good recovery, had a second pregnancy, which ended 
by miscarriage, and some months afterwards she died from paralysis’ 
and other complications of Bright’s disease. In the fourth case, the 
child was also born alive, but died a few days afterwards from’ 
debility. ‘The mother made an excellent recovery. The urine in 
this case was so albuminous that, on being heated, it became so 
solid that the test tube could be inverted without a single drop of 
fluid escaping. ‘This patient is at present at the end of the eighth’ 
month of her second pregnancy, and as yet no albuminuria has shown’ 
itself. ; 

Dr. Dickson asked Dr. Matthews Duncan what warning symptoms 
were observed in cases without albuminuria. 

» Dr. James CaRMICHAEL thought every case of convulsion should 
be dealt with on its own merits. He would refer to one case in’ 
which he believed the patient’s life had been saved by bleeding. 
In this case the convulsions were almost continuous, so that the 
respiration and heart’s action, as well as the functions of the brain, 
were becoming seriously interfered with. The os uteri would: 
scarcely admit the finger, and was hard and rigid. Bleeding to the’ 
extent of nearly thirty ounces was resorted to, with the most beneficial ' 
effects. The severity of the fits was much abated, there being" 
ow an intermission between them. The os became flaccid, and 
within half an hour was so far dilated by natural and artificial 
means as to allow of the child being delivered by turning. The 
baby survived. 

-Dr.. Murray also mentioned a case in which convulsions had’ 
lasted for several days, and various plans of medical treatment had 
been adopted without effect. In this case bleeding was resorted to 
with good results. 

“Dr. Macponatp briefly thanked the Fellows for the cordial 
reception given to his paper. 


*) 


Case of Extra- Uterine Fatation, Successfully Treated by Abdominal | 
iy Section. 

By Joun A. MacpoucAaLt, M.D., F.R.C.S., Carlisle. 
’ The interest which necessarily attaches to every case of misplaced 
foetation, and to its issue, leads me to bring oe your notice the 
following case :— 
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Elizabeth Fell, et. thirty-eizht, was admitted into the Cumberland. 
Infirmary on the 8th of December last. For many months she had 
had a swelling of the. abdomen, but so slight was the uneasiness 
occasioned by it, that she thought comparatively little of it. Some 
weeks before her admission, and while closely engaged in the long- 
continued and anxious nursing of a sick child, she began to ex- 
perience sharp oft-recurriag pain in the lower part of the abdomen, 
and with this came much physical weakness. Gradually the pain 
became more persistent, vomiting set in, and she was at length so ill 
that she was compelled to remain in bed. On admission to the 
hospital she presented marked symptoms of peritonitis. 

Her history is this:—She is married, and is the mother of eight 
children, all of whom were born et term. Her pregnancies had 
always been easy, her labours natural, and her recoveries safe and 
speedy. 

Early in January of 1874 she menstruated, and shortly afterwards 
had symptoms which led her to believe that she was again pregnant. 
In due course came swelling of the abdomen, but this she noticed 
appeared first on the left side. Foetal movements began early, were 
soon very pronounced, and became latterly so violent that she quite 
dreaded them. At mid-term, and then only, occurred a bloody flux. 
This she regarded as an unexpected menstrual period, although she 
states that it was more severe than usual, and that it ended in the 
passing of a considerable quantity of blood-clot. As in times past, 
so now, her breasts enlarged and filled with milk. 

With these exceptions, the misplaced swelling, the early and very 
pronounced character of the foetal movements, and once the appear- 
ance of sanguinolent discharge, tle progress of her pregnancy was 
apparently a most favourable one, and at no time had she marked 
abdominal pain. 

One evening in the end of August, after a laborious day at the 
wash-tub, she was seized with vomiting. ‘This continued for some 
time, labour pains supervened, and her medical attendiant was sum- 
moned. He examined her, but declared her labour to be a false one. 
After sixteen hours of much sufiering she had two strong expulsive 
pains, coincident with which she had bloody discharge from the 
vagina. Then allsuffering ceased, and so did foetal movement. For 
the four following days she felt out of sorts, but was always able to 
move about. Her doctor, who had visited her repeatedly, now told 
her “that no child would be born, but that gradually the abdominal 
swelling would disappear.” So far his words came true ; the swelling 
did become less, and her breasts, for many days fully distended with 
milk, became flaccid. Menstruation reappeared in the end of Sep- 
tember, and all signs of approaching child-bed passed away. From 
the date of the spurious jabour until the latter end of November, 
1875—fifteen calendar months she went about discharging her usual 
household duties without complaint of any kind. ‘Then came a time 
when mental and physical strain was great, exhaustion followed it— 
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exhaustion which had no doubt much to do with the subsequent 
progress of her case. 

8/2 December.—Examination showed a tumour reaching exactly to 
the height of the umbilicus, of somewhat irregular form and con- 
sistence, giving no evidence of fluctuation, and “everywhere dull on 
percussion. Lightly applied pressure gave rise to much pain, and 
elicited readily a feeling of crepitation in the abdominal parietes over 
the upper half of the tumour. The os uteri was placed high in the 
pelvis, was situated considerably to the right of the mesial jine, and 
was quite undeveloped. In the posterior cul-de-sac there was com- 
paratively little fulness, and the tumour could be felt most dis- 
tinctly through the upper part of the vaginal wall on the left side. 
The body of “the uterus was not much enlarged—not more than an 
inch. 

The diagnosis was “a suppurating extra-uterine cyst,” probably 
connected with the left ovary. The presence of a fcetid discharge 
from the vagina led to the belief that already the pus had found a 
vent. 

Her general condition was a somewhat anxious one. Quick 
pulse ; exalted temperature, 102° ; and much pain and tenderness of 
the abdomen. 

Poultices were applied; opium was given freely, and the vagina 
was washed out frequently with a warm carbolic lotion. 

Under this treatment she rapidly improved; her pulse and tem- 
perature fell, and the pain and tenderness disappeared. ‘The feeling 
of crepitation, however, still remained. 

That the removal of the decomposing foetus was the right thing to 
do, was certain ; but it seemed well to wait in the hope that by the 
formation of an external fistula we might yet have a clearer indication 
for prudent interference. The steady and continued improvement of 
the patient not only warranted, but pointedly demanded this. 

After three weeks’ residence in hospital, she had so far recovered; 
that, despite all advice, she insisted upon going home. 

Six weeks passed, and I received a message to visit her, ‘as the 
growth had burst.” When [| did so, I found her much changed. 
She had lost flesh sadly, and had such a pulse and such a temperature 
that the presence of septiczemia was readily recognised. 

At the umbilicus a small opening existed, ‘through which a fine 
probe could be passed, and which upon pressure gave exit to a few 
drops of pus. 

She was readmitted to the Infirmary, and on the 13th of February, 
in the presence of the hospital staff, I proceeded to open the cyst. 
Ether was administered, and the bladder and rectum were emptied. - 

Beginning the incision just below the fistulous qpening at the um- 
bilicus, I carried it down tor about four inches in the centre line. 
Dissecting carefully down upon the cyst, I opened it at the upper 
extremity of the wound, and finding, on introducing my finger, that 
the wall was firmly adherent to the ‘parietes, I laid it open to — 
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full extent of the superficial incision. Much sickly-smelling pus 
escaped, and, on gently introducing my hand, I found the body of 
the foetus greatly disintegrated. Many of the bones, notably those 
of the cranial vault, were lying loose in the cavity, and were easily 
removed by means of a lthotomy forceps. Fortunately the lower 
extremities remained intact, so, seizing the feet, I turned and readily 
removed the mass. ‘This, when examined, proved the remains of 
what had been a well-developed male child, and was estimated to 
weigh four pounds. 

' All trace of the placenta had gone—a peculiar nodulated condition 
of the-anterior wall of the cyst alone marked its site. The interior 
of the cyst was thoroughly sponged out with a weak solution of 
iodine, and a careful examination made to ascertain if any rent had 
taken place. ‘This led to the discovery of a funnel-shaped opening 
at the lower end, which evidently communicated by means of a short 
tube with the body of the uterus. A small-sized catheter passed 
gently along this found its way into the vagina through the os uteri. 
By means of this opening a drainage-tube was carried from below 
into the cavity of the cyst. ‘Two deep silver sutures were then 
inserted, so as to bring together the wound in its entire depth, and 
two passed superficially through the skin; a firm pad and bandage 
were applied, and an opiate suppository administered. 

From the operation she rallied quickly and well, and her progress 
towards recovery was steady and uninterrupted. The high and very 
irregular temperature soon became normal, and her general condition 
rapidly improved. An occasional dose of opium was given her. 
Steady pressure was maintained over the cyst by means of an 
abdominal pad, and through the drainage-tube carbolized solutions 
were injected daily. 

14th March—As the discharge through the drainage-tube had 
all but ceased, it was withdrawn to-day. 

24th.—T he external wound is quite healed, and the track through 
which the drainage-tube was carried has evidently closed; all dis- 
charge has ceased. 

26ti.—She was able to be out of bed to-day, and looks, as she 
expresses herself, as feeling “very well.” 

Of all accidents connected with the period of utero-gestation, noite 
is attended with more anxiety than that of misplaced pregnancy. 
Too often, quite inexplicable as to its causation, its progress is 
attended with much severe suffering—a suffering terminating but too 
frequently within a few weeks in a rapid and painful death. At any 
time during her childbearing period may a woman become the sub- 
ject of it, though, curiously enough, those to whom a first pregnancy 
has come after years of married life seem the most hable. Its early, 
nay, even its later symptoms, may be very vague, as the case just 
narrated shows. ‘This woman wanted completely the very train one 
expects, markedly the sudden cramping pain in the abdomen, re- 
curring often and without appreciable cause, and attended generally 
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with more or less hemorrhage. With the exceptions I have already 
drawn attention to, the progress of her pregnancy was calm and 
undisturbed—so calm, that a woman who had already borne eight 
children thought there was nothing amiss. Such a history rather 
bears out the belief I entertain, that the case narrated was one of 
Ovarian pregnancy. Long the subject of much disputation, it is now 
a recognised fact, that within the ovary itself foetal development may 
take place. It was left-sided ; ovarian pregnancies have been found 
most frequently on that side. She had no abdominal pain, and she 
earried her child to, and beyond, term—circumstances which one 
does not often find associated with tubal pregnancies ; and, more 
than all, at the operation it was readily demonstrated that a tube, 
nearly two inches long, passed directly from the sac and entered the 
uterus near its fundus. That this was the Fallopian tube I do not 
doubt. 
Of comparatively little interest as illustrative of the symptoma- 
tology of extra-uterine gestation, it has a certain value as bearing on 
its treatment. Once diagnosed, ‘and with at times an obscure history 
it must indeed be a difficult matter, the management of such cases is 
anxious in the extreme. The great risk, especially in the early days, 
of rupture of the cyst, coupled with the knowledge of the almost 
absolute impossibility.of preventing this, have led to many ingenious 
Suggestions as to treatment ; and first we may consider those specially 
applicable during the first few months of gestation. Remedies have 
been administered to the mother with a view of destroying the 
embryo, the safest of which is ergotine. How this should act is not 
easy of explanation, as all accoucheurs know that it is'not through 
any poisonous action of the ergot itself, but from the uninterrupted 
pressure exerted upon the child by uterine contraction, that fatal 
results follow its ordinary administration. 

_ Extirpation of the sac has been suggested, and the triumphs which 
abdominal surgery has achieved within the past few years lend weight 
to it; but how difficult it must be to deal with an unpedunculated, 
vascular cyst, situated mayhap in the very centre of the broad liga- 
ment, one can easily understand. 

_ Puncture of the foetal cyst and the application of electricity have 
had, and stil! have, their advocates. That success has attended both 
procedures* we cannot doubt, but that neither is free from risk 
we know.¢ ‘The first is too apt to be followed by suppuration and 
septicemia, and from the last is inseparable the dread of inducing 
such contraction of the walls as would lead to rupture of the cyst. 
Moreover, by these methods, as with still another plan, the use of 
Narcotic injections, success leaves a dead embryo, which in itself 
must prove a not inconsiderable source of danger. It may remain 
b. 





* Greenhalgh’s Case ; Lancet, March 23rd, 1867. Allen’s Cases; American 
Yourn. of Obstet., May, t£72. 
7 Puller, “ Des Grossesses Extra-Uterine,” p. 56. 
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quiescent and innocuous—it may become absorbed; it is known to 
have done both, but that such favourable results should follow is by. 
no means certain. ; 

Lastly, and possibly best of all, we have the method of Dr. 
Gaillard Thomas.* So ingenious is this, that I give the operation 
and its result in his own words. ‘The case he had to deal with was 
one of left-sided cyst, of three months’ growth, in which the suffering. 
was so great, and the danger of rupture so imminent, that immediate 
interference was demanded. 

“The patient, having been etherized, was placed upon a table 
before a window admitt.ng a strong light, in the left labial position, 
and Sims’s speculum introduced. Through this the cyst to the left 
of the uterus could be distinctly palpated. Now, fixing a long- 
handled tenaculum in the cervix uteri, and another in the vagina, 
near the left ileum, this part was by them put on a stretch, so as to 
make of that side of the canal a triangle, the base of which was over 
the cyst and the apex at the vulva. Assistants heid these tenacula 
during the operation. Taking the platinum knife of the galvano- 
caustic battery, which was brought to a white heat. I now passed it 
gently over the base of the triangle described as created in the vagina, 
carrying it from one tenaculum to the other. By repeating this, the 
vaginal wall over the lower segment of the cyst was slowly cut through. 
In six minutes the cyst was opened by the incandescent knife, and a 
straw-coloured, slightly pinkish fluid was thrown out with such force 
as to fly into my face and over my clothing. 

“Thus far, no blood whatever had been lost. JI now passed my 
index finger into the cyst, and felt a foetus lying horizontally, with the 
_ head towards the ileum, and the feet towards the uterus. Passing in 
the middle finger likewise, I caught the feet between the two, and 
turning the foetal body, drew them through the artificial os which 
I had created, and delivered the child from the vicarious uterus 
which it occupied. The steps of the procedure exactly resembled 
those adopted in ordinary podalic version. The fecetal body 
advanced steadily until the arms reached the opening; there 
arrest. occurred until they were swept out. The head was then 
arrested, and I strove to liberate it by manipulation and traction. 
Failing in this, I applied a pair of long-handled placental forceps, 
and at once it was extracted. The cord was then cut, and I 
proceeded to deliver the placenta by gentle traction and detach- 
ment, as is done after ordinary labour. ‘Thus far, fourteen minutes 
had been consumed. At this point the first difficulty which had 
attended the operation showed itself. This was due to want of 
knowledge on my part as to the exact manner in which the placenta 
is attached in tubal pregnancy. Foreseeing this difficulty, I had care- 
fully looked for information in the literature of the subject, but could 





* “A Clinical Contribution to the Treatment of Tubal Pregnancy.” New. 
York, 1875. 
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-find none which was of any practical value. I feared to detach the 
placenta with any degree of force, for the reason that I might, I 
thought, tear through the wall of the sac, and thus open into the 
peritoneum. For this reason I proceeded less rapidly and vigorously 
than [ should otherwise have done. When [I had separated a little 
over half of the placenta, a very severe hemorrhage took place, and 
so much was the patient’s condition depreciated by it in the two or 
three minutes of its duration, that I was unwilling to delay for the re- 
moval of more. ‘Tearing the detached portion off, I passed a large 
gum elastic catheter into the sac, and injected a solution of per- 
sulphate of iron into it. This I was very sorry to be forced to do, 
but the hazard of delay was too great to allow of any other course. 
The flow of blood was instantly checked, but this was attained at the 
sacrifice of perfect drainage, and the leaving of the sac full of coagu- 
lated blood and a portion of the placenta. Instead of inserting a 
drainage-tube, I was forced to substitute a long tent of carbolized 
cotton saturated with a solution of the persulphate of iron. In twenty- 
eight minutes from the commencement of the operation the patient 
-was put to bed; her head kept low, the foot of the bed elevated 
about six inches, ten drops of Majendie’s solution of morphia 
injected subcutaneously, perfect quiet established, and a milk diet 
ordered. After this all went well until the evening of the fourth day, 
when I withdrew the tent of cotton, and symptoms of septicaemia 
‘soon showed themselves. ‘These yielded to constantly repeated 
injections into the sac of carbolized water at the end of a week. On 
the seventh day aiter the operation slight hemorrhage took place 
from the sac, but was without ditticulty controlled by the addition of 
a small amount of solution of persulphate of iron to the carbolized 
water. On the fifteenth day the remaining portion of the placenta 
-came away spontaneously. On the sixteenth day evidences of an 
embolus in an unimportant vessel of the arm showed themselves, 
which created a small abscess, and about the same time fears were 
entertained that phlegmasia dolens was developing. ‘This last, how- 
ever, proved delusive. Subsequent to this period no evil symptoms 
showed themselves, the patient suffering only from faecal impaction, 
probably the result of interference with defecation by the obstruction 
exerted by the tumour, and ihe interference with peristalsis effected 
by the large amount of morphia taken.” 

- Good as the operation seems, and admirable as regards its success, 
had the placenta been lett untouched, the recovery would, in all 
probability, have been safer and more rapid.* 

- Should gestation go on until mid-term, the danger of rupture 





__% This, however, is not the only occasion upon which vaginal section has been 
~ successfully performed in the early months. Many years ago Dr. ‘lhomas Keith 
treated a case in this way. He cut into the sac, removed the foetus and the 
placenta. The woman, spite of the terrible hemorrhage that occurred, made a 
good recovery. 
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‘becomes much less ; it behoves us, however, to do. all in our power 
‘to protect the patient from all possible risk. Pain must be relieved 
vas it occurs, the general health attended to, and all chances of direct 
injury carefully guarded against. When term is reached, and symp- 
‘toms of labour make their appearance, the pains should be controlled 
‘by full doses of opium, and strict watch kept, lest under the muscular 
‘contractions the sac should give way. Fortunately this is of rare 
occurrence, and when it does happen, gastrotomy must be at once 
‘resorted to. Performed in such circumstances the operation is 
attended by greater risks than in cases of ruptured uterus; but still, 
as the one chance, the patient should vnquestionably have the benefit 
of it. Ere, however, term is reached, or if reached is safely passed, 
‘comes for consideration the important question of treatment by 
‘gastrotomy. 

Many hold that no operation should be performed, but that to 
‘Nature should be trusted wholly the process of elimination. 
Glancing hastily at the best collection of statistics, it almost seems as 
af they were right. Here are those of Dr. Parry.* Of 188 cases 
‘reaching or passing beyond term, and left to Nature, 99 died, a 
mortality of 52°65 per cent., and this, he thinks, “‘may be assumed 
‘as the ordinary mortality in extra-uterine pregnancy going on to term 
‘or beyond it without operative interference.” With such a terrible 
‘mortality surgical science has tried hard to contend, and it is well to 
i'view the results. Possibly the truest and easiest way to reach their 
‘teaching is to consider successively the three periods at which opera- 
‘tive interference has been advocated — 

1. When the child has become viable. 

‘2, After term, when the puerperal period has passed. 
3, When the sac has suppurated and an external fistula formed. 
-*(1.) When the child has become viable—Yhe names of Baker 
Brown, Lawson Tait, and Koeberlé are intimately connected with the 
“advocacy of operation at this period, and justly render it deserving 
“of careful consideration. Interference on behalf of the child is the 
grand reason given for it, but the risk to the mother is very great. 
« Of 62 cases of abdominal section tabulated, 20 were performed at 
or before the end of the ninth menth ; of these no less than 14 died, 
a mortality of 7o per cent. ;’f 17°35 per cent. more than if the cases 
had been left to Nature. Even as regards the child, the results are 
far from satisfactory: “of 20 primary operations, 8 children lived, 
“and 12 died.” . 
The all but absolute rule in obstetric practice of giving the mothe 
'Sthe benefit in cases of difficulty as between her life and that of 
the child, may well hold here. The very uncertain chance of saving 
a life which may never reach maturity, seems by no means a 
“sufficient reason for imperilling more gravely an already much invali- 
dated life. | 








* Parry on ‘ Extra-uterine Pregnancy,” p. 228. + Lbid.; p. 236. 
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(2.) After term, when the puerperal period has passed. — Of 36 
cases, there were 14 deaths, a mortality of 38°88 per cent., or 13°77 
per cent. in favour of performing the operation rather than trust to 
Nature.’”* 

13°77 per cent. in favour of operation is surely considerable gain, 
and points conclusively to the advantage of surgical interference. 
In the table of cases given by Parry, one thing, however, is very 
marked—the further removed the case was from the period of term, 
proportionably less was the risk. 

(3-) When the sac has suppurated and an external fistula formed,— 
Mr. Jonathan Hutchinson’s rule with reference to extra-uterine cysts 
is this :t—‘‘ Extra-uterine foetation cysts ought not to be meddled 
with in any way, either by puncture or incision, until suppuration 
has occuried and an abscess fistula has been formed. ” As. the 
o.inion of one who has devoted considerable attention to the sub- 
ject, it is of much value, and to very many the force of it must be 
apparent. 

In favour of the primary operation we have the very frequent 
reason that the life of a woman carrying an extra-uterine child is 
never safe ; a blow or a fall may produce a speedily fatal rupture, 
or, as happened in the case I have narrated, a deteriorated condition 
of the general health may lead to such changes in the vital condition 
of the sac that grave mischief will speedily tollow. Against it, how- 
ever, we have the statistics already quoted, which seem to me. to 
prove unquestionably that the risks of operation while the child is 
still alive, or but recently dead, are far greater than if matters be 
left alone. 

In the great majority of such cases you have a non-adherent cyst, 
an existing condition which adds much to the danger and the diffi- 
culty of the operation. The placenta, too, is vital and unchanged, 
and thisis matter of much importance, as it may not only, if wounded, 
prove the source of serious hzemorrhage during the operation, but, 
advisedly left im situ, is sure to add greatly to the risks of septiczemia. 
The longer interference can be postponed, the imminence of these 
conditions becomes less. Should the sac suppurate, and in the cases 
demanding operation it always does so, adhesive inflammation of the 
peritoneal covering fortunately accompanies it. ‘This, necessarily a 
primary step in the formation of a fistulous opening, lessens greatly 
the risks of abdominal section. In the placenta, as in much else, 
“time works changes.” The death of the embryo brings its functions 
to a close, and immediately it begins to undergo a process of trans- 
formation followed by gradual disintegration. 

So, waiting and watching seem to have their reward, for in thirty- 
two casest treated by abdominal section after a fistula had formed, 
only three died—a mortality of little over nine per cent. With the 


* Parry, p. 239. + Lancet, July 19th, 1873. 
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knowledge of such satisfactory results it is just possible that in some 
cases we might be tempted to wait too long in order to obtain them. 
We must, therefore, in every such case, keep constantly before us 
the perils to which the patient is exposed. Briefly, these are rupture 
of the cyst, septicaemia, and pyzemia. In cases which have come to 
term or passed beyond it, the first can generally with ordinary care 
be avoided, and in the use of the clinical thermometer we have a 
ready and easy way of detecting the latter. Should either condition 
unhappily befall, immediate interfereuce becomes imperative, but in 
many instances this can be delayed until such a time as it becomes 
politic and safe. As regards the operation itself and its after-treat- 
ment, I have nothing to say but this—that in every instance in which 
it can possibly be accomplished thorough drainage should be insti- 
tuted. In some we may manage by means of an opening already 
provided ; in others, by an incision through the abdominal parietes 
at the lowest adherent point of the sac; and it might in some cir- 
cumstances be worth considering the proposal of Marion Sims to 
drain through the posterior vagina! cul-de-sac. Added to the advan- 
tage of the certain removal of abnormal secretion, the tube has this 
merit, that by means of it antiseptic injections can be employed to 
keep the sac contents ‘‘ sweet.” 

Two classes of cases I will merely refer to—those in which the 
fistulous opening takes place through the walls of the bladder, or of 
the rectum. They must be dealt with entirely on their merits ; in 
some, abdominal section will prove a safer procedure than lithotomy ; 
and Dr. Matthews Duncan has already demonstrated how in others 
podalic version may be practised, and a well-grown child delivered 
by the rectum.* 

On the proposal of the President, the discussion of this paps 
was deferred till next meeting. 


PATHOLOGICAL SOCIETY OF DUBLIN. 
Meeting, Fanuary 8th, 1876. 
Henry KeEnnepy, M.B., F.K.Q.C.P., President, in the Chair. 


Cystic Disease of the Ovary. 


Dr. Kenny said: The tumour I have the honour of laying 
before the Society was taken from a woman aged forty-five, the 
mother of three children, the youngest of whom is now aged nine 
and a half years. She was under my observation as an out-patient, 
attending Coleraine Street Dispensary, for about eighteen months, 
and informed me, when I first saw her, that about nine years ago,, 
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shortly after the birth of her last child, she first began to complain of 
a hard lump situated in the left iliac region. ‘This tumour gradually 
increased, taking an upward direction, till about two years ago, when 
she sought the advice of Dr. Kidd, at the Coombe Hospital. To 
his kindness I am indebted for the following notes descriptive of her 
case at that time, taken from the Hospital Case Book, dated 
November 11th, 1874:—‘' Mary Tuohy, aged forty-five, of 3, 
Mountrath Street, married thirteen years, has had three children—the 
last about eight years ago; has always enjoyed good health ; 
menstruation ceased about twelve months since. Soon after birth 
of last child she noticed herself becoming enlarged, and that the 
enlargement continued steadily to increase. About five years ago 
she was admitted into the Whitworth Hospital, under the care of 
Dr. Lyons, and remained there for about fourteen days. While in 
the Whitworth, Drs. Lyons and Stokes advised her to undergo an 
operation. She did not consent, however, and on leaving she went 
to the Rotunda Hospital, where she was examined by Dr. Churchill, 
who also advised operation. On examination a tumour is felt, which 
fluctuates all over the abdomen. A solid mass is felt between right 
hypochondrium and umbilicus, with what appears to be a layer of 
fluid covering it. The whole anterior surface of abdomen is dull on 
percussion, as patient lies on her back, but clear in right and left 
lumbar regions and epigastrium. The following measurements were 
taken :—Circumference of abdomen at umbilicus, 42 inches ; length 
from ensiform cartilage to pubis, 184 inches; length from ensiform 
cartilage to umbilicus, 12 inches; length from umbilicus to pubis, 
64 inches ; length from anterior superior spine of ilium on either 
side to umbilicus, to inches.” 

On my first visit to her I found her much in the same condition 
as described in Dr. Kidd’s notes, being apparently somewhat larger 
than described therein however, but I took no measurements. She 
now sought relief from flatulence, occasional attacks of gastritis, and 
dragging pains in the stomach. She also informed me that from 
time to time she had copious discharges of clear fluid through the 
vagina, followed by more or less diminution for the time being of 
the stomach. She suffered also occasionally from leucorrhcea. She 
made a request of me, rather unusual for one in her (or, indeed, 
in any) rank in life—viz., that should she be still under my care at 
the time of her death I was to make a post-mortem examination. 
As I considered the case presented favourable circumstances for 
‘operation, I advised her to again see Dr. Kidd, to obtain his opinion 
on the subject, but she met me with the objection that he had 
already advised against such interference, a misapprehension on her 
part I afterwards ascertained, as Dr. Kidd had in reality given her 
the advice dictated by reason and experience in such cases, not to 
have the removal of the tumour attempted so long as her health 
remained not very materially injured by its presence. She con- 
tinued to follow her usual active habits of life, enjoying very 


408 Abstracts of Societies Proceedings. 


tolerable health, with exceptions above noted, till the 21st December, 
1875, when I was called to see her, and found her suffering from 
very severe pain in the abdomen, accompanied by vomiting, ten- 
derness on pressure in the epigastrium, and flatulence. ‘These 
symptoms gradually disappeared, and when I visited her on the 
24th, I found her very much improved, the bowels having acted well 
during the morning. I did not again see her till the 27th December, 
when I was suddenly sent for, and I found her exhibiting all the 
symptoms of obstruction of the intestines. She was in a state of 
collapse, almost pulseless, and rapidly passing into a state of insen- 
sibility ; she had for some hours been vomiting bilious and ster- 
coraceous matters, and had had no movement of the bowels since 
that mentioned on the 24th. She sank rapidly, and died at 3 P.M. 
Dr. Kidd most kindly lent me his advice and assistance in making 
the post-mortem. Immediately before opening the abdomen we 
ascertained that its circumference at umbilicus was 50 inches, but I 
think 4 or 5 inches of this must be allowed for gaseous distension of 
the peritoneal cavity. The tumour was found to fill the peritoneal 
cavity, and to be free from attachments, except that it was connected 
by its superior surface to the liver by a round ligamentous cord, 
about 5 inches long ; and a coil of intestine passed round the rather 
long and narrow pedicle, and was connected thereto and to the 
neighbouring portion of the tumour by old and firm adhesions. 
In order to remove the tumour it was necessary, after dividing the 
pedicle, to hgature the intestine above and below the same, and remove 
the intervening adherent portion with the tumour. The point of 
insertion of the cord above-mentioned on the superior surface of 
tumour corresponded with the seat of the pain felt in epigastrium. 
The attachment of the intestine round the pedicle would evidently 
have presented a very formidable obstacle in operating for the 
removal of the tumour in this case, which, I think, in other respects 
presented favourable circumstances for such interference, there being 
no other adhesions, the kidneys being quite healthy, and in their 
normal positions. The tumour, on being opened, was found to 
consist of a single cyst, filled with clear serous fluid to the extent of 
several gallons, and collapsed at once to a very small volume. The 
points of interest in the case appear to be the adhesions already 
mentioned, and the mode of death, which arose evidently from 
obstruction of the intestine, caused by its attachment to the tumour 
and its pedicle, flatus in its upper portion causing the tumour to 
press suddenly on it at this point. The intestine was not gan- 
grenous. 


Gangrene of Lower Extremity, resulting from Pressure of an 


Ovarian Tumour. oer 


Mr. Firzcispon said :—The case which I have the privilege of 
bringing before the Society is one of senile or Poitt’s gangrene, whieh 
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I think it worth while submitting for two reasons. In the first place, 
it ran a very unusual course ; and in the next, I think the immediate 
exciting cause of the gangrene was an unusual one. The subject of 
the disease was a woman named S. H., unmarried, and aged upwards 
of seventy years. She was admitted into the City of Dublin Hospital 
on the 6th of March, 1875. She was then in the following con- 
dition :—The fourth toe of the left foot was livid, the nail was loose, 
and the cuticle had separated ; and the limb was, to use the expression 
of Pott, “horridly painful.” The foot was defermed, being an 
example of congenital kyllosis, but I do not think this condition had 
any bearing upon the occurrence of the gangrene. Her tongue was 
foul ; her bowels were constipated and loaded with feeces, no motion 
having taken place for more than a week. On examining the 
abdomen I found that there was in it a large tumour. At first I 
thought this was entirely an accumulation of faeces—it was so to a 
certain extent; and several of my colleagues concurred in the 
opinion that the tumour arose from an accumulation of feces in the 
bowels. I gave her copious enemata and aperients ; these means 
removed large quantities of hardened feces, but a considerable 
tumour remained in the region of the sigmoid flexure. A ten-grain 
solution, of hydrate of chloral was applied to the foot. I also 
exhibited opium as soon as the bowels were freed; but the woman 
refused to continue taking it, as it produced sickness and headache. 
She then got repeated hypodermic injections of morphia in heuw of 
the opium. During ten days after her admission the disease rapidly 
advanced. ‘The blackness extended from toe to toe until they were 
all engaged. The foot became intensely painful up to the ankle- 
joint. ‘The whole foot assumed a marble appearance; the skin 
vesicated and the epidermis separated up to the leg ; to all appear- 
ance the disease had extended above the ankle-joint, and I thought 
that the foot was irreparably lost. There was one remarkable 
feature about it. Although the disease appeared to be extended 
above the ankle-joint and the whole foot appeared to be involved, 
yet the affected foot retained a higher temperature than the opposite 
one. It did not assume the remarkable coldness of a foot about to 
become gangrenous. Under the treatment which had been adopted 
of keeping the bowels open and administering hypodermic injections 
_ of morphia and applying chloral lotions to the foot, the pain suddenly 
ceased, and the constitutional symptoms, which had been accompanied 
with a great deal of fever, disappeared. ‘The foot became less 
swollen ; the cuticle separated, leaving a healthy skin underneath ; 
and the foot completely recovered, although the toes remained black. 
In spite of the removal of a large quantity of accumulated feces 
there still remained an abdominal tumour in the left pubic and iliac 
regions, which we were unable to get rid of. This tumour was now 
supposed to be a fibroid tumour of the uterus. I discovered for the 
first time now that it had an old history. The woman herself had 
been aware of its existence for a number of years ; and in 1872 she 
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had an attack of pain in the abdomen, and was then seen by a 
physician, who thought that she was suffering from cancer of the 
uterus, and that it would rapidly cause her death. She recovered 
from this condition, but the tumour remained. She was afterwards 
seen by Dr. McClintcck, who told me that he believed it to have 
been a fibroid tumour of the uterus. From the period of the 
cessation of the pain the progress of the case was very slow. The 
toes became mummified and separated, and on the 1st of September, 
nearly six months after the first onset of the disease, the last, the 
great toe, came off. I took it off with a dressing forceps. During 
the whole progress of the separation of the toes no remarkable event 
occurred, except that on two occasions the limb was attacked with 
erysipelatous inflammation, which was distinctly traceable to pre- 
mature attempts made by myself to remove the toes. She was dis- 
charged on the 18th of September after over six months’ treatment, 
having lost all the toes of the affected foot, and being in as good 
health as she had enjoyed for a considerable time before the disease 
attacked her. On the 22nd of November, something more than two 
months after her discharge, she applied to be readmitted into the 
hospital. Her condition then was as follows :—The whole foot had 
again assumed the appearance of becoming gangrenous. It had got 
the marbled appearance, and the “horrid pain” had returned. The 
cuticle was again separated ; the disease extended very rapidly, and 
now the limb for the first time assumed the characteristic coldness. 
A line of demarcation appeared to have formed about midway between 
the ankle-joint and the knee. The tumour—which is here now—was 
still perceptible in the same position in the left iliac region. The 
disease now ran the ordinary course of rapidly progressing gangrene 
until the 14th of December, when she refused to take any food or 
nourishment whatever. She complained of great abdominal pain and 
sickness in the stomach, and violent vomiting set in. On the 15th 
she had great abdominal pain and copious black vcmiting, identical 
with what I have seen in cases of yellow fever. ‘The black vomiting 
continued during the whole of the night of the 15th, after which it 
assumed the character of ordinary bilious vomiting. On the morning 
of the 16th collapse set in, and she died that afternoon. On making 
a post-mortem examination I found that there was no disease of the 
heart. It was a good heart fora woman of her age, and the great 
vessels were sound. On opening the abdomen I found evidences of 
recent general peritonitis. There was a good deal of lyinph prin- 
cipally at the hypogastric region in the peiitoneum, and there were 
evidences also of a former attack of peritonitis. There were con- 
siderable adhesions in various places, which I attributed to an attack 
of peritonitis at the time she had the previous attack of pain in thé 
abdomen. I found this tumour—a solid ovarian tumour—lying low 
down at the left of the spine over the left common iliac artery. It 
cuts densely fibrous. ‘There were no cysts in it save two small ones, 
one of which was about the size of a hen’s egg at the time I removed 
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it, lying at the back of the tumour, and another from which fluid had 
apparently escaped. I fancy that it was the bursting of one of the 
cysts which set up peritonitis, which was the immediate cause of her 
death. My friend, Professor Purser, who made a _ microscopic 
examination of the tumour, says that it is a fibroid tumour very 
analogous to the fibroid tumours which occur in the uterus. In 
explanation of the recovery of the foot from the first attack I think it 
resulted from the unloading of the bowels, which diminished the 
pressure of the tumour upon the iliac artery. Although this vessel 
was healthy, and all the other vessels also, yet I believe that the 
disease was caused by interference with the circulation, the result of 
the pressure of the tumour on the iliac artery, and that the pressure 
was considerably increased by the accumulation of faeces; by the 
removal of these the circulation was re-established in the limb, and 
this accounted for the recovery of the foot, which is such an unusual 
circumstance. After the woman lost her toes, and the limb con- 
sequently became less useful to her than before, she was unable to 
move about, and became bedridden. The tumour became again 
depressed by its own weight on the iliac artery and caused a renewed 
pressure, which was the cause of the recurrence of the disease. There 
was no atheromatous deposit or other disease or obstruction to be 
found in the vessels until I came to the posterior tibial artery, in 
which there are some plates of atheroma, but the gangrene had 
extended to this point. In other respects the vessels were healthy 
up to the line of demarcation. 


AN ADDRESS 


DELIVERED AT THE OPENING OF 


HE SECTION. OF OBSTETRIC, MEDICINE, 


At the Annual Meeting of the British Medical Association, in Sheffield, 
August, 1876. 


By Lomspr ATTHILL, M.D. 
Master of the Rotunda Hospital, Dublin, President of the Section. 


I think, gentlemen, I may safely assert that the proceedings of this 
section of the British Medical Association, which is devoted to the 
consideration of the subjects comprised in the term ‘‘ Obstetric Medi- 
cine,” attract, on the whole, more general attention from the great 
body of our profession than do those of any other section. The 
reason for this is sufficiently obvious, for while the busy practitioner 
may be wholly unable to devote time or attention to the study of the 
important subjects included under such heads as thase of ‘‘ Physiology” 
and ‘State Medicine,” or find that in practice cases of operative 
surgery are comparatively rare, he is certain to discover that the con- 
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ditions and affections brought under discussion here are of: daily 
occurrence amongst his patients; hence he seeks to improve his 
acquaintance with the nature of the conditions, and to learn the 
best means of successfully treating those affections, which are peculiar 
to women ; the more so as the study of these diseases has probably 
been neglected, possibly entirely overlooked by him, during his 
student’s career. 

Another reason for the interest evinced in the proceedings of this 
section is this, that marked and rapid progress has of late years been, 
and still is being, made in the department of obstetric medicine. ‘The 
very name of the section proves this. A few years ago the term 
‘“‘ obstetric medicine,” if used at all, would hardly have been under- 
stood. This section of the British Medical Association was until 
very recently termed that of ‘‘ midwifery.” Consider for a moment 
what this change of nomenclature implies—it implies this, that the 
study of the process and phenomena of parturition, important though 
they be, is by no means all that is now required of the obstetric 
practitioner; that is, not of those alone who make obstetrics their 
special study ; but of all, and their name is legion, who are called 
upon to treat the diseases of women: 

This section then includes subjects of a most varied and extended 
nature ; it includes midwifery proper, the diseases of the puerperal 
state, and those incidental to pregnancy, the considerations of disease 
of the vagina, bladder and uterus, of the breasts, and last and surely 
not least, of the ovaries. Diseases of these latter organs are doubtless, 
in one of their aspects, within the domain of surgery proper; but 
that condition which demands the performance of the capital opera- 
tion of ovariotomy, is by no means the most common of those 
requiring treatment, and, moreover, not a few able and successful 

ovariotomists are to be found amongst the ranks of obstetric surgeons. 
' Some such I have the pleasure of seeing around me here to-day. 

Gentlemen, we deem the practice of midwifery to be in no way 
derogatory. It is our honourable function to succour woman in her 
hour of trial, to shorten or relieve her sufferings, often to save her 
life or that of her offspring; to meet with promptness and decision 
the numerous dangers and difficulties which frequently and unex- 
pectedly occur during labour, and which tax to the utmost our courage 
and endurance and skill; but these duties, though most important, 
form but a small portion of those which now devolve on us daily. 
The affections I have already indicated as coming within the province 
of obstetric medicine are so numerous and of such constant occurrence 
that the right treatment of them is all important, as well for the sake 
of the sufferer as for the reputation of the practitioner. 

The truth of this is now on all sides admitted, and the study af 
uterine disease in its protean forms is consequently steadily becoming 
more general ; but unfortunately our knowledge of the pathology of 
these important affections is as yet imperfect, and our treatment con- 
sequently in many respects empiric and. satisfactery. Still great 
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strides in advance are steadily being made, and we may look forward 
hopefully to a time not far distant when phenomena and symptoms 
at present overlooked or misinterpreted will be explained, and our 
treatment consequently become more scientific and efficient. 
_ To the late Sir James Simpson, without doubt, is due the credit of 
inaugurating au era which has been marked by great and rapid progress 
in the department of obstetric medicine. His master mind perceived 
how vast an amount of unrecognised disease, and what an extensive 
field for pathological investigation, existed with reference to the 
reproductive organs of women. Before his day little was known of 
uterine disease, and as to treatment, it consisted of little more than 
in exposing the cervix uteri, and applying to its vaginal surface, if it 
happened to be abraded, a solution of nitrate of silver, or of some 
other mild caustic. Of disease of the body of the uterus almost 
nothing, of its interior absolutely nothing was known. A morbid, 
and as we now know, an unfounded dread existed of attempting to 
interfere with, or to investigate the condition of the cavity of the 
uterus. All this isnow changed. Weknow that disvase of the cervix 
uteri is of less frequent occurrence, and of less se ious import than 
that of the body, and that its cavity may with impunity be trespassed 
on, and disease occurring within it successfully combated. Without 
doubt the most important practical result of the teachings of Sir 
James Simpson is this, that we do not now hesitate to dilate the 
uterus and investigate the condition of its interior, when symptoms 
indicative of serious mischief within the organ requiré us to do so. 

IT amwell aware that bysome practitioners the dilatation of the uterus 
is still looked on with dread, and that the attempt, if made at all, 
is undertaken with the greatest hesitation. I can only say that I 
believe these fears to be groundless, and that if due care be taken to 
select suitable cases, and proper methods of carrying out the process 
be adopted, the treatment is a safe as well as a justiaable one. My 
own experience in the dilatation of the uterus has been great. I have 
practised it very frequently indeed during the last ten years, and as 
yet 1n no single instance has a bad symptom foilowed, nor have I even 
once been compelled to abandon the attempt. But I am far from 
throwing doubt on the accuracy of the statements made by others, 
who have recorded the occurrence of alarming symptoms, or even of 
death, as consequent on the attempt to dilate “the cervix uteri; and I 
am quite prepared for the possible occurrence of such, for ‘all are 
aware that cases must occur in which the most trifling exciting 
cause will be followed by serious symptoms, though no grounds 
existed beforehand for anticipating the occurrence “of such. But 
these are exceptional, and I believe, as a rule, that when serious 
symptoms arise, either during the process or in consequence of dila- 

tation of the cervix uterl, they do so either because an unsuitable 
subject has been selected in whom to practise the treatment, or an 
unwise method adopted for carrying it out. On examining the records 
of the cases in which serious or unpleasant symptoms followed the - 
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attempt to dilate the uterus, I find they have generally occurred when 
practised— 

ist. Either for the relief of dysmenorrhcea depending on the 
existence of a narrow cervical canal ; 

2nd. When the cervical canal is encroached on by a fibroid of 
large size an | unyielding structure ; 

3rd. When the process has been attempted to be carried out 
rapidly by means of metailic dilators, or, 

4th. When it has been protracted over several days. 

I have therefore, in order to guard as far as possible against the 
serious results recorded by others as following attempts to dilate the 
uterus, laid down for myself the following rules, which I can recom- 
mend with confidence to others :— 

1. Never to dilate the cervix uteri for the cure of dysmenorrhoea or 
sterility depending on a narrow cervical canal or conical cervix ; 

2. Never to dilate in cases in which a large and dense intramural 
fibroid presses on and partially obliterates the cervical canal ; 

3. Never to use metallic dilators of any kind, but to choose for the 
purpose either sponge- or sea-tangle-tents, which expand slowly and 
gradually ; | 

4. Never to continue the process of dilatation for more than forty- _ 
eight hours. I prefer, in the few cases I have met with in which, 
after the lapse of that time, the cervix was not sufficiently opened to 
suit the purposes I had in view, to postpone all operative interference 
for some weeks, rather than risk the result by prolonging the dilating 
process. | 

With respect to the first of these rules, I look upon the treatment 
of what is termed ‘‘ mechanical dysmenorrhcea” by dilatation as being 
altogether a mistake. I doubt if any permanent benefit has ever 
resulted from it ; while in several cases grave symptoms, and in one 
death, has to my knowledge followed the attempt. Equally it is of 
importance not to prolong the dilating process. My own experience 
in the treatment of uterine disease requiring dilatation leads me to this 
conclusion, that unpleasant symptoms are likely to occur in a direct 
ratio to the length of time over which the process of dilatation extends. © 
Again, I have known death to follow the attempt to dilate the uterus 
in a case where a large fibroid of dense structure, giving rise to menor- 
rhagia and causing intense pain, was developed in the uterus, and 
encroached on thecervical canal. In such cases, dilatation is doubly 
objectionable, because the process is useless as well as dangerous: 
useless, because you will generally find that any attempt at opera- 
tive interference from the interior of the uterus wil! be impos- 
sible ; and dangerous, because inflammation is liable to follow, and 
‘that too in patients in the worst possible condition for resisting the 
attack. . 

Hardly second in importance to the knowledge that the uterus may 

be with safety dilated to an extent sufficient to enable us to remove 
large tumours, is the fact of which we are now certain, that remedies 
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of even a powerful nature may, not alone with impunity, but with the 
greatest advantage, be applied to its interior. But at this point our 
knowledge becomes defective. Some practitioners prefer one, some 
another agent, for intra-uterine application. It may be carbolic, 
chromic, or nitric acid, or iodine, or the solid nitrate of silver; but 
as yet there has not been, it seems to me, sufficient care exercised in 
watching the action of these various agents, or in recording the effects 
they severally produce. Hence we are without dicta on which to base 
our treatment or to guide us as to the agent to be selected in the 
treatment of the various forms of disease requiring intra-uterine medi- 
cation. It is evident that no one of them can be suitable to all cases. 
For myself, I prefer carbolic acid in mild, and nitric acid in severe 
ones ; but I freely admit I have much to learn on this point, and I 
look to others to aid me with their experience in deciding this im- 
portant question. But it seems to me that, as with the dilatation of 
the uterus, so it is with respect to the application of agents to the 
interior of the uterus: that a groundless dread prevails as to their 
use. Here, too, as in the former case, the treatment is safe if 
carefully conducted, and if only practised in suitable cases and at 
the right time. Thus, if a caustic be applied through a narrow 
cervical canal, trouble is likely to occur. Equally will it probably 
‘follow if the fundus be tender to the touch, and chronic inflamma- 
tion present; but if the tenderness be first mitigated, and the 
infammation lessened or removed, the application will, in all pro- 
bability, prove beneficial. 
In the treatment of uterine fibroids, too, we have made progress, 
but not as yet to a satisfactory extent. This much we know for 
certain, that many such cases, if menorrhagia be not excessive or 
pain intense, are best left alone ; and it is astonishing in how many 
instances, even where menstruation is profuse, this course proves to 
be a wise one, treatment being restricted merely to what is absolutely 
necessary to prevent the flow being excessive. But, unfortunately, 
exceptions are of but too frequent occurrence ; and how are we to 
treat these? The removal of large fibroids by abdominal section 
has been successfully practised, but the risk of life involved in the 
operation is great; and the attempt to remove smaller ones by 
means of the écraseur, after dilatation of the cervix, is, I can 
vouch from personal experience, a difficult and eminently hazardous 
process. Again, enucleation is tedious, unsatisfactory, and often 
dangerous. $ 
We have, however, at our command a resource which, if not all 
that we desire, is still generally efficient in controlling hemorrhage, 
often sufficient to arrest the growth of the tumour, and sometimes 
apparently capable of reducing its size. I allude to the hypodermic 
injection of ergot, which, if it has failed in this country to produce the 
almost marvellous results ascribed to it by Hildebrand, is, if properly 
carried out, a safe as well as an efficient remedy. In my first cases, 
the results obtained were not only uncertain, but unsatisfactory, for 
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troublesome sores sooner or later formed at the seat of the injection. 
Of late, however, I have obtained much ‘better results. In not one of 
ten cases recently under my care, in which I fairly tested this treat- 
ment, has the hypodermic injection of ergot been followed by the 
formation of an abscess or sore; in all it had more or less effect in 
restraining hemorrhage ; in one the injection was repeated almost 
daily for five months, with the efiect of absolutely restraining excessive 
menstruation, but with no other beneficial result, for the bulk of the 
tumour remained unaltered, and the pain was as intense as ever. 
Still it was no small matter to have transformed a profuse and ex- 
hausting flow, which formerly lasted for twelve or fourteen days, into 
one of moderate character and of buttwo or three days’ duration. It 
is evident, then, that in ergot, employed hypodermically, we have a ~ 
powerful agent, one capable of exerting a marked infiuence on uterine 
fibroids, but still uncertain in its action, and not altogether to be 
relied on. : 
Again, with reference to displacements and flexions of the uterus, 
much still remains unknown, and authorities seem to be as far as 
ever from agreement as to the important question of cause and effect. 
It is much to be desired that the pathology of these conditions 
should be carefully investigated, and the obscurity which surrounds 
some of them at least, if possible, cleared up. In fact, to whatever* 
subject we turn, we see that, great as are the grounds for satisfaction 
at the advancement made in the knowledge of uterine disease, much 
remains to be done, and much careful observation is still needed 
if this department is to hold its position as one eminently progressive. 
The great obstacle which retards the investigation and consequent 
elucidation of many points of interest and importance connected 
with the study of obstetric medicine is doubtless this, that compara- 
tively few patients afflicted with chronic uterine disease die actually 
of these affections. ‘They may be doomed to a life of constant suf- 
fering, and existence itself may become an actual burthen ; but most 
_ probably they will be carried off by some intercurrent disease ; and 
ifa post-mortem examination be made at all, the investigation will 
be directed to other organs than those of the reproductive system. 
It would be of the greatest advantage to us if those gentlemen who 
have the good fortune of being attached to large general hospitals in 
the capacity of obstetric physicians would direct their clinical clerks 
to attend all post-mortem examinations made in the hospital on the 
bodies of females, and record the condition of the uterus and its 
appendages, and especially of the ovaries ; for though, doubtless, in 
the absence of clinical records of the history of the patient with 
reference to her uterine functions, much of value will be lost, still 
from time to time facts of great importance will be ascertained, and 
valuable information gained. . 
‘Information is especially needed with respect to some forms of 
ovarian disease. Some patients suffer for years from pain and tender- 
ness of the ovary, from mammary ‘pain and nausea of a most dis- 
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tressing character. Such I have seen reduced to a condition of 
actual despair ; for all treatment seems useless, so utterly inefficient 
does it prove. In these cases, the ovaries are in general plainly 
enlarged, but the exact pathological condition of them is in many 
cases unknown. Here is an affection most deserving of investiga- 
tion, both as to its causation, pathology, and treatment. I know of 
no form of disease which produces more real suffering, equally of 
mind and body. An American surgeon, Dr. Battey, of Georgia, 
convinced of the inadequate results produced by ordinary treatment, 
has recommended the extirpation of the ovaries in such cases, arguing 
that, from the results on animals, the operation would be safe as well 
as justifiable in the human female. I confess that to my mind his 
views contain much of truth, and that, were I satisfied that I did not 
endanger life, I would in some cases sanction the operation ; and I 
think we may possibly yet see it practised even amongst ourselves, 
as I believe it has been in America. But such a practice would, 
after all, be a lamentable confession of the inadequacy of medicine 
to cope with what should be a curable disease. Let us hope that, 
as light is let in on these obscure questions, this reproach will be 
removed. 
- Gentlemen, I have, I fear, exceeded the limits of the time allotted 
- to each paper, and it would ill become one who has to enforce a 
tule to break it himself; but I cannot conclude without some allusion 
to what has been termed “ the burning question” of the day. I have 
no intention here of discussing the advisability or otherwise of the ad- 
mission of women into the profession of medicine ; but I must refer to 
the course proposed to be adopted by the College of Surgeons of Eng- 
land, which decided on granting their midwifery diploma to persons but 
partially and most imperfectly educated ; a step than which I cannot 
conceive one more retrograde, or so calculated to lower the profession 
in public estimation, or to inflict injury on the poorer classes among 
whom such persons would necessarily practise. Iam happy to say 
that the example set by the College of Surgeons in England has not 
been imitated by any other licensing body, though more than one 
had the power of doing so; and to the credit of the University of 
Dublin be it said, that it has recently been decided to grant a special 
degree in midwifery to persons who have previously obtained one in 
medicine or surgery, being thus the first British university which has 
recognised the position gained by obstetric medicine, an example 
which I trust will yet be imitated by the sister universities. 
Gentlemen, I believe I am but expressing your unanimous opinion 
when I say that the best thanks of this section are due to those emi- 
nent men, Drs. Barnes, Arthur Farre, and Priestley, who by their 
courageous conduct have compelled the Council of the College of 
Surgeons to reconsider, if not to retract, the rash step they were about 
to take. 
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Obstetric Summary. 


A Case of Cesarian Section. 


In the Archives de Tocologie for June, 1876, Dr. H. Cazin translates 
and comments upon the account of a case of Czesarian section by Dr. 
W. Netzel, of Stockholm. The patient, aged thirty-eight, had been 
married three years without becoming pregnant. In the summer of 
1873 she first perceived a swelling at the left side of the hypogastrium. 
Menstruation had always been regular and rather scanty, but recently 
the periods had recurred rather before the time. She first came 
under notice in September, 1873. A round hard tumour, but little 
moveable, of the size of an apple, was then felt above the pelvic 
brim on the left side. The cavity of the pelvis was almost completely 
occupied by a hard, hemispherical tumour, fixed to the walls of the 
vagina and rectum. On bimanual examination the upper limits of 
this tumour were recognised on the right side, reaching to the same 
level as the tumour on the left. The cervix was pushed forward 
against the symphysis pubis, but it was possible to draw it down 
somewhat by a tenaculum. On December 22nd, menstruation 
having ceased since the middle of October, the tumour had much 
increased, and reached above the umbilicus. On the left side it 
appeared to be elastic, while on the right it remained hard. Bi- 
manual examination showed it to be continuous with the mass in the 
pelvis. To the left of the middle line a vascular souffle like that of 
pregnancy was heard. ‘The existence of pregnancy was at this time 
considered probable, but not absolutely certain. On the 23rd of 
February the diagnosis was confirmed by the continued increase of 
the tumour, by slight softening of the cervix, and by enlargement of 
the breasts, which contained a little watery secretion. No foetal 
movements nor heart sounds were detected. Attempts were made, 
the patient being placed in various positions, to push up the lower 
segment of the tumours out of the pelvis, but it was found to be quite 
immoveable. The question of inducing abortion was then considered, 
but it was thought that it would involve great danger to the mother, 
since there might be great difficulty in extracting the foetus or 
placenta, if not expelled spontaneously. Accordingly, having in 
view partly the interest of the foetus, Dr. Netzel resolved to adopt 
an expectant plan, intending to have recourse to the Cesarian section 
if it should not prove possible to push the tumour out of the pelvis 
when labour came on at full time. . 
On the 26th ‘of March fcetal movements and pulsations were 
detected. As pregnancy went on the pelvic portion of the myoma 
was found to increase considerably in size. During the last few 
days of May and the beginning of June considerable and repeated 
hemorrhage took place, giving rise to the suspicion that the placenta 
was abnormally inserted, as it frequently is when fibroid tumours are 
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present. On the roth of June uterine pains came on, and it 
appeared that labour was gradually commencing. On the evening of 
the r2th more vigorous pains occurred, with renewed hemorrhage, 
and several clots were expelled. A little later a clear fluid, mingled 
with blood, flowed away, indicating that the membranes had probably 
ruptured. The os uteri was somewhat lax, but neither amniotic bag 
nor any part of the foetus could be felt init. It was then decided 
to perform the Cesarian section on the following day, but as both 
pains and hemorrhage ceased, it was afterwards resolved to defer the 
operation until more decided labour should come on. On the after- 
noon of the 13th the patient had a violent rigor, followed by eleva- 
tion of temperature, sweating, and thirst. On the r5th the fcetal 
pulsations, which had been still distinct on the previous evening, 
were no longer heard. The os was enough dilated to admit three 
fingers, and a hand of the foetus could just be reached within it. 

At II A.M. on the same day Ceesarian section was performed, a 
final attempt at the reduction of the tumour under chloroform having 
first been made in vain. The incision was made in the linea alba. 
The uterus in this situation was thin, red, and congested. Neverthe- 


less, its walls bled little when incised. They measured only half a 


centimetre in thickness. The placenta did not come in the way; 
the foetus presented by the back, and was extracted easily ; the right 
arm first, then the breech and legs, and lastly the head. An assis- 
tant on each side hooked a finger in each angle of the uterine wound, 
and held it firmly against the abdominal wall. The uterus became 
at once filled with blood, which proceeded from a separated edge of 


the placenta, low down, and to the right. This edge was seized, and 


the placenta quickly detached. The hemorrhage then became 
terrible. The uterus was absolutely flaccid, and could not be induced 


to contract either by manipulation or the application of ice. The 


7 


bleeding was at length controlled by passing nine silk sutures in great 


haste through the whole thickness of the uterine walls. A ligature 


had first been placed on a uterine artery which poured forth blood 
in jets. The external wound was closed by deep and superficial 


sutures of silver wire. ‘The foetus, a male, was dead, and had not 


_ reached full term ; signs of commencing maceration were visible. . 


The following day there was some abdominal pain and distension, 


and a certain amount of bloody serum escaped at the lower angle of 


the wound. Vomiting, with increased tympanitis, continued through- 
out the 17th, and on the 18th the patient died, a little more than 
three days after the operation. 

At the autopsy the abdominal wound was found well closed, and 
in course of cicatrization ; the uterus not adherent to the abdominal 
wall. ‘There was general peritonitis, the peritoneal cavity containing 
a large quantity of dirty-brown liquid. ‘The uterus was well united 
by the sutures, except at the lower angle, where the separated edges 
left a small opening, by which the contents of the uterus had escaped 
into the peritoneal cavity. The uterus contained a clot and a small 
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piece of membrane in a state of decomposition. The placental 
insertion was on the posterior wall, and one of its edges reached the 
internal os, a circumstance which explained the ante-partum 
hemorrhage. Two large tumours were attached to the uterus by 
broad pedicles. The posterior and larger sprang from a base as 
large as a man’s arm. It was free from adhesion in Douglas’s fossa, 
but was adherent to the posterior uterine wall as low as the cervix, 
so that it could not have been pushed up separately from the uterus, 
The second tumour sprang from the front of the uterus, and had a 
narrower pedicle, close to which was attached a third fibroid growth, 
as large as a pigeon’s egg. Several smaller growths of a similar kind 
were scattered over the uterus. 


Gvnvcie Summary, 


The Treatment of Retto- Vaginal Fistula. 


In a lecture delivered at the Hétel-Dieu, Professor Richet re- 
marks that, although it appears at first sight a ‘simple matter to cure 
a recto-vaginal fistula, in reality there is no operation which is more 
uncertain in its results. He has seen cases in which repeated 
operations by the most eminent surgeons have ended in failure, and 
some of those who have been most skilful in plastic operations, 
Jobert and ‘Nélaton for example, towards the close of their career 
have renounced the operation altogether. He attributes this result 
to the injurious effects of the contents of the rectum, the fecal 
matter, and more especially the gas. For although by the adminis- 
tration of opiates the faeces can be rendered solid, and their injurious 
influence thereby in great measure prevented, it is impossible to pre- 
vent the production of gas. Since this is retained by the sphincter 
ani, a considerable tension is produced in the rectum, and the gas 
forces its way into'the vagina between the edges of the newly united 
fistula. ‘Tubes of various kinds have been suggested to be retained 
in the rectum, in order to allow the free escape of gas, but unfortu- 
nately none of them can be tolerated for more than a few minutes. 
Moreover, they all excite the contractility of the sphincters, and in 
this way are rather injurious than beneficial. Professor Richet pro- 
poses to overcome the difficulty by dividing the sphincter ani, 


either cutting it at some point on the circumference of the anus, or ~ 


dividing the perineum to the level of the fistula ; thus transforming 
the recto-vaginal fistula into a complete laceration of the perineum. 
He has attained complete success in one case by the latter method, 
and in another by rupturing the sphincter by forcible dilatation, 
as is done for the cure of fissures of the anus. In paring the edges 


he takes in a wide surface of vaginal mucous membrane, avoiding — 


the rectal mucous membrane. ‘Thus, when the wires are fastened 
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the edges of the fistula are turned backwards, so. as to forma pro- 
minent ridge looking towards the rectum. Feecal matters pass on — 
each side of this ridge, and do not insinuate themselves between the 
edges. 

The lecture was illustrated by the case of a patient, thirty-two years 
of age, who had been delivered for the first time eight months before. 
The head became arrested in consequence of the resistance of the 
perineum, and delivery was completed by forceps. ‘The arm of the 
child came down with the head and perforated the vaginal septum, 
so that the accoucheur was obliged to enlarge the opening with 
scissors in order to disengage the procident member. Forcible dila- 
tation of the sphincter was performed as the first step of the opera- 
_ tion, in order to avoid any disturbance of the edges of the wound 
when once united. On the sixth day the sutures were removed. 
Constipation was maintained for twelve days, after which a dose of 
castor oil and an enema were given. A profuse action of the bowels 
followed, and the fistula gave way slightly at its lower angle, leaving 
a very small aperture. This was cauterized first with nitrate of 
silver, and afterwards with the actual cautery, after which it gradually 
closed. At the end of three months the patient was perfectly cured.— 
Annales de Gynécologie, June, 1876. 





Pxdiatric Summary. 
Congenital Hydronephrosis cured by Injection of Iodine. 


Dr. Woelfler relates a case of hydronephrosis which was under 
the care of Professor Billroth, at Vienna. The patient, a boy aged 
thirteen, somewhat backward in development for his age, was admitted 
on March 1st, 1875. His abdomen was said by the father to have 
been unusually large at the time of birth, and from the age of one 
year it increased rapidly in size. The child was the object of interest 
to many physicians, but no medicinal or operative treatment was ever 
resolved on. He enjoyed fair health, except for the inconvenience 
of the burden he had to carry. In the summer of 1874, while he was 
in the Lemberg Hospital, a powder was administered, the composition 
of which was not ascertained, after which the quantity of urine was 
greatly increased, and the size of the abdomen became for a time 
somewhat less, but soon grew again to its former dimensions. At 
the time of admission the gait of the child was like that of a woman 
in the last months of pregnancy. He complained of dragging and 
cutting pains in the right hypochondrium, especially when walking. 
The abdomen was greatly enlarged, especially in the right lumbar 
Tegion, and the appearance resembled that of a large ovarian cyst, 
reaching high up on the right side. The circumference at the 
umbilicus was 147 cm. (58 inches) ; the distance from the ensiform 
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cartilage to the symphysis pubis 61 cm. (24 inches). ‘The lower ribs 
were pressed outwards, and the circumference of the chest manifestly 
increased. A smooth tumour could be felt, but slightly moveable, 
reaching to the left a hand’s breadth beyond the middle line. The 
abdominal walls were moveable over it, but somewhat tightly stretched. 
There was manifest and superficial fluctuation extending to the lumbar 
region on the right side. There was dulness over the surface of the 
tumour, bounded on the right side and posteriorly only by the spinal 
column. Beyond its limits on the left side there was tympanitic 
resonance, except in the region of splenic dulness. No difference in 
the limits of fluctuation or dulness was produced by changes of 
position. The urine was perfectly normal. 

It was thus evident that the fluid was encysted, and that it arose 
from some place deep in the abdomen, since the intestines were 
entirely pushed to the left. The general circumstances made it 
unlikely that it arose from the spinal column, the peritoneum, the 
retro-peritoneal cellular tissue, or that surrounding the kidneys. The 
tumour was found not to move up or down during forced respiration, 
and it was therefore concluded that it was not connected with the 
liver. By a process of exclusion therefore the right kidney only 
remained as the probable source of the tumour. Its long duration, 
and the fair health of the patient excluded the idea that it contained 
pus. Since cysts within the kidney never attain such enormous size, 
and rarely exceed that of a child’s head, the only alternatives 


remaining were those of a hydatid tumour of the kidney and hydrone- — 


phrosis. Since the tumour appeared to be congenital, and no signs of 
hydatid were found in the urine, hydronephrosis was much the more 
probable. | 
On March 4th the tumour was tapped with a siphon trocar half 
way between the anterior-superior spine of the ilium and the 
umbilicus. About 1900 cc. (67 oz.) of a clear pale-yellow fluid were 
drawn off. It had a specific gravity of 1006, and the chief solids 


contained in it were urea and chloride of sodium, with some phos- — 


phates and sulphates, and a trace of uric acid, and creatinin. It was 
therefore identical with dilute urine. The circumference of the 
abdomen was reduced from 147 to 127 cm., but on April 21st it 
had increased again to 135 cm. On this day the tumour was 
again tapped in the same way, and 1200 cc. (42 oz.) of dark 
yellow, somewhat turbid, fluid were removed. There were then 


injected 48 grammes of tincture of iodine, diluted with an equal part — 
of water. After being kept in for five minutes, it flowed away in part — 


only. ‘The fluid removed contained much the same constituents as 


before in respect of urea and salts, but no uric acid could be 
detected, and there was a little albumen. The scanty sediment 


showed some pus and blood corpuscles. The following day the 
patient was somewhat collapsed, and vomited continually. Some 
symptoms of peritonitis followed, and the temperature rose to 38. 
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The urine contained albumen, and its composition was not unlike 
that of the fluid removed from the cyst. At the end of four days 
both the symptoms of peritonitis and the albuminuria had dis- 
appeared. 

By the 18th July the tumour had only slightly increased again in 
size, the circumference of the abdomen at the umbilicus being 80cm. 
There was dulness in the right flank, extending as far forwards as the 
mammary line. It was thought desirable to repeat the treatment, and 
on July 25th the tapping and injection of iodine were performed in 
the same manner as before. ‘The fluid removed measured 1130 cc. ; 
it was clear yellow, and in composition it was similar to. that first 
removed, but contained a trace of albumen. This time no reaction 
whatever followed the operation, and the urine remained normal, 
except that it contained a trace of albumen, like that found in the 
fluid of the cyst. The cyst did not fill again after this, and on the 
18th of November the abdomen was of normal size, its maximum 
circumference being 65cm. Slight dulness could still be detected in 
the right hypochondrium, probably corresponding to the shrunken 
cyst. 

From the fact that the fluid of the cyst contained urea, and that its 
composition was little altered after it had recollected, the author 
draws the conclusion that some secreting structure remained in the 
kidney, and that the obstruction in the ureter, whatever its nature, 
could not have been complete, but must have allowed the passage of 
some fluid, when tension in the sac became very great. This was 
confirmed by the history of the tumour having diminished on one 
occasion after a considerable discharge of urine, and by the occurrence 
of temporary albuminuria after the operation. Reviewing the records 
of similar cases treated by operation, the author finds that nearly two- 
thirds of the patients died soon after, many of them in consequence 
of the operation. Interference has therefore of late been thought 
unadvisable, but he believes that operative treatment should not be 
judged of by this mortality, for some cases recorded as hydronephrosis 
were really pyelitis; others were tapped only in the last extremity, 
after the fluid had become purulent or foetid ; and others were treated 
by frequently-repeated tapping, which could never have any good 
result. Among the cases of cure recorded are one of Spencer Wells, 
in which gastrotomy was commenced under the idea that the tumour 
Was ovarian, and where the edges of the cyst were stitched to the 
abdominal walls ; another in which Simon operated according to his 
method—namely, first to make a double puncture into the tumour, 
‘and afterwards incise it and wash it out daily; and, lastly, two cases 
of Schrotter and Billroth, in which iodine was injected after puncture. 
The author draws the following conclusions :—1. That an operation 
should be undertaken while the patient is in good condition ; 2. That 
simple puncture should only be performed once to assure the diag- 
nosis; 3. That if the fluid is not purulent a second puncture near | 
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the first should be made after a few weeks, and iodine injected, the 
same treatment being repeated if necessary; 4. That if the fluid 
be purulent, Simon’s method of double puncture, incision, and daily 
washing out should be adopted.— Wiener Medizinische Wochenschrift, 
1876, No. 15-22. 





Treatment of Spina Bifida by Elastic Ligature. 
At the meeting of the Société de Chirurgie on May 3rd, 1876, M. 


Mouchet communicated two cases of spina bifida treated by elastic 


ligature. In the first case the tumour was at the level of the sacrum. 
It was first emptied by puncture, and an elastic ligature was then 
applied at the base of the sac. By the twenty-first day the child was 
cured. In the second case the tumour occupied the lumbar region, 
and the elastic ligature was applied immediately after birth without 
any previous puncture. The child died on the eighth day from in- 
testinal troubles, but without any symptoms of paralysis or convulsion. 
Six cases in all have been recorded of this mode of treatment, out of 
which there are three successes, one failure, and two deaths, 
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TWO CASES OF OVARIOTOMY OR SPAYING. 


By E. H. TRENHOLME, M.D., B.C.L. 
Professor of Midwifery and Diseases of Women and Children, Bishop’s College, 


Montreal ; Fellow of the Obstetrical Society of London, Eng., &c. 
CASE ].—Exctston of both Ovaries for L[nterstitial and 
Subperitoneal Fibroids of the Uterus—Successful. 


THIS patient, Mrs. L., of Levis, Quebec, first consulted me 
30th December, 1874. She is thirty-one years old, married 
thirteen years, without children, of dark complexion, and 
very active habits. 

Menstruation began when she was thirteen years old, and 
has always been regular and normal till within the last seven 
years, when her present trouble began with escape of blood 
per vaginam, followed by pains in the womb and the passage 
of a globular-shaped clot of blood. 

For the next three days, smaller coagula continued to 
come away. ; 

From 1870 to 1872, each menstrual flow was preceded 
by severe uterine pains and hemorrhage. Excessive bleed- 
ing was always moderated by the use of cold water vaginal 
injections. | 

In 1872, the neck of the uterus was divided by a medical, 
- gentleman of Quebec, with but temporary relief. 
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In 1874, a medical gentleman of Chicago diagnosed the 
case to be one of acute anteflexion, for which he divided the 
neck antero-posteriorly with slight temporary relief. 

During the last few months the menorrhagia has become 
very much greater, and the uterine tormina intolerable. The 
pains are most severe in the left groin. As soon as the 
hemorrhage has been established the pains cease. 

Present condition—Between the menses the patient is 
free from suffering, looks well, and rapidly regains the flesh 
lost at those periods. 

Menstruation occurs every four weeks, when the patient: 
loses large quantities of blood and becomes very anzmic. 

E:xamination.—There is no tenderness over the abdomen. 
In the median line there is a firm globular tumour extending 
from the pubes to the umbilicus. Per vaginam the finger 
detects the outgrowth from the uterus most perceptible to 
the right side. 

Sound.—Its introduction is somewhat difficult, and gives 
some pain. Depth of cavity 4% inches, and direction of 
canal toward the left side. The uterine pains begin five 
or six days before the menses appear. At first they are 
slight, but gradually increase in severity till just before the 
flow, when they become perfectly intolerable, so much so, 
that death would be joyously welcomed as a relief to her 
agony. 

Diagnosis —The dilatation of the cervix was impracticable 
on account of the suffering caused by the tents. The 
diagnosis rests upon information obtained from the history, 
examinations per vaginam, and external palpation. 

There are probably one or more fibroids subperitoneal or 
interstitial. 

Progressive symptoms.—By attention to diet ane exercise, 
the monthly distress can be considerably decreased. 

The patient is failing in general health through her pro- 
tracted and severe sufferings. 

Heretofore her courage and the cherished hope of finally 
being cured have carried her through her illness. Lately 
she has become despondent, and is fading away under 
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repeated disappointments. Her recuperative powers are also 

much lessened. | 

_ Each month of our patient's existence may be divided in 

three periods :— 

. Ist. The period of uterine disturbance and distress before 
and during the flow. 

2nd. The subsequent period of convalescence. 

3rd. The period of restored health. 

_ The first period, while not increased in length of time, is 
constantly becoming more and more serious. The uterine 
tormina and metrorrhagia are also much greater. 

The second period is becoming markedly prolonged, and 
encroaching with sure steps upon the third period, during 
which alone there is any enjoyment in life. 

From present indications the third period will shortly 
cease, and leave the patient a ARB invalid for her few 
remaining days. 

_ Treatment—As tents could not be borne, the os was 

freely divided anteriorly, after which the sponge tents were 
borne with difficulty, and access gained to the cavity of the 
organ. The tissue over the lower fibroid to the right side, 
was freely cauterized by potassa to induce enucleation. 
Two days after this (23rd January, 1875), the menses came 
on without pain for the first time in six years. The flow 
lasted three days, after which there was a perceptible decrease 
in the size of the uterus. The patient was very hopeful that 
a cure had been effected. The presence of the fibroids, how- 
ever, precluded the entertainment of my patient’s convictions. 
As was predicated, the next monthly flow (February) came 
‘on with a return of the pains, but less severe than before. 
The knife, and potassa fusa, once more gave relief, as they also 
did at the next period, in March. My patient now returned 
home and passed the summer at the seaside, where she 
gained much in flesh and strength. 

On ist September, 1875, she returned to Montreal, as 
menstruation had been painful during the past three months. 
Upon the 7th September the menses set in with very severe 
i, and had to be relieved by dividing the neck of the uterus 
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with the knife. . As usual the flow lasted three days. By. 
the 17th the patient’s health had so far recovered that it was 
determined to attempt enucleation with the finger after 
dividing the neck freely with the knife. 

With: the assistance of my friend, Dr. Kennedy, the 
patient was anesthetized, and the neck entirely divided by a 
sharp bistoury inserted in the cul-de-sac, and cutting toward 
the canal. The neck was then dilated, and the fibroid divided 
to the extent of about three inches long by three-quarters of 
an inch deep. It was now possible to introduce two fingers. 
into the cavity of the uterus, when every effort was made to — 
secure enucleation, but to no purpose. The divided surfaces 
were then freely cauterized by potassa fusa. 

Great shock followed this operation. The following night: 
she was very restless, and the next day was somewhat 
amnesic, and had also slight epileptoid convulsions. The 
condition of the pupils showed there was some cerebral 
irritation. 

The unfavourable symptoms following this operation were 
quite as severe as might be expected after ovariotomy. 

Much had been ventured in the hope of removing the 
fibroid, and it was decided not to attempt its enucleation by ~ 
force again. The patient was placed upon ergot to test its” 
powers to expel what the finger could not remove. This. 
operation, like all the previous incisions of the neck, was fol- 
lowed by temporary relief, but the patient was obliged to 
return once more to my Care. ; 

December 20th—Menses began with slight pains, which 
became so severe on the following days as to require division - 
of the neck. The period of convalescence was much pro-- 
longed, and her return to health delayed by an attack of. 
“dumb-ague.” 

As I was satisfied that my patient could not live much— 
longer unless relieved, it was at her request I determined to- 
remove both ovaries. This operation was selected as more 
safe than excision of the uterus, in the hope that probably” 
the menses would cease, and that the fibroids would remain 
quiescent, as they often do when such patients reach the age 
of forty-five. It was desired to make the patient, who is 
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thirty-two years old, forty-five without waiting for Father 
Time to accomplish it. 

Operation—The operation was undertaken 1 3th January, 
1876, seven days before the next menstrual period. With 
the most able assistance of my friend Dr. Fuller, the patient 
was placed under the influence of chloroform, and the anzs- 
thesia continued by ether. The abdomen was opened in the 
median line, to the extent of about five inches, between the 
‘pubes and umbilicus. The ovaries were found low down in 
‘their normal position, and not above the brim of the pelvis, 
as the position of the uterus and fibroids would lead one to 
‘expect. 

After some trouble, the ovaries and Fallopian tubes were 
brought to view, ligated separately and separated with the 
‘scissors. The ligatures used were of carbolized white dress- 
‘makers’ thread, No. 20. The incision was closed by three 
deep hempen and four superficial horsehair sutures. Car- 
bolized lint was placed over the united surfaces, and held zz 
situ by adhesive plaster. There was no vomiting after the 
‘operation. There was some pain felt up to four P.M., when she 
‘Was easy up to seven P.M., after which she slept half an hour. 

Fanuary 14th.—Passed a good night; slept most of the 
time. At five A.M. she voided eight oz. urine. During the 
day was troubled with pyrosis and neuralgic pains down the 
left leg. Acslight hemorrhage occurred per vaginam. Even- 
‘ing: On examination, edges of wound were found united 
by first intention. Passed her urine again with difficulty. 

152.—Flatus troubles a little, but is relieved by injections 
per anum. All else well. 

16¢#.—Removed the deep sutures and changed the bed 
linen. Doing very well. 

17th.—Feels well, and enjoyed some oyster soup. A 
light-coloured watery fluid flows from the womb. 

20¢4.—Is troubled with neuralgic pains, the result of 
‘catching a cold last night. All else going on as favourably 
‘as possible. 

25¢i.—Dressed and sat up yesterday. Went out for a 
‘sleigh drive, and enjoyed it very much. From this date for- 
ward the patient rapidly gained in flesh and strength. 
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february 2nd.—lIs so well that she goes home by railway, 
180 miles. 

The accompanying dia~- 
gram gives the variations 
in temperature and pulse : 

Flistory since Opera- 
tion.—On 20th February, 
the timethe menses should 
appear, she writes, “I be- 
gan to realize some fulness 
in the womb. I had no 
pains. On 22nd, in the 
evening, I felt a flush to 
my head. Next morning, 
while at breakfast, felt a 
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20ti.—To-day, at the 
menstrual period, he- 
morrhage occurred again, and continued for one day very 
copiously. No pains. | 

April 16i4.— Four days before the time had slight 
pains and sensation of congestion of the womb, followed 
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by the escape of a small coagulum of blood and hemor- 
rhage. 

The bleeding was promptly checked by the use of mavage S 
solution, alternately with a solution of alum. 

19¢4.— Hemorrhage occurred again, but was finally 
checked, as before, by injections. 

May 26th.—Having waited six days and no hemorrhage 
occurring, the patient took a walk of several miles up and 
down some very long and steep hills without causing any 
flow. 

During the past few weeks has gained much in flesh 
and strength. She writes now very confidently of having 
obtained a perfect recovery, which now at last seems well 
assured, 

Remarks.—Any method of treating successfully interstitial 
and sub-peritoneal fibroids, short of excising the uterus, is 
worthy of our best attention. 

The hope of being able to cause the atrophy of these 
growths has led to the employment of various remedial 
agents, that have hitherto, unfortunately, obtained but little 
success. 

Ergot injected hypodermically has of late been much em- 
ployed. From the action of this drug we can expect benefit 
only when these tumours are situated under the mucous 
membrane. 

Time is also an important factor when giving a prognosis 
in serious cases. 

If near the climateric, and the tumour is troublesome only 
at the monthly molimen, we know that when that period has 
been safely passed there is frequently no further serious in- 
convenience. Such cases where the tumour is of the simple: 
fibroid character (not fibro-cystic) are very hopeful. 

These facts led me to hope that, in suitable cases, the 
removal of the ovaries would arrest menstruation, check the 
periodical congestion of the uterus, and allow the growth to 
remain quiescent without causing further trouble. | 

The operation just detailed was performed with the object 
of testing this view. The fact that it has been successful 
induces me to place it before the profession as a hopeful 
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method of dealing with serious cases where excision of the 
uterus is impracticable. 

The fact that cases are upon record (some eight cases 
being related by my esteemed friend Dr. Fordyce Barker) 
where the monthly flow continued after excision of both 
ovaries, is not enough, to my mind, to deter from the 
operation. 

There is need of observation as to the character of the 
flow in these cases. 

In my case the flow was purely hemorrhagic, and would 
have been examined microscopically had it not ceased 
before opportunity permitted. 

I am much inclined to question the presence of decidual 
débris in the flow, as I believe it will be found that the 
presence of one or both ovaries are necessary for mzdation 
and denidation. 

If this view is correct, such hemorrhages should be 
treated as if occurring in other parts of the body, and 
promptly arrested by astringents applied locally. 
| This plan of treatment was, in my case, followed by no 
unfavourable results, such as would undoubtedly have 
occurred had the flow been really menstrual. 


Case IIl.—Excision of the Left Ovary for Chronic Obphoritis 
with Displacement— Unsuccessful. 


- The patient in this case, from whom the left ovary was 
removed, is twenty-eight years old, seven years married, and 
the mother of two children, the younger of whom is very 
delicate. 

When thirteen years old menstruation began, and has 
always been accompanied by pain. The patient is of feeble 
constitution, of slight build, but well formed. | 

Her present troubles began shortly before marriage, and 
have continued almost constantly up to the present time— 
December, 1875. 

_ Dyspareunia has always existed, but sometimes is so severe 
as to preclude sexual congress. 
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. Different medical men have had her under local and con- 
stitutional treatment for uterine disease without benefit. 

There have always been pains in the left groin, also occa- 
sional severe pains down the left leg. Various forms of 
pessaries have been tried to keep the uterus well up in the 
pelvis, but could not be tolerated. 

There is an anxious expression of countenance, indicative 
of much prolonged suffering. 

The pains in the groin and down the leg are never alto- 
gether absent, though at times much increased. Her physical 
condition is such as to prevent her exercising in the open 
air. Appetite is indifferent, sleep unrefreshing, and the 
bowels apt to be constipated. 

' Vaginal examination shows the cervix deeply fissured on 
right side, and though union has taken place, in part, there 
is a very noticeable absence of muscular tissue. 

The uterus is of normal size, but low in the pelvis. On 
examining its posterior surface and cavity of pelvis, a small 
olive-shaped body is detected, which is exquisitely sensitive. 
Pressure upon this body excites the neuralgic pains alluded 
to, and almost causes syncope. This body is movable and 
in the recto-vaginal cul-de-sac. The left ovary could not 
be found in its normal position, while the right ovary was 
normal in situation. I concluded, therefore, that the case 
was one of chronic odphoritis, with displacement. 

Prognosis—The nature of the case and the failure of 
medical treatment gave no hope of relief short of excising 
the displaced and diseased organ. 

It was hoped that the removal of the source of the 
troubles would effect a cure. | } 

The dangers connected with operation and the reasons 
why it was proposed were explained, when the patient 
decided to have the operation performed. 

Operation— Fanuary 29th, 1876. With the assistance of 
Drs. Hingston, F. W. Campbell, and Fuller, the patient was 
anzsthetized by chloroform, and the insensibility continued by 
ether. The posterior cul-de-sac was exposed to view by a 
Sims’s duck-bill speculum, and the vaginal wall divided to the 
extent of about three-quarters of an inch in the median line 
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longitudinally. Scarcely a drachm of blood was lost during 
the operation. On passing the finger through the incision, the 
ovary was easily felt through the peritoneum ; the knife was 
introduced, and the point passed through the peritoneum ; 
after which the ovary was grasped by the finger, brought 
through the wound external to the vulva, when the ligament 
of the ovary was ligated with hempen thread and divided 
by the scissors. 

The stump of the ovarian ligament was returned, and a 
pledget of lint placed in the wound to keep it patent for the 
escape of any fluid that might be effused into the cavity of 
the pelvis. 

About two hours after the operation the tent was removed, 
as it caused a good deal of pain. At 8 P.M. drew off ten 
ounces of normal urine. Turpentine stupes were placed on 
the lower part of the abdomen, as slight pains were felt in 
the region of the uterus. 

Fanuary 30th.—Slept well nearly all night ; rests well in 
any position ; enjoys food ; drew off urine morning and night. 

31s¢—Slept quietly, and had a good night. Got out of 
bed alone, and passed large quantity of urine ; no trouble 
anywhere. | 

February 2nd.—Doing well; wound united; no pelvic 
effusion. 

From this time the patient was as well as if no operation 
had been performed. 

The accompanying table of pulse and temperature show 
very slight departure from the normal condition. The pulse 
never rose above 88, while the temperature did not exceed 
at any time 99°5. 


Feb. 
I 


2 5 


Jan. 29 30 31 


99° 





° 


of Satentuamlesecealaaiitd 
Pulse 88 86 86 76 O47 72 


With regard to subsequent history of this case, I have 
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but little to remark. The object for which the operation 
was performed has not been attained. But little benefit has 
resulted, the only thing acknowledged being removal of the 
dyspareunia. 

The general health of the patient, however, is very poor 
indeed, and I am not without hope that she will be relieved 
of her neuralgia of the ovarian and utérine nerves when her 
health has been restored. 

I do not despair of success in similar cases to this one 
when the diseased organ is removed before the neives sup- 
plying it become profoundly altered or diseased. 

The ovary removed was somewhat enlarged, and the 
normal ovagenic layer was replaced to a great extent by 
dense fibroid tissue. 





ON THE METHOD OF OPERATING FOR VESICO- 
VAGINAL FISTULA: 


BEING A COMPARISON OF BOZEMAN’S OPERATION 
WILT DHAT, OF -THE. AUTHOR. 


By the late Prof. Simon, of Heidelberg. 


IN the autumn of 1874 Herr Bozeman of New York came 
to Heidelberg, in order to make himself acquainted with my 
method of operating for vesico-vaginal fistula, and to 
instruct us in his. I had wished much for the opportunity 
of seeing for myself Bozeman’s method of operating, and 
deriving from it as much profit as possible, and I therefore 
proposed that, to secure a practical comparison of our respec- 
tive methods, we should meet together, and both of us ope- 
rate on a series of cases, each after his own plan. All the 
operations were performed in the hospital before the students 
and assistants—several in the presence of our distinguished 
confréres Spencer Wells and Koberle. The after-treatment 
which Bozeman considered necessary in his cases was carried 
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out by himself, with the help of my assistants, who followed 
his directions in the most exact manner. 

Our methods differ from each other in very essential 
points. While I operate on the patients in the supine posi- 
tion, with the buttocks much raised (an exaggerated litho- 
tomy position), Bozeman makes use of the knee-elbow posi- 
tion, in which he fastens the patient. While I endeavour 
to draw forwards the parts bordering on the fistula, whenever 
this can be attained, Bozeman performs the operation while 
the parts remain in situ. While Bozeman pares the edges 
for the most part with scissors, I operate almost exclusively 
with the knife. While Bozeman employs avery complicated 
wire suture, I use a simple knotted suture of silk thread ; 
and while Bozeman in the after-treatment keeps a catheter 
permanently in place, and often gives large doses of opium, 
I enjoin no measures of precaution whatever, but allow the 
urine to be passed at pleasure, and permit the patient to 
leave her bed even on the second or third day, if she pleases. 
Even in cases in which a preparatory treatment is necessary, 
in order to render the fistula accessible to the instruments 
with which the operation is to be performed, I make choice 
almost exclusively of a rapid preparation, immediately before 
the operation ; while Bozeman in all these cases prefers the 
gradual preparation. 

The cases operated on by me were the following : 


CASE I.—A Russian woman, twenty-two years of age, of 
small stature, was the subject of a very large fistula. The whole 
base of the bladder as far as the os uteri, and the upper part 
of the urethra, were deficient ; of the latter only a length 
of 2%? cm. remained. The aperture extended to the sides of 
the vagina, and upwards into the lateral culs-de-sac. The 
bladder was prolapsed as far as the entrance of the 
vagina. In Berlin one operation had been performed 
without success. 

I had left to Bozeman and to Spencer Wells, who was 
staying several days at Heidelberg, the choice whether I 
should operate upon this great aperture, or upon a fistula 
measuring only from 1} to 14 cm. in diameter, which was 
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equally at our disposal. Both gentlemen preferred to see 
the operation on the large aperture. 

The loss of substance could in this case only be remedied 
by drawing the uterus forward, and making use of it to close 
the aperture. By using some force I was able, with a fine 
pair of Musseux’ forceps, so to draw forward the anterior lip 
of the os uteri, that it came into contact with the urethra. I 
pared the edges (including at the posterior margin the 
anterior lip of the os), a proceeding which involved any 
great difficulty only at the posterior angles, and brought 
them together with eleven sutures. The line of union formed 
a semicircle convex forward. On the first day only the 
urine had to be drawn off by catheter, from the second day 
onwards the patient was able to pass it at pleasure. On 
account of the extent to which the bladder was involved in 
the incisions, and the tension of the parts united, spasmodic 
pains in the bladder arose, which did not cease until towards 
the fourth day, and for the first ‘two days there was a frequent 
recurrence of vomiting. Between the fifth and eighth days 
the sutures were removed. The aperture was closed with 
the exception of a small fistula about as large as a pea at 
the point of union of the anterior lip of the os with the 
urethra. This small fistula was afterwards operated on by 
Bozeman. (See Bozeman’s second case.) 


CASE I].—The patient was a woman fifty-six years of age, 
in whom, six years before, an almost complete obliteration of 
the vagina had occurred, after a difficult labour. This I had at 
the time rendered complete, by closing a transverse opening 
about 1 cm. long in the cicatricial septum. The operation 
was successful, and perfect continence was the result. 
Already ‘at the time of the first operation she was suffering 
from what was diagnosed as pyelitis calculosa, and this had 
progressively increased ever since that time. The urine~ 
always contained a large quantity of pus, and was very fre- 
quently ammoniacal. Stones had also formed, small frag- 
ments of which had been passed at different times by the’ 
urethra. At length, half a year before the date of her: 
admission, a stone had ulcerated through that part of the 
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wall of the bladder and urethra which lay in front of the 
septum closing the vagina, and had produced a fistula as 
‘large as a cherry. The patient was much reduced by fever, 
loss of appetite, pain, and sleeplessness ; but she urgently 
desired an operation, in order to be relieved from the distress 
caused by the incontinence of urine. I allowed myself to 
be persuaded to operate, pared the edges longitudinally to 
within 1% cm. from the orifice of the urethra in front, 
carrying the incisions posteriorly through the cicatricial 
septum, and united the fistula by six sutures, three deep and 
three superficial. After the operation the fever increased, 
rigors set in, and six days after the patient died. The 
united edges had again separated. 

The autopsy showed that the left kidney had been con- 
verted into a large pus-containing sac, and that the right 
kidney also had been in great measure destroyed by suppu- 
rative pyelitis. In the left ureter a calculus was impacted. 


CasE III—The fistula was in the upper third of the 
urethra, about 2cm. distant from its orifice. The fistula 
presented a transverse slit, which was only }cm. broad, but 
2cm. long. The vagina was at this spot so narrowed that 
the points of two fingers could scarcely be passed through it. 
The opening lay in a deep pit in the walls of the urethra and 
bladder, which was drawn in towards the arch of the pubes, 
and was firmly adherent to it. The edges of the fistula 
were very thin. The cicatricial narrowing of the vagina: 
extenaed longitudinally more than $cm. The operation for 
transverse obliteration of the vagina had formerly been per- 
formed on this patient by a German surgeon. I had again 
separated this obliteration, in order to close the fistula itself, 
since it appeared not impossible to cure it. 

With a view to the operation, I wished to divide the ring- 
like contraction of the vagina, and immediately afterwards 
operate on the fistula, as I had always done in such cases. 
Bozeman, however, thought that the result would be very 
doubtful if the gradual dilatation of the vagina were not 
previously undertaken, and offered to carry out this dilata- 
tion in a fortnight. He divided the cicatricial bands with 
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the knife, and introduced soft dilators of india-rubber and 
gum-elastic. The patient, however, suffered from them the 
most frightful pain in the vagina, the hypogastrium, and the 
loins, and was attacked by such a high degree of fever, 
accompanied by rigors, that we saw her health to be seriously 
threatened. On this account, after a treatment of six con- 
secutive days, the use of the dilators was abandoned. After 
the patient had recovered, the contraction of the vagina 
appeared to be almost as marked as before the attempt at 
dilatation. At the same time we ascertained that in the 
neighbourhood of the anterior lip of the os uteri a new very 
small fistula had been formed. This fistula had probably not 
arisen from ulceration set up by the use of the dilators, but the 
dilator had rather torn asunder a small cicatrix which was in 
this situation. No trace of ulceration was to be seen. A 
renewed trial of the gradual dilatation I did not consider to 
be admissible, nor, according to my experience, necessary. 
Before the operation, I divided with the blunt-pointed knife 
the cicatrices which caused the narrowing of the vagina, and 
especially cut through the bands, which at both sides firmly 
fixed the angles of the fistula to the bones, I then pared 
the in-drawn edges of the fistula very broadly, and united 
them by five sutures. The sutures were removed between 
the fifth and seventh days. The fistula was closed, except a 
very small transverse slit in the midst of the cicatrix. J] 
prophesied that this small fistula would very probably heal 
spontaneously, because it lay between very deep margins. 
On the tenth day the patient was attacked by a catarrh of 
the bladder, which lasted fourteen days, accompanied by 
considerable fever and pain in the kidneys. After four weeks 
these symptoms had vanished, and an examination showed 
that the small opening had closed, and thus the whole fistula 
was completely cured. In the following summer I operated 
on the small fistula by the os uteri which had arisen during 
the gradual dilatation, and closed it by two sutures, with a 
successful result. 


CASE IV.—A patient, twenty-six years of age, had a 
transverse fissure in the upper part of the urethra, at the 
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point of union of the urethra with the bladder, accompanied 
by very marked contraction of the vagina. The fistula lay 
in a deep pit formed by the drawing-in of the walls of the 
urethra and bladder, situated at a somewhat greater distance 
from the orifice of the urethra than in the former case— 
namely, one of about 24cm. The vagina was narrowed by 
cicatricial bands at the position of the fistula, and fixed by 
adhesion to the bones at each side. About +cm. behind 
the fistula began a thick cicatrix, reaching to the os uteri, by 
which the vagina was almost completely closed. Only on 
the right side could the sound be passed through a narrow 
canal into the neighbourhood of the uterus. The extent of 
the fistula in a transverse direction was about 2 cm., longi- 
tudinally only $cm. Its margins were adherent to the arch 
of the pubes, and on this account could with difficulty be 
laid open to view. The angles of the fistula especially were 
deeply buried in indurated tissue. In this patient also 
Herr Bozeman first made an attempt to dilate the vagina 
for me. After division by te knife of the adhesions 
nearly as far as the os uteri, dilators were daily applied ; 
but in this case also the result was a negative one. The 
pains became unendurable, and as early as the second day 
fever set in, which soon after reached such a degree that 
towards the fifth day we were obliged to remove the dilators. 
When the febrile symptoms had subsided, the adhesions 
were found to be almost as firm as ever. I decided then 
on performing. the operation without previous gradual | 
dilatation of the vagina. By several deep incisions with the 
knife posteriorly and on both sides the cicatrices above the 
fistula were so widely separated that it was possible with 
retractors to bring into view the margins of the fistula, which 
were much thinned. I then pared very broadly the margins, 
and the deep pit in the walls of the urethra and_ bladder. 
The union was effected with six sutures. The application 
of these was very difficult, especially at the left angle. 
Immediately after the patient was placed in bed some of the 
urine escaped involuntarily, and this escape did not after- 
wards cease. The sutures were removed between the fifth 
and seventh days, and we then saw the urine flowing away 
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from the left angle of the fistula. No opening was to be 
found, because we did not dare to separate the folds between 
which the fistula lay. At length, towards the fourth week, 
we found a very small opening quite at the left extremity of 
the fistula, which elsewhere was completely healed. This 
lay beyond the point of application of the last suture, and 
had therefore never been closed. Thus was explained the 
involuntary escape of urine, immediately after the patient 
was placed in bed. Unfortunately I had neglected to test 
the closure of the fistula on the operating table by injecting 
water into the bladder. Had I done this the small opening 
would have been discovered and closed. 

In the course of the summer of 1875 I operated twice 
more on the small remaining fistula. On the first occasion 
the closure was not effected, because again the sutures were 
not applied with sufficient exactness, for immediately after 
the operation the urine again escaped involuntarily. At the 
second operation a complete cure was effected. 

Bozeman performed the following operations :— 


CASE I.—A patient, about thirty years of age, had a fistula 
situated in the anterior vaginal cul-de-sac, which measured 
about 1% to 2 cm. in diameter, and admitted the passage of 
the forefinger. Its posterior margin was formed by the 
anterior lip of the os uteri. It lay in the middle line, and 
was tolerably easy of access, because the vagina could be 
dilated very readily. After bringing the fistula into view in 
the knee-elbow p> ‘tion, Bozeman incised the anterior edge 
with the knife, the posterior with scissors, and enlarged the 
Opening to a «onsiderable extent, paring the edges very 
broadly. These were united by five sutures in a transverse 
direction, and the anterior lip of the os thus united with the 
septum between vagina and bladder. On the eighth day the 
stitches were removed. In the division of the ends of the wire, 
which were secured by perforated shot, one loop of wire 
became so retracted within the tissue that it could not be 
secured. The fistula was completely closed ; the loop of wire 
still remains. The allowing of a piece of wire to remain 
Bozeman regards as altogether harmless. I have had, how- 
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ever, to crush a stone in the bladder, whose nucleus was 
formed by a loop of wire. Theloop had been left behind in 
an operation for vesico-vaginal fistula, performed a year 
before. 


CASE II.—Bozeman operated on the small fistula, which 
had remained after my first operation. It lay at the place 
of junction of the septum between urethra and vagina, which 
was now only 24 cm. in length, with the anterior lip of the 
os uteri, which was here united with the urethra. The 
anterior margin was pared with the knife, the posterior 
margin and the angles with scissors. The fistula was closed 
by three sutures, two of which lay on the right and one on 
the left of the urethra. The whole operation, at which 
Koberle of Strasburg was present, had lasted only thirty- 
five minutes, apart from the time occupied in fastening the 
patient and administering chloroform. The edges were 
incised in an oblique direction, the os uteri very broadly, to the 
extent of about 'to14cm. At the anterior margin also, the 
incised vaginal wall near the urethra had the breadth of one 
cm., and that of the urethra itself one of a quartercm. The 
fistula was considerably increased in size, and of the urethra 
only a length of 14 cm. now remained. The incisions were 
made in entirely sound tissue, and it was therefore to be 
expected that union would take place. For the first few 
days no urine escaped. On the fourth and fifth days the 
patient was attacked by cystitis; the urine, previously clear, 
became turbid and mixed with mucus. When Bozeman 
removed the sutures on the seventh day, the urine escaped from 
the right angle of the fistula, and, on examination two days 
after, the fistula was found to have separated again in its 
entire extent, and to have become so large that the finger 
could be easily passed through it. 

The further history of this patient was the following. On 
account of the greatly increased loss of substance, and the 
reduction of the length of the urethra to 14 cm., the result of 
a repeated operation would naturally be much less hopeful 
than that of the former one, and it might be confidently pre- 
dicted that even if the fistula were successfully closed, incon- 
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tinence would remain. The conditions would be especially 
unfavourable if the edges were again pared after the manner 
of Bozeman, and yet another considerable portion of the 
urethra cut away. Nevertheless, Bozeman assured us that 
he could cure the fistula and also restore continence. I begged 
him therefore to repeat the operation. Bozeman, who was 
then obliged to leave, promised to return in the summer 
and perform the operation. I kept the patient in the 
hospital the whele summer and autumn until October, 
1875, and sent Bozeman several special invitations to come 
again with a view to this operation. Unfortunately circum- 
stances would not allow him to pay a second visit. I was 
therefore obliged to perform the operation myself. 

I incised the cicatrix left by the former great aperture 
very freely as far as the lateral vaginal cul-de-sac, in order to 
render the uterus more moveable, pared the edges very care- 
fully, drew the uterus still further forward, and fixed it with 
six sutures to the anterior incised margin. The urethra was 
united to the os by a central stitch, while the other stitches 
carried deeply at each side of the urethra united the uterus 
to the vaginal wall, and drew it towards the vulva. When 
the sutures were removed on the fifth and sixth days, it was 
found that only half of the margins had united. Doubtless 
the great tension caused this want of success. 

At the following operation I again divided the united part 
of the fistula, and, as in the preceding one, the cicatrix of 
the great aperture widely towards the lateral culs-de-sac. 
The anterior margin of the fistula was pared very superficially 
and obliquely, so that of the whole thickness of the wall of the 
urethra only 2mm. were removed. The union was effected 
by eight sutures, two of which united the urethra with the os 
uteri. On this occasion I was not content with combating 
the tension by deeply-placed sutures in the neighbourhood of 
the urethra, but I also set free by incision the urethra from 
the arch of the pubes, and incised the sides of the cervix, 
after Jobert’s method, to the depth of 13 cm., to render the 
anterior lip of the os moveable. This time complete union 
was secured. But continence of urine was only perfect in 
the supine position. In walking and standing the urine 
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began after from a quarter to half an hour to escape involun- 
tarily. The length of the urethra was 1} cm. at most. 


CASE III.—A woman, thirty-eight years of age, had a 
fistula in the left vaginal cul-de-sac, large enough to admit 
the tip of the forefinger. It formed a transverse slit, 
14 cm. long, and $.cm. broad. In front of the fistula the 
vagina was contracted by a thin cicatricial band, but not 
to a great extent. The edges of the fistula seemed to be 
adherent to the bones. J endeavoured to expose the fistula 
in the supine position which I usually adopt, but found that 
this could not be very completely effected. I thought that 
it was very inaccessible, and that the peritoneum might easily 
be injured by the incisions or the sutures. I expressed the 
opinion that an attempt should be made under chloroform, 
after incision of the cicatricial bands, to bring the fistula 
into view, but that, in case this should fail, it might be neces- 
sary to leave the fistula itself, and close the lateral cul-de-sac, 
including the os uteri, as I had done in one case. By this 
means any danger to the peritoneum would be avoided. I 
made, however, no further attempt at exposing the fistula, 
but handed over the patient to Bozeman for the operation, 
in order to see how he would expose the fistula in the knee- 
elbow position. 

Bozeman carried out the preparatory treatment by first 
incising the cicatrices, and then introducing dilators. No 
very deep incisions were necessary, and the cicatrices readily 
yielded to dilatation. At the end of ten days the operation 
was performed, and I saw that the fistula was brought very 
well into view in the knee-elbow position with Bozeman’s 
. speculum. Nevertheless, it was very different to reach it 
with instruments. Paring the edges occupied more than two 


hours, and the size of the fistula had to be very greatly in- 


creased to complete the incisions at the left angle. There 
was the same difficulty in passing the sutures, five in number, 
and this process occupied 24 hours. The whole length of 
the operation was, therefore, 44 hours. As after-treatment, 


large doses of opium were administered, and a catheter was 
kept permanently in place. On the eighth day Bozeman him- 
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self removed the sutures. The original fistula was healed, 
but immediately in front of the os an opening remained through 
which, when the patient left the hospital three weeks 
after the operation, the tip of the forefinger could be passed, 
which was as large therefore as the original fistula; The 
condition of the patient was so far improved that the remain- 
ing fistula was in a far more accessible situation, and_there- 
fore easier to cure. Owing, however, to the severity of the 
operation and of the after-treatment, the patient was so re- 
duced in strength that she could not immediately make up 
her mind to any further operation. Up to the present time 
she has not returned to Heidelberg. 

In estimating the results of the two methods of operation, | 
we must set aside altogether my second operation. The 
patient was suffering at the time of the operation from severe 
suppurative pyelitis, and to this she succumbed. The autopsy 
showed that the substance of both kidneys was almost com- 
pletely destroyed, and that a stone was still impacted in one 
ureter. Under these circumstances, which could not have 
been recognised in their full extent before the operation, the 
patient, as Bozeman himself admitted, would have died 
under either method of operation, and the fistula would have 
separated again. 

There remain therefore three cases of each method for 
comparison. My results were the following :—In the first 
case a small fistula about the size of a pea, or about a 
twenty-fifth part of the line of union, remained open. In the 
second, after the spontaneous closure of a small remaining 
‘fistula, which took place from three to four weeks after the 
operation, complete cure was attained ; and in the third, the 
fistula was closed with the exception of a small spot at its 
left angle, which lay beyond the sutures. 

Bozeman attained a complete cure in his first case; in 
his second the whole fistula reopened, and the patient be- 
came incurable; and in the third about four-fifths of the line 
of union were closed. 

My results are therefore absolutely, and, as we shall pre- 
sently see, also relatively better than those of Bozeman. For 
even if we set down the small fistula, which remained in my 
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fourth case, to the account of the method of operating, and not 
of my carelessness, this formed only about the fifteenth part 
of the line of union. On this assumption we have to set 
openings of one-twenty-fifth and one-fifteenth part of the line 
of union in my cases against a total failure, and an opening 
of one-fifth of the line of union. In order, however, to arrive 
at a right judgment on the advantages of one method over 
the other, it would be necessary, the number of cases being 
so small, to take into account the quality of each—that is to 
say, we must see what difficulties impeded the execution of 
the several operations, and the process of cure after the 
operations were completed. 

The execution of the operation may be impeded by an 
inaccessibility of the fistula of such a degree that the paring 
and uniting of the edges can be only imperfectly accom- 
plished. With the large aperture in my first case, it was 
only at the furthest angle that I had to overcome diffi- 
culties, which prolonged the operation indeed, but did not 
prevent its accurate accomplishment. In the third case band- 
like adhesions impeded the execution. These were divided, 
and the hindrance thereby avoided. In my fourth case also 
the incisions and insertion of sutures were rendered very 
~ difficult by the position of the fistula in a deep fold, firmly 
adherent to the bones; and this difficulty brought about the 
result, that a small spot at the left angle was not included in 
the suture, and remained open. But the success of the 
later operation showed that I might have rendered the 
parts completely accessible. 

In Bozeman’s cases the first two fistulae were very easy of 
access, the last, on the contrary, very difficult. It lay in the 
left vaginal cul-de-sac, and so high up that I was led, after a 
superficial examination, to speak of the possibility of being 
obliged to have recourse to obliteration of the vagina. 
Bozeman, however, after a gradual dilatation of the vagina, 
and a very troublesome operation lasting four and a half hours, 
succeeded in making incisions and inserting the sutures in an 
exact manner. In all six cases accessibility was so far 
secured that the first essentials for the cure of a fistula—the 
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incisions and the sutures—were such as fully to content the 
operator. 

As hindrances to the healing of the incisions the following 
may be mentioned :— 

1. The unusual size of the aperture. In my first case the 
defect extended over the whole septum between vagina and 
bladder, even to the lateral cul-de-sac, and also to the wall of 
the urethra. The uterus could indeed be drawn so far for- 
ward that the anterior lip of the os came into contact with 
the remnant of the urethra, but the tension thereby pro- 
_ duced was considerable, and the line of union very long. My 
two other fistulze were transverse slits of moderate size. In 
Bozeman’s cases the size of the fistule could cause no diffi- 
culty. The largest had the moderate dimensions of about 
13cm. longitudinally, and 2 cm. transversely. Of the two 
others, one was about the size of a pea, the other admitted 
the tip of the forefinger. 

2. The fact of the urethra being involved. Fistulee which 
involve the urethra are far more difficult to cure than those 
which lie higher up, provided that the latter can be rendered 
accessible to instruments. For not only is the wall of the 
urethra far thinner than that between vagina and _ bladder, 
but, to secure continence, it is necessary to spare tissue as 
much as possible, a consideration which has not to be taken 
into account in fistulae which lie above the urethra. The 
greater is the loss of substance of the urethra, the more diffi- 
cult is the cure, because the thickness of the muscular coat, 
and with it of the whole wall, diminishes from above down- 
wards, and the danger of incontinence increases. With a 
length of the urethral wall of 3 cm., which is nearly equal to 
the normal length, the prognosis is still fairly favourable. 
With a defect which reaches to a distance of 24 cm. from the 
orifice, there is already reason to fear that if the incisions are 
carried at all far forward (as to a distance of 4 or $cm.), 
union may fail on account of the thinness of the margins, or, 
if not, continence may not be secured. 

In all my cases the urethra was involved. In the first, a 
length of 2? cm. of it remained; in the third and fourth 
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the fistulz lay in deep transverse folds, distant only from 2 
to 2$cm. from the meatus. Of Bozeman’s cases, the urethra 
was defective only in the second. In that it had a length of 
24 cm. 

3. Cicatricial contractions and adhesions of the vagina 
immediately at, or in the neighbourhood of, the margins. In 
the third and fourth of my cases these hindrances were pre- 
sent. In the third there was a band-like contraction, 14 cm. 
broad, above the fistula ; in the fourth the vagina was obli- 
terated from the posterior margin of the fistula up to the 
os uteri, with the exception of a narrow canal. If such 
cicatrices are divided by knife or scissors immediately before 
the operation, in order to render the fistula accessible, or its 
edges moveable, it is possible that in uniting again they may 
cause so much tension upon the margins, that the fistula 
opens again at the end of six or seven days. This is espe- 
cially to be feared if there is a strong tension to overcome 
at the time when the sutures are fastened, and in an earlier 
case I have myself observed separation to take place under 
such circumstances. Bozeman, in both my cases, regarded 
the cure as very difficult without a preparatory treatment, 
and sought to prepare the parts for my operations by gra- 
dual dilatation after incision of the prominent bands. When 
this attempt had failed, I undertook the operation neverthe- 
less, trusting that my mode of paring the edges and insert- 
ing the sutures would be a sufficient*guarantee against the 
effect of these disadvantages, especially since the edges 
could be brought together without tension. I divided the 
cicatricial bands, so far as they interfered with the operation, 
united the margins, and attained a successful result. 

Bozeman in his third case only found a small band of 
adhesions narrowing the vagina. This he removed by gra- 
dual dilatation before the operation, so that it could have 
no effect in hindering union. 

4. Neighbourhood of the ureter, or opening of its mouth 
on the margins of the fistula. This circumstance appears to me | 
to be no hindrance to the cure, but I mention it here, since 
Bozeman thinks otherwise, and, in his third case, ascribes to 
it the opening which remained, assuming that this was due 
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to the ureter being included in the suture. But even allow- 
ing it to be a hindrance to cure, it cannot possibly have been 
the cause of the fistula which remained in Bozeman’s case 
described above. For this lay immediately in front of the 
os uteri, and at least I cm. distant from the ureter. The 
- orifices by which the ureters open into the bladder corre- 
spond to points in the vagina distant about I cm. outwards 
from the outer edge of the os uteri, and about + cm. in front 
of it. Hence in this case the ureter might far more 
easily have been included in the space where union took 
place, than at the spot where it failed. But, as I have 
previously expressed my opinion, the neighbourhood of the 
ureter seems to have no bad effect upon the result. For I 
have operated upon a number of fistule, which were situated 
at, or extended to, the spot where the ureters lie, but I have 
never observed a symptom proving that a ureter had been 
closed, nor have I very often seen an opening remain at the 
corresponding spot. In these cases either the ureter was not 
included in the suture, or not thereby occluded, or the thread 
cut through its wall so quickly that no lasting suppression 
of urine was caused. It is most probable that, in small 
fistulae, at most only one wall of the ureter is included in the 
suture, because it lies immediately beneath the mucous mem- 
brane of the bladder, which, in small fistulz, is not usually 
included within the stitches. In fistulae where the ureter 
obviously opened upon the margin, I have, as a precaution, 
removed its orifice to a point distant from the edge. Ihave 
done this by shortening the ureter with scissors, and remov- 
ing its covering of vesical mucous membrane, or by slitting 
up the septum between ureter and bladder for a short dis- 
tance, so that its mouth could not be included in the suture. 

Finally, I obtained my results under two conditions, which 
in the eyes of Bozeman and many others, although not in 
mine, are great hindrances to success. For I did not use 
metallic, but silk sutures; and I kept no catheter perma- 
nently in place, but allowed the patients to pass their urine 
at pleasure. Iuse sutures of Chinese silk, very well twisted, 
-and in most cases not the very finest thread, but silk of 
No. 1 size, which is more than twice as thick as No. 0, which 
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I formerly used much, but, since it is so easily broken, now 
employ only when the margins are very thin, or for super- 
ficial supporting sutures. The threads are fastened by simple 
knots. As regards the after-treatment, I do not adopt the 
slightest precautions for carrying the urine away from the 
wound, or preventing tension from the filling and emptying 
of the bladder. The patients were allowed to pass urine at 
pleasure ; and on the fourth or fifth day Bozeman saw them 
walk into the operating theatre, and mount the table to have 
the sutures removed. 

Bozeman employed with his patients wire sutures, which 
he fixed to a perforated plate by means of perforated shot. 
He not only prefers these as being metallic, but considers 
that by his method the sutures are secured in a more effec- 
tual manner; according to my plan the silk threads (which 
replace the metallic sutures of Sims) are tied in simple knots, 

In the after-treatment Bozeman kept a self-retaining 
catheter in the bladder, washed it out several times a day, 
and gave large doses of opium. He lays so much stress on 
this after-treatment, that in his article in the Mew York 
Medical Record he expresses his.opinion that the result in his 
second case was so unfavourable only because he had not 
been able to carry out the after-treatment quite according to 
his wishes. Yet he visited his patients himself three or four 
times a day, and my assistants attended to them during the » 
night according to his wishes, 

We may say then, in summary, that, out of the six cases, 
there were very great difficulties in the performance of the 
operation on account of the inaccessibility of the fistula only 
in Bozeman’s third case, and that the difficulty was, in point 
of fact, overcome. We have seen, moreover, that, the 
operation being completed, union took place in my cases, 
with the exception of a small remaining fistula in Case 1, 
although hindered by many difficulties real or supposed. 
On the other hand, Bozeman had only one case (Case 2) 
in which the healing was rendered difficult by the fact of 
the urethra being involved. And in this case the margins 
separated again and incurability was the result. 


(Zo be continued.) 


451 


Reports of Hospital Practice. 





HOSPITAL FOR SICK CHILDREN, GREAT 
ORMOND STREET. 


A CASE OF SCLEREMA., 
Under the care of Dr. DICKINSON. 


(Reported by THomas Bartow, M.D., Assistant-Physician 
to the Hospital.) 

W. B., a boy aged three and a half years, was admitted under 
Dr. Dickinson on the 8th February, 1876. There was 
nothing in the family history to throw any light upon his 
condition. He was the third child of a family of four. The 
other three were healthy. With the exception of whooping- 
cough two years previously, and occasional attacks of what 
his mother called croup, he had been well till five weeks 
before admission. His mother is quite positive that up to 
that time his skin had not been different from that of the 
other children. He came home from school one day, and 
his mother was asked to observe how hard his face was, and 
also that his eyelids were half closed. His mother says that 
then the face and body were hard down to the loins. Thighs, 
legs, and arms, she is sure, were then natural. Skin every- 
where of usual colour. The boy did not complain, nor did he 
seem ill. By next day there was swelling over legs, thighs, 
arms, and hands, but the feet were not hard then nor were 
the ears. He has not altered much since ; if anything he 
has got harder. The feet sweat a little sometimes, and they 
are the only part of the body in which sweating is observed. 
Not noticed that body’ has felt cooler. The last few days 
there has been a little trouble in getting the food down. 
Unable to put out tongue properly from the first. For a 
fortnight from the beginning of his complaint he passed less 
water than he ought—subsequently no trouble in this respect. 
During the day has often complained of feeling tired. Has 
got rather stiff and “ cumbersome” in his walking. 
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Condition when admitted —Body fairly developed. Brown 
hair. Greyish blue eyes. Skin everywhere hard and solid to 
the feel ; pits scarcely at all; feels like frozen fat. Hardest 
parts the two cheeks; there the skin cannot be pitted by 
pressure, nor can it be pinched up. It is, in fact, immoveable. 
The eyelids are not very hard, but they cannot be more than 
half opened. There is no puffiness of either upper or lower eye- 
lids or of cellular tissue below the lower eyelids. The forehead 
is quite hard. Scalp also hard andimmoveable. There is a 
slight blush on both ears, where, in fact, there is scarcely 
any infiltration. The colour of the face is scarcely different 
from natural. On close observation there is no ruddiness, 
but on the other hand neither is there decided pallor. Next 
in hardness to the cheeks come the back of the arms and 
and forearms. The groove at the bend of the elbow is 
exaggerated. At the back of each wrist there are some 
transverse cracks. There is scarcely any infiltration in the 
tissues of the hands; what there is is over the back of the 
carpus. The fingers and palms are natural. The abdominal 
walls are less hard. than the thoracic walls, and these less so 
than the arms. There is no hardness of the scrotum and 
penis, but there is a sort of ring of hardness where the 
scrotum commences. Over the front of the trunk for the 
most part the induration is more marked than. over the back; 
with the exception of the sacral region. The nates are much 
less hard than the arms. Front and back of the legs in about 
the same condition as the thighs. The dorsum of each foot 
a little indurated—the sole not at all. Above the right 
internal malleolus, on the back of the right calf over the 
sacrum, are some round, red areas the size each of a threepenny 
piece, which might have been left by the separation of scabs. 
In these areas, where there has evidently been a dermatitis, 
though doubtless superficial, it is noteworthy that no 
induration can be felt. The boy has not scratched himself, 
nor has he appeared to suffer much from the skin condition. 
Sensation does not seem altered. He can localize spots 
where he is touched, &c. Faradism makes him cry. The 
muscles probably respond, the thigh is drawn up, &c., but 
separate muscles cannot be picked out. The skin condition 
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limits the movements of the legs a little. His knees are 
slightly flexed when he is trying to stand erect. 

LTemperature.—In the axilla temp. 98°8°. . In the popliteal 
spaces a surface thermometer kept in apposition twenty-five 
minutes rose to 95°. 

Perspiration.—The skin of the palms and the soles moist. 
Everywhere else the skin dry. 

Mucous Membranes.—Lips harder than natural, but of 
natural colour. Boy unable to open mouth fairly. Has a 
little difficulty in chewing solids, probably from the above 
cause. Cannot protrude tongue a quarter of an inch. 
Tongue feels hard, quite smooth on the surface, not thicker 
than usual, but feels infiltrated with some hard material. 
Nothing abnormal to be made out with respect to anus. 

Weight was 37 lbs. more, that is to say, than the weight 
of another boy who was five years old, fairly nourished, and 
who had his clothes on. 

Thoracic and Abdominal pated natural. No glandular 
enlargements. 

Urine 1028; acid clear; no albumen, but a trace of 
sugar. 

During the four months that the boy was in the hospital, 
for the first month the skin condition got a little more pro- 
nounced. The infiltration affected his ears so that they 
became pale and slightly thickened and hard. He also 
became a little more indurated about the backs of the thighs 
and the calves, so that it was more difficult for him to stand 
erect. The slight cracks about the wrists extended into 
indolent impetiginous sores; so also the old patches about 
the nates and the elbows and ankles. But after a month’s 
time he began slowly to improve. 

On the Ist June the note made was that the induration 
still lingers in cheeks, scalp, arms, chest, thighs, and in that 
order of hardness, but everywhere the skin is more moveable. 
He opens his eyes better, and his tongue ‘is softer. The 
patches of impetigo had quite disappeared. His weight had 
diminished to 32%lbs. The urine was measured every day 
for two months, and averaged about 300 cub. cent. a day. 
The temperature in the armpit ranged generally from 97° 
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to 98°. In the right popliteal space on the 16th of June a 
surface thermometer bandaged round for twenty-five minutes 
registered 96°5°. 

The boy’s treatment whilst in the hospital consisted in the 
administration of antimony (five to ten drops of the vinum 
twice a day), and for a time of warm baths night and 
morning, but Dr. Dickinson was not of opinion that his 
improvement could be referred to either of these measures. 

At the end of June he was sent to the Convalescent Hos- 
pital at Highgate, where he had no treatment except good 
food and fresh air. On his return to Great Ormond Street 
his skin now, August 21st, is almost natural. There is a 
very little induration still about the face and scalp. 


General Correspondence. 


(Zo the Editor of ‘‘ The Obstetrical Fournal.”) 


S1R,—I have read with much pleasure the paper of Prof. 
Olshausen in the recent numbers of your journal, in which 
he analyses the evidence as to the existence of puerperal 
scarlatina as distinct from puerperal fever, which he attributes 
to septicemia. In it he does me the honour of alluding to 
my writings on the subject, but has fallen into an error, the 
correction of which has led me to ask a small space in your 
next issue. He says, at page 371, that I “maintain that a 
lying-in woman infected with scarlatina poison gets puer- 
peral fever, and that, if persons not pregnant again take. the 
infection from her, the disease appears afresh as scarlatina.” 
I ask to correct the term “maintain.” I do not mainiain, 
but have instanced cases in which this appeared to be the 
case as regards erysipelas, but I only ask if it be possible. 
In cases where puerperal fever has been followed by scarla- 
tina or erysipelas in others in the house, I have not looked 
upon this as generally more than proof that both had become 
affected from a common origin. Prof. Olshausen, however, 
rather summarily rejects the idea, and that without giving 
any reasons ; and in this he scarcely follows his own obser- 
vations. At another part, where he says, speaking of the . 
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incubation of scarlatina, “ we must abstain from forming any 
hypothesis, since not only the nature of the contagium but 
the cause of the incubation in acute infectious diseases is 
completely unknown to us.” But the point of the paper, as 
I gather it, is to show that scarlatina attacking the puerperal 
woman is always scarlatina, erysipelas always erysipelas, and 
so on ; thus admitting no modification possible. I must con- 
fess surprise at the statement made by him, and also by 
others not infrequently, as to the impossibility of any modifi- 
cation of the zymotics, such as “ scarlatina is always scarlatina, 
erysipelas always erysipelas,” &c. &c. Tothose who are thus 
wrapped up in so confined a dictum, scarlatina will be always 
scarlatina, and soon. But without entering here into any 
lengthened discussion, which is outside the purport of this 
note, I would ask how the dictum squares with the fact 
that one person dies of scarlatina without either rash or 
perhaps sore throat ; and another of small-pox without the 
vesicle. If measles, scarlatina, and small-pox, &c., can kill 
without presenting their most usual characteristics in the non- 
pregnant, how can we deny the possibility of the same 
occurring in the puerperal state ; and if so, what difficulty is 
there in supposing that the disease, thus modified, May re- 
appear in the non-pregnant ? But I have not “ maintained” 
this ; I have only thrown out the suggestion, and ask for 
“light, more light,” which never comes to us while covered 
over with rigid dicta. 


J. BRAXTON HIcks, 
George-street, Hanover-square. 





To the Editor of ‘* The Obstetrical Fournal.,” 


SIR,—I observe in the August number that Professor 
Lazarewitch exhibited at the London Obstetrical Society a 
modification of the blunt hook for replacing the funis in 
cases of prolapsus. Having just returned from a confine- 
ment where the cord was considerably prolapsed in the first 
Stage of labour, it occurs to me to say, through the medium 
of your excellent journal, that the best instrument, in my 
opinion, for replacing the prolapsed cord, is the hand of the 
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accoucheur, In the case referred to, I placed the patient on 
her knees, and lowered the fundus uteri by resting the 
patient’s arms on the bed (see “ Playfair,” vol. i page 395), 
and with great care I repassed the cord, or caused it to float 
into the uterus between the pains. I ruptured the membranes 
with the subsequent pain, and allowed the foetal head to be- 

come wedged against the os uteri, now about the size of a 
dollar. The patient was then allowed to lie down in the usual 
position ; and the child was speedily born alive. Unless in 
primipare, ergotine may be injected, or ergot administered to 
insure uterine contraction. In other cases where prolapsus of 
the funis takes place in the more advanced stage of labour, 
where the head is small, and the liquor amnii abundant, the 
hand will be the best and the most accessible instrument in the 
circumstances. Chloroform maybe used, if the pains are severe, 
to avoid cramp. When the cord is replaced uterine contraction 
should be encouraged by all usual methods, as well as ex- 
ternal friction with the left hand over the fundus. I have 
never failed in such cases, which are rare, but extremely 
hazardous for the child—yYours, &c. 


JAMES YOUNG, M.D, 
Edinburgh, August 8th, 1876, 





To the Editor of the ‘* Obstetrical Fournal.” 


SIR,—-Noticing in the OBSTETRICAL JOURNAL for May, 
1876, Dr. A. L. Simpson’s case of fatal chorea gravidarum, 
I take the liberty of sending you the following note of a 
fatal case :— 

Mrs. C., aged twenty, tall and spare, of apparently good 
health, being about four months advanced in her first preg- 
nancy, had for several days appeared nervous without attract- 
ing special attention. 

May 22nd, 1875.—Symptoms of St. Vitus’s dance mani- | 
fested themselves in a mild degree. { 

23rd.—Movements incessant, involving all parts of head, — 
neck, trunk, and limbs. Drachm doses of bromide of potas- — 
sium had no effect. Seventy grains of chloral hydrate were — 
also without effect, except to produce temporary sleep, 
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24th.—During the day three hypodermic injections, each 
containing } gr. morphiz sulph. and 55 gr. atropie sulph. pro- 
duced sleepiness, but not sleep. The movements continued 
during the action of the morphia, only less violent. 

7 P.M.—Halfa grain of morphia injected. 

25th.—The condition aggravated ; pulse 104. 

She was unable to drink from any kind of cup, but could 
do so through a flexible tube. Two ounces of whisky taken 
in this way were followed by half an hour’s sleep. In two 
hours this draught was repeated without effect. 

At 2 P.M. a hypodermic injection of one grain of morphia 
produced wildness with short naps. 

6 P.M.—A cessation of movements with imperfect in- 
spirations. The pulse rising to 160, small in volume ; con- 
sciousness absent. Died at 12, midnight. No autopsy was 
made. 

In ignorance of the pathology of the disease I am unable 
to say whether or not this treatment was judicious. Light 
upon the subject is solicited. 

Yours, &c. 


DAVID PRINCE, M.D. 
Jacksonville, Illinois. 
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A Manual of Midwifery. By ALFRED MEADOWS, M.D. 
Lond., F.R.C.P., &c. Third Edition. Henry Renshaw. 
Pp. 496. | 

Dr.. MEADOws’ work is already one of the most popular of 

the manuals of midwifery of moderate size, and the present 

edition will be found to contain some valuable improvements. 

The amount of information contained in it is very large for 

the size of the book, and the author’s teaching is always ciear 

and definite on those difficult questions of practice as to 

which opinions are still at variance. In these respects it is 

well fitted to fulfil the object aimed at by the author in both 
No, XLIII.—Voz. IV. KK 
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this and the former edition, according to his statement in 
the preface—namely, to serve not only for students, but also 
as a handy book for busy practitioners. The third edition 
- contains some important additions to the subject matter, but 
its chief feature is a large increase in the illustrations, the 
number of which is raised from 89 to 145. We find among 
the new ones not only many drawings, of new instruments, 
but useful diagrams elucidating the descriptions of the 
anatomy and physiology of the parts concerned, some taken 
from Professor Dalton’s work on Human Physiology. There 
is one of the new drawings, however, that in figure 44, taken 
from Schultz’s plates, and representing the gradual oblitera- 
tion of the cervix in the successive months of pregnancy, 
which will rather tend to mislead the student. It is quite 
at variance with the modern doctrine, accepted by the author 
in the text, that the shortening of the cervix is only apparent, | 
and that no part of its cavity is absorbed into that of the 
body of the uterus until quite the end of pregnancy. The 
same may be said, in less degree, of the series of figures 
which follow, and are intended to represent the differences 
in the transformation of the cervix in the case of primiparous 
and multiparous women. 

In the chapter on Extra-uterine Foetation we find a new 
and important statement of the author’s opinion, due to the 
recent enormous advance in abdominal surgery. He con- 
siders that we ought more frequently to resort to the opera- 
tion of gastrotomy for the cure of such conditions as this, 
and suggests that, in future, cases of tubal and tubo-ovarian 
pregnancy ought to be regarded as cases of.a terribly fatal 
form of tumour, which it behoves us to remove with the least 
possible delay, and that gastrotomy should be performed in 
anticipation of the almost inevitably fatal rupture which 
occurs in these cases. To this proceeding the chief draw- 
back would seem to be the difficulty of attaining certainty of 
diagnosis, a difficulty which was illustrated in the one case 
in which Dr. Meadows himself has undertaken this operation — 
for supposed extra-uterine foetation, as related in the 
fifteenth volume of the “Obstetrical Transactions.” With 
regard to the choice of treatment when the patient has 
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gone on to the full term of utero-gestation, Dr. Meadows 
appears to us, as elsewhere, to show more leaning than is 
usual with British obstetricians to the interests of the foetus, 
at some risk to those of the mother. He admits that 
statistics seem to show that operative interference during 

_the life time of the foetus is terribly fatal, and that expectant 
treatment, or secondary gastrotomy, has had much more 
favourable results, but yet he concludes that if the child is 
alive and viable, and has arrived at about the full term, we 
ought certainly to give some thought to it, and attempt to 
extract it abdominally from its unfortunate position. 

In the description of the third stage of labour, the state- 
ment in the former edition, that the fcetal or amniotic surface 
of the placenta is the first to protrude, is withdrawn, and the 
modern view is accepted, as established by Dr. Matthews 
Duncan, that the placenta becomes folded on a longitudinal 
axis, so that its lower edge is first felt. Drawings are intro- 
duced, showing the exploded and the correct view, but we 
regret to see that Dr. Meadows has not adopted the practical 
conclusion which would seem to follow—namely, that in the 
management of the third stage it is better to avoid any 
traction whatever upon the funis, as tending to interfere 
with the normal mode of extrusion, and increase the risk of 
hemorrhage. The old directions are still given, that, as 
soon as its insertion can be reached, the cord should be 
gently drawn with the left hand, while two fingers of the 
tight are made to serve as a pulley, so as to draw it down 
in the direction of the outlet of the uterus. The same 
common but injudicious practice is implied by the instruction 
to remove the placenta at the end of half an hour by intro- 
duction of the hand, zf traction does not bring tt away, owing 
to a slight constriction by the cervix. 

We observe that Dr. Meadows still shrinks from the injec- 
tion of perchloride of iron in post-partum hemorrhage and 
has never employed it, believing that evil consequences have 
ensued in several cases. He teaches that it should be re- 
sorted to in desperate cases, but he himself has had the good 
fortune never to see a fatal result from post-partum hamor- 
‘rhage. 

K K 2 
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As to the method of inducing premature labour the author 
differs somewhat from the opinion of Dr. Barnes, that the 
introduction of an elastic bougie combines safety and cer- 
tainty more than any other plan, an opinion which general 
experience seems, in great measure, to have confirmed. He 
himself prefers the dilatation of the cervix, first with a tent 
and then with india-rubber bags. 

The chapter on Czsarian Section has a special interest, 
since the author speaks on the subject with the authority of 
personal experience. His advocacy of Cesarian section, 
in preference to any attempt to extract by cephalotripsy or 
other such means, in cases of extreme pelvic deformity, is 
even more decided in the present than in the former edition. 
He considers the choice of this alternative necessary with a 
conjugate diameter less than two inches ; and he still retains 
his opinion that, with a diameter of two inches, Cesarian 
section should be preferred, if the patient and her husband 
are willing to share the risk and danger of this alternative, 
believing that the danger to the mother from craniotomy 
would be nearly equal, while the life of the child is then 
necessarily lost, and most probably saved in the other case. 
With regard to the details of the operation, Dr. Meadows has 
changed his opinion on an important practical point. He 
formerly recommended that no sutures should be used for the 
uterine wound, but he now advises the employment of silver 
sutures, cut off short. The suggestion, which might seem 
tempting, to use catgut sutures, he condemns on the strength 
of his experience of a case of his own, and another of Dr. 
Routh’s, in both of which the patient died, after going on 
well at first, and the sutures were found all to have given 
way, and the uterus to be gaping open. 

Little countenance is given to the operation proposed by Dr. 
Barnes, which as yet is purely theoretical—namely, to divide. 
the foetal head into sections by means of the écraseur; and 
no allusion is made to that of gastro-elytrotomy, which has 
been successfully performed in America. 

In the case of cancer of the cervix, Dr. Meadows main- 
tains the view which he supported at a recent discussion on 
the subject at the Obstetrical Society of London, although: 


; 
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many eminent authorities widely differed from him—namely, 
that Cesarian section should always be performed if the os is 
extensively involved in the disease. He even refuses to 
sanction craniotomy in such cases. This decision is based, 
in great measure, upon the opinion which he still holds, but 
-which we think British obstetricians will not generally 
accept, that the child’s life should be regarded as of more 
value than the mother’s, seeing that she has a disease which 
must before long prove fatal to her. He believes, however, 
also that the risk to the mother from the Czesarian section 
is little, if at all, greater. 

The chapter on Puerperal Fever, a very valuable one, has 
been revised with reference to the results of the recent dis- 
cussion at the Obstetrical Society of London. But little 
modification, indeed, was required, since Dr. Meadows has 
long held the view that puerperal fever is not due to one 
unvarying and specific poison, but is rather a comprehensive 
term including a diversity of affections, a term which 
it would be desirable if possible to abolish. The only 
point calling for special notice on this subject is that he 
expresses his decided dissent from the opinion of Dr. 
Braxton Hicks and others, that the poison of scarlatina 
is prone to produce what has been called puerperal fever, or 
a form of scarlatina so wanting in its usual characters as to 
be indistinguishable from it. He believes, on the contrary, 
that the various zymotic diseases do not lose their identity 
in the presence of the lying-in woman. 
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ANNUAL MEETING OF THE BRITISH MEDICAL 
ASSOCIATION. 


(Abstract of Papers read in the Section of Obstetric Medicine.) 
LomBE ATTHILL, M.D., President, in the Chair. 
Weeting, August 2nd, 1876. 





Lpithelioma of the Cervix Uteri. 
By J. MARIon Sims, M.D. 


Referring to the discussion on cancer at the Pathological Society 
of London, Dr. Sims confessed that, as regarded epithelioma, he 
ranged himself among the localists. Of late years, he had been led 
by his observations to operate freely on cases of epithelioma of the 
uterus. Amputation of the cervix by the écraseur did not remove all 
the diseased parts. ‘Therefore, he now operated by removing all the 
tissues up to the internal os, cutting out all diseased parts. Cases 
were mentioned in illustration of the method of operating and its 
results. 

Dr. HrENRy Bennet had formerly operated frequently in such 
cases, but subsequently had desisted. Some years ago, while house- 
surgeon to Jobert de Lamballe, he had ample opportunity for observ- 
ing the action of the actual cautery, and he had used it in these cases 
himself. Afterwards, he applied the acid nitrate of mercury. This 
practice had given him the same kind of success as had attended the 
practice of Dr. Marion Sims. The actual cautery might be boldly 
thrust into the tissues. 

Dr. Kipp (Dublin) had formerly used the écraseur, but lately had 
pared out the tissues with scissors and Simon’s scoop. Dr. Sims’s 
plan was, he thought, preferable. He also used the actual cautery 
after paring the tissues, and thus applied perchloride of iron. 

Dr. AVELING advocated following up the tissues to the sound 
parts. 

Mr. Ross JorpaNn (Birmingham) advocated the use of chromic 
acid. 

Dr. STORER (Boston, U-S.), referring to the disease implicating the 
cavity of the uterus, thought that the diseased parts should be re- 
moved, dilatation by means of sponge-tents having previously been 
accomplished. He gave illustrations of the treatment. 

Dr. Hime (Sheffield) had not had such good results as the previous 
speakers. Probably the treatment would be more efficacious if re- 
sorted to in the earlier stages. 
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Dr. WittsuHrIreE thought the principle so ably advocated and illus- 
trated by Dr. Marion Sims was admirable. The frequency and 
gravity of such cases rendered the subject important. He stated 
that many of these patients died ultimately of uremia, owing to im- 
plication of the ureters in the extension of the: disease. He related 
cases he had lately seen in consultation in illustration of this mode of 
death. The plan was valuable in nearly all cases, but was probably 
most likely to show long-continued benefit when ‘the lumbar glands 
remained free from implications in the disease. Dr. Sims had 
furnished us with another weapon for treating epithelioma. 

Dr. Marion Sims preferred chloride of zinc to other caustics. As 
regarded Dr. Wiltshire’s question about the mode of death, one 
patient died from what was commonly called apoplexy, but now that 
meant nothing. The patient had hemiplegia. The patient who 
died from morphia died from it indirectly, and not from morphia 
poisoning. 


On the Influence of Posture in the Treatment of Uterine Disorders. 
By ARTHUR W. Epis, M.D. 


The author desired to call attention to the advantages to be 
derived from the genu-pectoral, knee-shoulder, or knee-breast position 
{not knee-elbow, as sometimes spoken of) in the treatment of uterine 
displacements and other complications. After describing the method, 
he further indicated how pneumatic or air-pressure could thus be 
brought into play, and proved of essential service in cases of retro- 
version or retroflexion of the uterus, more especially during the early 
months of utero-gestation, in averting miscarriages, facilitating the 
rising of the uterus from the pelvis, and anticipating the lability to 
impaction. In cases of retroversion and retroflexion, complicated 
with metritis, frequent resort to the knee-position enables a patient to 
tolerate a Hodge’s pessary, where otherwise it could not be borne. 
In sterility due to retroversion or retroflexion, conception had followed 
a single coitus in the knee-posture. In retroversion of the gravid 
uterus about the fourth month, with retention of urine, replacement 
could most readily, and with the least risk, be effected by adopting the 
knee-posture and calling to our aid traumatic or air-pressure ; so also 
in fibroid tumours of the uterus impacted in the pelvis. In prolapse 
of the ovary, the knee-position also proved of much service. 

Dr. SavaGE (Birmingham) had used'this method of treatment with . 
advantage. The difficulty he had found was that the patient could 
not bear the posture for long on account of the distress felt in the 
head. 

Dr. THorsuRN (Manchester) thought Dr. Marion Sims’s writings 
had led to this practice, and should be acknowledged. 

Mr. Ross Jorpan (Birmingham) related a case of retroversion of 
the gravid uterus which he had reduced in the genu-pectoral position. 

Dr. Marion Sims said that he had discovered the principle in 
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1845, and many important points had grown out of it, as the speculum 
known by his name, the semi-lateral position, and other points. 

Dr. AVELING acknowledged his indebtedness to Dr. Marion Sims ; 
and, in reference to this subject, mentioned the names of Dr. Banning 
of New York, and Dr. Protheroe Smith. 

Dr. Hime (Sheffield) thought the matter depended entirely on 
mechanical principles, and that had hardly sufficiently been recognised. 
Dr. Tilt had alluded to the subject, and so had Hegar and Kaltenbach, 
whose recently published work contained a full account of the 
matter. 


fTysteria. 
By T. W. Hime, M.D., Sheffield. 


The author said that there are not a few persons, both members of 
the medical profession and others, who regard all who suffer from the 
phenomena termed hysteria as being more or less impostors who 
could, if they would, prevent entirely or restrain the multiform mani- 
festations of morbid action, psychic as well as somatic. Such a mode 
of regarding the question betrays ignorance of the nature of the 
hysterical condition, the defective power of the will as compared with 
the exuberant activity of the emotional, sensory, and reflex systems 
being one, if not the capital, fact in the disease. The very want of 
exercise of will, which is attributed to them as a fault, is really a 
major phenomenon of the disease. It is not that they zwe// not, but 
that they cannot will; and this is their misfortune, not their fault. 
The hysterical patient exhibits the strongest proofs of a deficiency in 
activity in those nervous centres, a free intercommunication between 
which is essential to a wé/ful action. Another point on which Dr. 
Hime laid stress was the groundlessness of the widely-spread opinion » 
that erotism lies at the bottom of most cases of hysteria, and that 
marriage is the only remedial means wished for or required by the 
patients. In proof of this Dr. Hime referred to hysteria in married 
women with large families, and to the fact that hysteria may not only 
exist in the young girl before a trace of sexual feeling has been 
aroused and in elderly women between sixty and eighty, but may be 
found in men. Further, the majority of cases of hysteria offer not 
the least disturbance in the sphere of the genital organs; and, in 
support of his own experience in the Sheffield Hospital for Women, 
he quoted, among others, Amman, who found, among 1040 patients 
of the poorer and richer classes, only 30 per cent. suffermg from 
abnormalities of the genital organs. - Further, of female patients in 
general suffering from diseases of the genital organs, a large proportion 
do not suffer from hysteria ; and, in the more serious cases of disease— 
é.g., carcinoma, &c., hysteria is an exception. He explained hysteria 
as a neurosis, but not of any limited area, being rather the result of a _ 
peculiar form of nervous constitution, which, under favourable condi- 
tions, would explode in hysterical manifestations. Anzemia, chlorosis, 
uterine and ovarian disease, and other commonly assumed causes, 
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are really but the shock producing the explosion in the already pre- 
pared hysterical body. Such diseases may exist to any extent without 
a trace of hysteria, and most commonly do. As in the case of all 
neuroses, heredity plays a most important part in forming a constitu- 
tion suitable for developing the disease, and not actually in transfer- 
ring the disease ; and the hysterical mother, through the fatal influence 
of her own example, is doubly liable to have hysterical children. For 
imitation is a fruitful source of hysteria, and not only the actual out- 
breaks of a mother are thus liable to affect the child, but her personal 
influence over the general management of her children is likely to 
produce the same unfortunate effect. The ordinary mode of educa- 
tion of girls was regarded by Dr. Hime as conducive to the same 
end, being unhealthy and artificial, and especially when combined 
with the utterly ebjectless line of the vast majority of women of the 
upper classes. Superficial and useless as the education usually is, it 
is but too generally, if any object at all be kept in view, guided with 
a matrimonial instinct ; not, indeed, so as to make healthy and useful 
wives and mothers, but to make the pupils “attractive ” (to use the 
conventional term) to the male sex. Undoubtedly hysteria can be 
acquired, as well as inherited, by suitable means, and unfortunately 
its development is much easier than its suppression, which requires 
moral as well as physical remedies. 

Mr. Dre Berpt HOveELL thought the subject was one which might 
be discussed either in the Psychological or the Medical Section, but 
it had nothing to do with the uterus. Hysteria, so called, often 
occurred in people who had been disappointed in life in various ways. 
The condition was one of depressed condition of the system. 
Emotional susceptibility was a better name than hysteria. Patients 
in that condition were very susceptible to irritation, whether physical 
or mental. ‘The symptoms should be looked upon as they were, and 
not as preconceived. 

Mr. Ross JORDAN Peeteuarn) thought the malady called hysteria 
was connected with the sexual system, though not necessarily with 
the uterus. When hysteria was met with in men, it was always con- 
nected with the sexual functions. 

Dr. Hime briefly replied. 





Meeting, August 3rd. 
Demonstration of a Fresh Specimen of Epithelioma. 


Dr. Marton Sis exhibited a recent specimen of epithelioma of 
the uterus, and narrated details of the case and operation performed 
for the removal of the diseased tissues. 

Dr. WILTSHIRE thought the demonstration of much value, as show- 
ing to what extent the tissues should be removed. In skilled hands, 
no doubt there was no danger of wounding the peritoneum ; but still 
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it was clear that the operator might-tread on dangerous ground in 
bad cases. 

Dr. HENRY BENNET suggested that the specimens should be 
microscopically examined. 

Dr. Kipp saw the operation, and thought that with care the peri- 
toneum could be avoided. 

Dr. Marion Sims had never injured the peritoneum ;. but he 
thought that the operation should never be undertaken by any one 
not quite competent to perform it. 


The Treatment of Women after Labour. 
By A. E. Aust-LAWRENCE, M.D., Bristol. 


The author discussed the following subjects : The diet of puerperal: 
women ; the necessity or otherwise for aperients:; the management of 
the uterus, lochia, breasts, and the secretion of milk. The author 
entirely disailowed any routine treatment, and insisted on each case’ 
being treated on its own merits. In reference to diet, he considered 
we should feed our patients according to their physiological necessi- 
ties, and not according to their inclination, as hearty and robust 
women did not do well, as a rule, unless fed carefully on what one 
might eall a milk diet for the first three or four days. Cases were 
mentioned where great trouble and anxiety had been caused, where 
this precaution had been neglected. On the other hand, women of 
the opposite type required frequently good nourishing diet from the 
first. In reference to aperients, the author condemned the third-day 
purge, because it led men to forget that an aperient is often neces- 
sary before, especially in the case of robust women who have eaten 
well up to the day of confinement; these cases require an aperient 
often as early as forty-eight or sometimes twenty-four hours after con- 
finement. The favourite formula of the author is: B Calomel., pulv. 
rhei, a gr. 1); extract. belladonne, extract. opii, 4a gr. +. This for 
one pill, to be repeated every six or eight hours until the bowels act, 
which they generally do after two or three pills have been taken, 
without any pain. Women of the more delicate type rarely require 
an aperient before the fourth or fifth day, and then a small dose of 
rhubarb powder with an enema in the morning, is generally the best 
way of managing these cases. The author stated that he had fre- 
quently found a great objection to castor-oil expressed by his patients ;. 
and that, when it was ordered, they did not take the dose prescribed, 
but enough to irritate the bowels, and not to cause a proper action. 
This led him to prescribe the pills instead. In the management of 
the uterus, the author advocated the use of ergot for the first week or 
two, if the uterus seemed larger than it ought to be, as it very much 
assisted involution and the expulsion of clots, &c.’ The lateral posi- 
tion in bed, and passing the urine at short intervals, were insisted on 
as a preventive to uterine displacement. When this condition 
occurred the early use of a pessary was, advocated. Cases were 
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mentioned showing the value of this treatment. In reference to the 
lochia, the author did not advise that nurses should be allowed to 
use vaginal injections unless supervised by the medical man, but that 
the external parts should be well cleansed night and morning with 
Condy’s fluid and water. The medical man should avoid as much as 
possible bringing his hands into contact with the lochia. The paper 
concluded with a few remarks on the management of the breasts, and 
when the patient should be allowed to get up. 


Puerperal Convulsions treated successfully with Hypodermic Injection 
of Ergotine. 


By T. STAINTHORPE, M.D., Hexham. 


Bleeding, purgative injections, counter-irritants, and chloroform 
inhalations had been previously administered, without any apparent 
effect in producing uterine pains. Delivery was ultimately effected 
by means of the forceps. The patient (a primipara) did well. The 
child was born alive. Both mother and child were ultimately well 
and healthy. 

Dr. Atruitt (Dublin) asked whether Dr. Stainthorpe thought 
that the ergotine had any effect upon the convulsions, or only upon 
the labour. 

Dr. THORBURN (Manchester) made some remarks to the same 
effect. He had given it, but in much larger doses ; in five-grain 
doses, with good effect. , 

Dr. STAINTHORPE replied that he used the ergotine to assist the 
uterine contractions. It had no effect upon the convulsions. 

Dr. BAKER asked whether the President would consider venesection 
in puerperal convulsions justifiable. 

Dr. ATTHILL replied that there were cases where it would be so ; 
as in a strong plethoric woman where there was an apoplectic con- 
dition. At the same time he had not for years found it necessary 
to do so. 


Lneisions of the Cervix Uteri in Uterine Hemorrhage. 
By T. SavaceE, M.D., Birmingham. 


Dr. SAvaGE advocated the operation in hemorrhage from the uterus, 
arising, as a rule, from the presence of fibrous tumour; and related 
several cases in illustration. | 

Mr. Ross JorpAN had found great benefit from the operation re- 
commended by Dr. Savage ; but unfortunately the good did not last 
long. The operation assisted the removal of the tumour. 

Dr. ATTHILL had brought about relief of pain and hemorrhage by 
applying the actual cautery to fibroids. He thought that some of 
the benefit following cutting the cervix was due to its relieving uterine 
distension. 
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Faundice during Pregnancy and its Effects upon Mother and 
Child. 


By E. H. Monks, L.R.C.P., Wigan. 


CasE I.—Mrs. W., of a strong constitution, had had four previous 
confinements. This time, when eight months advanced in pregnancy, 
she suffered from jaundice. She was delivered of a dead child pre- 
maturely ; and, in a few hours after delivery, the patient died. 

Case II.—Mrs. F. suffered in a similar manner to Case I. The 
treatment consisted of the usual remedies prescribed in jaundice. 
Premature delivery took place ; the child was dead. After. delivery, 
the patient lost consciousness, and died in six hours. 

Case III.—Mrs. A. was admitted into the Infirmary at Wigan, 
suffering from jaundice, with the usual symptoms, on April 13th. On 
examination, the liver was found to be greatly enlarged. She had 
severe pain in the night side, extending to the back. She was ad- 
vanced six or seven months in pregnancy. For fourteen days she 
grew worse. ‘The patient was certain on the 27th that the child 
‘was dead. On the 29th, she appeared much better. On the 3oth, 
Mr. Monks was summoned by the house-surgeon, who thought she 
was dying. On his arrival she had rallied, but ihe pulse was rapid, 
and could not be counted. On May ist, she appeared as well as 
she was on April 27th. On May 3rd, Mr. Monks tried to induce 
premature labour. On the 6th, she was delivered of a dead male 
child, at about seven months. Decomposition was just commencing. 
The patient was very faint; in about half an hour, she revived ; and 
was delivered about eleven 0 ‘clock. She died at half-past two. 

Dr. STAINTHORPE had seen a similar case, which was fatal. 


Meeting, August 4th. 


fysterical (?) Paralysis in.a Girl, aged eight, caused by a 
Thunderstorm. 
By MArTIN G. B, OXxLeEy, L.K.Q.C.P., Liverpool. 


A. O., aged eight, was admitted into the Liverpool Children’s In- 
firmary, F ebruary 4th. The mother stated that in October, 1875, 
while returning from school, to which she had gone in the morning 
quite well, she was caught in a violent thunderstorm ; she ran home, 
seemed very much frightened, and fell down in, a state of insensi- 
bility, in which she remained two hours. From this time till her ad- 
mission into the Infirmary she lay almost motionless, and was 
incapable of feeding or assisting herself. She spoke occasionally, 
but never willingly. Previously to this attack she had been an in- 
telligent, healthy child, and, with the exception of a slight attack of 
scarlet fever sixteen months ago, had never had any illness. On ad- 
mission she was emaciated ; the muscles were much wasted ; the expres- 
sion of the countenance was vacant ; the thighs were flexed on the 
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abdomen, and the legs upon the thighs, giving somewhat the appear- 
ance of double hip-joint disease. With a slight amount of force, un- 
attended by pain, the legs could be straightened, but soon reassumed 
the flexed position: pinching or pricking, unless excessive, produced 
no signs of suffering ; on tickling the soles of the feet, there was not 
the slightest reflex movement. ‘The interrupted current of a two-celled 
Stohrer’s battery was applied to the legs without producing contraction 
of the muscles, or any appearance of pain. There was also consider- 
able loss of power in the arms. She was very deaf, and seemed 
to have lost all mental power, remaining for days without noticing 
anything, and only taking food when forced. If propped up in bed, 
she would cry till put down again, and never moved her position. 
The temperature and pulse were normal; the heart and lungs healthy. 
She was ordered cod-liver oil, and afterwards nitric acid and bark, 
with the application of the interrupted current to the muscles of the 
arms and legs. ‘There was no improvement for about a month, when 
movement was noticed in one leg on tickling the sole. About this 
time a new nurse took charge of the wards, who used more firmness, 
and soon made the child attempt to feed herself ; and by the middle 
of April she could sit up in bed and use her arms. She now began 
to object to the use of the battery ; and the nurse, taking her out of 
bed, made her feel the ground with her feet, and walk with assistance. 
From this time she improved rapidly, both mentally and bodily. By 
threatening the use of the battery, she made attempts to stand alone; 
and, finding she could do so, seemed pleased, and persevered. By 
the end of April she could walk about the wards, and, if a stranger 
entered, at once showed off her walking powers. She also began to 
talk and make friends with the other children, and perform all her 
functions naturally. She was sent home on May r2th, comparatively 
well. The beginning of July she came to show herself at the hos- 
pital ; she had completely recovered the use of her limbs and her 
hearing, looked in perfect health, and seemed an intelligent, well-con- 
ducted child. 

Dr. WILTSHIRE remarked that the true pathology of such cases was, _ 
he believed, spasmodic contraction of the vessels of the nervous cen- 
tres ; and he illustrated this by a case of facial paralysis which sud- 
denly occurred in a child five years of age from fright. He gave 
further illustrations of such conditions. 

Mr. De Berpt HoveEL. believed there was contraction of the 
vessels in these cases. The case was another example of the im- 
propriety of the term hysterical as applied in such cases. 

Dr. Aust-LAWRENCE corroborated Dr. Wiltshire’s remarks. 

Dr. Oxtey thought the term hysterical useful as conveying to 
others an idea of the case. | 


Lipithelioma. 


Dr. Ross (Manchester) read a report on the specimen of epithe- 
lioma exhibited on the previous day by Dr. Marion Sims. 
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Child-bearing, and its Effects on certain Forms of Ear Disease. 
By F. M. Pierce, M.D., Manchester. 


Dr. Pierce drew attention to the occurrence amongst a certain 
class of patients of marked increase in deafness and in the gravity of 
the symptoms of ear disease, due to pregnancy, parturition, &c. The 
form of aural mischief most aggravated by these processes was © 
chronic non-suppurative inflammation of the tympanic cavities. After 
each confinement, the patients were much worse, the hearing dimi- 
nished, and the tinnitus aurium was more marked. The deterioration 
was very persistent, and extremely obstinate ; and ultimately, after 
repeated confinements, the hearing was almost entirely abolished. 
Young, strong, and apparently healthy females were the chief suf- 
ferers ; often they had never had any ailment in their lives. The 
aural deterioration began with pregnancy, and increased onwards to 
parturition, after which the effect remained: a result by no means 
comparable with the temporary aggravation seen during other consti- 
tutional affections, fevers, &c. Other forms of ear disease were not 
affected in the same permanent manner as chronic non-suppurative 
inflammation of the tympanic cavities. No history of any syphilitic 
taint could be detected in these cases. Whether the effect on the 
_ aural condition produced by child-bearing was only part of a general 
diminution of nerve-power, and in no way due to the special condition 
of pregnancy, &c., apart from its constitutional deterioration, was 
matter for further observation, though the facts were in favour of its 
being caused by the state peculiar to pregnancy. Early attention to 
treatment was most important to these patients. 

Dr. Evans asked the nature of such disease, and its treatment. 

Mr. LENNox BRowneE said these cases were common. ‘The con- 
dition was not catarrhal, but due to thickening of the mucous mem- 
brane. Occasionally, he thought, it was neurosal in character. He 
recommended Pollitzer’s bag in these cases. 


On Atresia Uteri and Painful Cicatrices of the Cervix from Caustics. 
By J. WALLACE, M.D., Liverpool. 


In this communication attention was drawn to the greater fre- 
quency with which the speculum vaginze was now used, not only by 
specialists, but by general practitioners, than even twenty or thirty 
years ago ; and it was pointed out that there was much reason to fear 
that, in the hands of many, its use was now degenerating into routine 
which had injurious consequences, such as the production of painful 
cicatrices embracing part or even the whole of the vaginal part of 
the cervix uteri, and, in extreme cases, complete atresia uteri, the os 
tincze being closed. Dr. Wallace then related several cases which 
had recently occurred in his practice, where the patients’ former 
medical attendants had, in one case for over two years, and in 
another for eighteen months, passed the speculum twice a week, and 
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**burnt them,” as they expressed it ; in both, atresia was the conse- 
quence. In other cases, partial atresia with painful cicatrices resulted ; 
and painful cicatrices of an inveterate character were referred to 
in some other cases. Dr. Wallace accepted these as a warning to the 
abuse of caustics ignorantly or wrongly applied, and proceeded to 
point out the treatment necessary to overcome the lesions—namely, 
by division or even excision of the cicatrices, and the reopening of the 
canal of the cervix by the usual methods. In Dr. Wallace’s hands, 
this treatment was successful. 


MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH. 
Meeting, Fuly 5th, 1876. 
Dr. GILLESPIE, President, in the Chair. 


Dr. Foutis showed—(1.) A solid sarcomatous tumour of the 
ovary, removed lately by Dr. Keith from a lady in London. The 
tumour had been of very slow growth, and was supposed by all who 
had seen her to be a uterine fibroid. A suspicion of its real nature 
led Dr. Keith to examine microscopically the ascitic fluid which 
surrounded the tumour in very small quantity. This was found to 
contain many small masses of proliferating epithelial cells, which 
Dr. Foulis had, on various occasions, already described to the Society. 
As the tumour had lately grown rapidly, and was evidently killing 
the patient, Dr. Keith advised removal. The operation was one of 
great difficulty, owing to adhesion to the intestine, omentum, and 
mesentery, and lasted for two hours. There was profuse hemor- 
rhage from the adhesions. The pedicle was long and healthy. No 
other organ in the abdomen was affected, and the adhesions were 
only ofa vascular nature. The case was interesting, as showing how 
large a sarcoma might grow without infecting neighbouring parts. 
The tumour itself weighed 164 pounds, and was of an extremely 
rare form. 

(2.) Two teeth and a piece of bone, apparently part of a jawbone, 
removed by Dr. Keith from the inside of an ovarian cyst. 


Puerperal Fever and Septicemia: their Relation and Probable Identity. 
With Cases. 


By GEORGE Hunter, M.D., F.R.C.S. Ed., Linlithgow. 


During the months of March and April of this present year, it was 
my misfortune to have in my midwifery practice several cases of the 
so-called puerperal fever; and these occurred under such circum- 
stances, and were followed by such singular and disastrous conse- 
quences, especially to those in immediate attendance upon them, 
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that it has been deemed matter of sufficient interest to bring under 
the notice of this Society a brief account of each case. 

It is always with diffidence that the general practitioner publishes 
cases of puerperal fever; for he almost invariably has to record a 
fatal termination to the most carefully considered treatment ; and 
the public mind being so awe-stricken at the very mention of the 
name, he runs no inconsiderable risk of loss of reputation, and cer- 
tainly of loss of patients for many months to come. 

But as I believe our acquaintance with the pathology of this disease 
—which might justly be denoted the ‘‘ opprobrium medicine obstetrica ” 
—and our knowledge of its prevention and treatment may be 
advanced by the history of such series of cases being recorded, I do 
not hesitate to undertake the responsibility of having done so. 

Before entering upon the consideration of my obstetric cases, I 
must refer to some other ailments which prevailed to a slight extent 
amongst my patients early in the spring of this year. 

Mr. Y., aged sixty, pricked his right thumb with a rusty knife early 
in January. ‘This was followed by most serious constitutional dis- 
turbance, rigors, fever, temperature ranging from 102° to 104°, 
perspirations, &c.; with extensive lymphangitis and suppurative 
cellulitis of the entire hand and forearm, and, to a certain extent also, 
of the upper arm. Cellular, fascial, and ligamentous structures 
sloughed, and bone necrosed; and the products of this necrotic 
action so affected his nerve-centres and his constitution generally, 
that his pulse became weak and irregular, the apex of one lung 
hepatized, diarrheea set in, and his life appeared to be in jeopardy. 
The thumb was amputated; abscesses in the forearm, and in the 
palmar and dorsal aspects of the hand, were evacuated, and drainage- 
tubes inserted. After a most tedious course of treatment—locally 
by antiseptics, and generally by tonics and nutrients—he is now 
almost well, the sinuses being almost closed ; but the hand is stiff at 
the wrist, and the fingers are considerably flexed. 

In the course of the surgical treatment it was noticed that the 
tissue débris, sloughs, and purulent matter removed by pressure, and 
in syringing the sinuses and drainage-tubes, smelt very offensively ; 
and that, notwithstanding the very careful and diligent use of anii- 
septics and nail-brush, an unpleasant odour of the dressings was 
persistently exhaled by the fingers. I may here mention that the 
antiseptics employed in this case were carbolic acid, chloride of 
zinc, lotion and ointment of chloral, iodine, and boracic ointment 
and lotion. 

Towards the end of January, Mrs. Y., wife of the preceding, was 
seized with a rather severe attack of erysipelas of the head and face, 
but made a good, though somewhat tedious, recovery. Two other 
cases of erysipelas occurred in my practice about this time: one of 
the head and face, which proved fatal on the sixth day ; the other 
supervening on the eschar of a cautery wound on the right knee, for 
disease of that joint. This case was a serious one, and was attended 
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with severe constitutional and local action. The temperature rose 
to 104°5"; pulse to 120 to 130; the upper third of one lung became 
dull on percussion ; the brain weakened ; and the mental depression 
and distress were painful. The erysipelatous inflammation spread to 
the opposite limb, to the lower part of the abdomen, and over the 
sacrum. A very large collection of matter formed over the right 
sacro-iliac synchondrosis, which discharged sloughs and offensive 
matter for a period of three weeks or more. It was dressed with 
antiseptics twice daily ; but from its situation, and with the cautery 
wound on the knee, there was some difficulty in turning the patient 
from the dorsal to the lateral position (which was the only one in 
which the patient could be dressed with satisfaction) ; and the fingers 
of both hands were exposed to the contaminating influence of the 
abscess contents, and to a superficial suppurative action with which 
the posterior surface of the right leg, from the lower part of the thigh 
to the heel, became affected. ‘This patient made a favourable recovery 
so far as the erysipelas was concerned, but is still under treatment for 
the affection of the knee-joint. 

in the spring months, I had also under my care several cases of 
scarlet fever ; but as a month seldom passes without bringing under 
my notice some cases of this complaint, I do not at present dwell on 
them. 

Turning now to the obstetric cases, of which four died and two 
recovered, I cannot undertake to furnish a detailed account of their 
respective daily conditions, which I believe would prove tedious alike 
to the hearer and reader, but I shall take notice of the most prominent 
features and characteristics of each. 

The first case affected with puerperal fever was that of Mrs. A., the 
mother of two healthy children, who aborted on the 23rd February, 
1876, at the third month. 

The hemorrhage was not by any means profuse, but the decidua 
required some rather tedious manipulation for their complete removal ; 
audit was noticed that portions of them had an offensive odour. On 
the third day after parting with the uterine contents, she had a rigor, 
followed by severe pain over the uterine region, with nausea, frequent 
weak pulse, increased temperature (103°), furred tongue, and marked 
diminution of the lochial discharge. 

From this time until 3rd March, when she died, the pulse became 
more frequent, ranging from 120 to 140, weak and thready; the 
tongue sodden and bile-stained, but not altogether dry ; vomiting, 
principally of bilious, but latterly of most offensive matter, with a 
slight stercoraceous fetor, severe and sustained ; expression anxious, 
but mental faculties preserving their usual alertness ; the abdomen 
increased in distension, with the intestinal convolutions distinct and 
flatus retained, until respiration became shallow and embarrasse‘ ; 
and then the fall of temperature, with pinched. expression, coldness 
of the breath, forehead, and nose, and icy feeling of the extremities 
ushered in the fatal termination. ey 
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Mrs. Z. having been engaged to be with Mrs. A. at her confine- 
ment, came to her as nurse when she aborted, and slept in the same 
room, on a bed quite close to, and almost alongside, her patient. 
Mrs. Z. was instructed and directed to make frequent vaginal in- 
jections and vulvar ablutions, which she carried out very carefully 
and satisfactorily, both with Condy’s fluid and carbolic-acid lotion. 
She was almost in constant attendance on Mrs. A. during the night, 
and was seldom able to undress completely for the few hours she 
might be able to snatch, while her patient was being watched by 
some of her own relatives. 

Four or five days after Mrs. A.’s funeral (11th or 12th March) 
Mrs. Z. went home to her own family, which consisted of her 
husband, a man about sixty-six years of age, and an imbecile son of 
eighteen years. 

Ten or twelve days after her return, her husband exhibited 
symptoms of virulent blood-poisoning. These were violent rigors, 
followed by fever, thirst, frequent weak pulse, which soon became 
irregular ; profuse perspirations, dry brown tongue, delirium, diar- 
rhoea, &c. 

A swelling began to form in the right axilla, which did not appear 
to be acutely painful, and which gradually increased to the size of a 
melon or cocoa-nut at the time of his death. Some of the contents 
were removed by the aspirator and found to contain sanious purulent 
matter, serum, and tissue débris. The urine did not contain albumen, 
and there was no disease elsewhere. 

The second case (Mrs. B.) was’ attended partly by my assistant 
Dr. Brown, who remained with her the night of the 22nd February ; 
but she was delivered by myself on the evening of the 23rd of her 
first child, having been in labour upwards of forty-eight hours. On 
the morning of the third day, she complained of chilliness, and 
shivered the same evening. This was followed by pain over tne 
hypogastric region, the arrest of the lacteal secretion (the breasts 
never contained any milk), and almost complete cessation of the 
lochia. The subsequent course of Mrs. B.’s case was in many re- 
spects identical with that of Mrs. A., and the vomiting was less 
severe. ‘The duration of the illness was the same, for she also died on 
the 3rd of March. 

The nurse in this case slept in an adjoining room, and was frequently 
relieved by some of the friends of the deceased. 

The third case (Mrs. G.) was attended by Dr. Brown on the 7th of 
March in her fourth confinement. Labour was easy and natural, and 
nothing untoward happened until the evening of the second day after 
delivery, when she complained of coldness of feet and shivering feel- 
ings passing up the legs and across the small of the back. Early on 
the morning of the third day she was seized with severe pain in the 
left ilio-hypogastric region, rigors, great frequency of pulse, vomiting, 
and other symptoms, which, with the flabby mamme, and arrested or 
greatly diminished discharge, left no doubt in my mind respecting 
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the dangerous, and I may say hopeless, malady with which I had 
to do. Death took place on the 13th of March, six days after 
delivery, and after only four days’ continuance of the more serious 
symptoms. 

The effects to those in attendance upon Mrs. G. were most serious, 
and to these I now wish to direct the attention of the Society. 

Mrs. X., the mother of this patient, who acted as nurse, making 
frequent vulvar and vaginal cleansings and injections, was seized on 
the fourth day after her daughter's delivery with prolonged shivering, 
followed by fever, sickness, great thirst, quick pulse, and acute pain 
from the right forearm to the shoulder. On the following day the 
right shoulder was swollen, and the supra-clavicular, subclavicular, and 
axillary glands were enlarged and painful. ‘Tis was succeeded by 
alarming constitutional symptoms, with great and severe prostration. 
The pulse rose to 120, and was frequently irregular, the tongue dry 
and brown, and there was much thirst, with great mental depression 
and apathy. To the lymphangitis there were superadded cold shiverings 
(more than once repeated) and perspirations, and ultimately suppura- 
tion of the affected glands ensued. After evacuation of the large 
abscess which formed at the outer border of the pectoralis major, the 
symptoms abated, and on the 4th May she was convalescent and 
gaining strength rapidly. ‘The cicatrix of a slight injury to the dorsal 
surface of the right index finger, which had escaped observation at 
the time of its infliction, was now discovered, and Mrs. X. remem- 
bered her family calling her attention to it on her return to her own 
house immediately after her daughter’s decease. It then resembled 
the small blister resulting from a burn, and was filled with white 
matter. The resulting cicatrix was the size of a shilling. 

When Mrs. X. became ill, another daughter attended Mrs. G., and 
performed the duties of nurse until the latter's death. Three or four 
days afterwards, when in cown shopping, Miss X. had a rigor, accom- 
panied with a feeling of general illness and sharp pain on the dorsal 
aspect of the joint between the second and third phalanges of the 
right ring-finger. ‘lo much constitutional disturbance succeeded in- 
creasing pain, swelling and tension of the dorsal and palmar aspects 
of the hand, and brawny infiltration of the forearm, with red lines 
indicating the course of the inflamed lymphatics. The local symp- 
toms incréased still more in severity, until there were uniform redness, 
swelling, and tension of the hand, of the forearm, and part of the arm, 
with painfully enlarged glands in the axilla. Free incisions were 
made over the dursal and palmar aspects of the ring-finger and hand, 
which gave exit to a considerable quantity of serum aud sanious pus. 
The lips of the wound remained gaping, in this respect resembling an 
incision into a piece of liver, and exactly like the incisions into the 
hand of Mr. Y., to whose case I have already alluded. Miss X. was 
now removed from the house of her sister in the country to town, 
when the greatest care was observed in dressing the hand anti- 
septically morning and evening, and, fortunately, the finger was 
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saved, although amputation at the metacarpo-phalangeal joint, or 
even of part of the hand, appeared at one time to be unavoidable. 
Recovery was tedious, there being much vomiting, anorexia, and 
despondency ; but on the 4th June the wounds were completely 
healed, some stiffness and contraction of the ring-finger only 
remaining, | 

One of the servant-maids, who had washed some of the body linen 
soiled by discharges from the deceased, next became affected. She 
shivered and complained of headache and feverishness, and suffered 
from sloughy ulceration of the tonsils, with enlargement of the sub- 
maxillary glands. She was under the necessity of leaving her 
situation to go to her own home, and she thus passed from my 
observation. 

Finally, Mr. G., a healthy young farmer, much out in the open air 
of his upland farm, was affected with general malaise, ending in 
inflamed tonsils, which, however, terminated in resolution after a 
short illness. 

I discontinued obstetric practice from the 9th March to the rst 
April, and went to the south of Dumfriesshire, where I freely exposed 
myself to the purifying influences of the ozone of the Solway Firth, 
and to the keen breezes from Skiddaw and Helvellyn. Before 
returning to engage in practice, I took a Turkish bath, made a com- 
plete change of clothing, and used the nail-brush, if possille, more 
diligently than before. 

During my absence, the medical friend who had undertaken to 
attend obstetric patients for me, delivered six cases, and all did well. 

From the 23rd February—the date on which the first two cases 
originated—until 9th March, when Dr. Brown and I discontinued 
practice, six women were delivered, five by Dr. Brown and one by 
myself, and all made good recoveries. But it must be mentioned 
that in three of these cases the child was born on my arrival at the 
patient’s house ; in one instance the labour was completed, and in the 
remaining cases labour was easy and natural. 

On the rst of April I again resumed practice, on which date I was 
called to three obstetric cases. ‘The first was quite over on my 
arriving at the patient’s house, and made a good recovery. The 
second had completed the second stage, and, having previously 
Sineared the fingers of my right hand with carbolic oil, I extracted the 
placenta ; she also made a fair recovery. 

The third case, my fourth fatal one from puerperal fever, was that 
of Mrs. R., a healthy young primipara. | 

I used carbolic acid for the fingers of my right hand, and took the 
precaution to change my coat on my arrival, having borrowed one 
from the husband for the occasion. In spite of all these precautions 
Mrs. R. shivered on the third day, complained of pain over the 
uterus, and had a slight tendency to diarrhoea. 

‘he course of her case was in every respect similar to the others 
narrated ; but the symptoms were not quite so acute, for death did 
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not occur until roth April. After the third day, thinking it better 
and safer for my other patients, I discontinued my visits, and Dr. 
Baird, my former partner, very kindly undertook the care of this 
case. 

Mrs. X., who lived near at hand, came to be with her daughter at 
her confinement. She was constantly in the same room with Mrs. 
R., and, when the latter became seriously ill, slept in the same bed. 
On the second day (4th April) Mrs. X., who had been very anxious 
about her daughter, pricked the middle finger of the left hand with a 
pin when removing the binder, and on the third day became suddenly 
ill, with shivering, vomiting, and headache. At the time of my visit 
she had a pinched, earthy look, with hollow eyes, frequent pulse, and 
a tendency to retching and giddiness on walking. She was at once 
removed to her own house, and when seen the following day, she 
complained of pain in the left shoulder and axilla. On examination 
it was found that the axillary and subclavicular glands were enlarged 
and painful to the touch, and that the arm and forearm were swollen 
and inflamed. Soothing lotions reduced the latter, but the glandular 
affection increased in severity, and, on the i1th May, a breakfast- 
cupful of purulent matter was evacuated from an opening at the 
anterior fold of the axilla, and a considerable amount also from a 
second opening on the inner aspect of the arm, a couple of inches 
above the elbow. These two openings communicated, and on the 
8th June a drainage-tube was introduced. 

During the maturation of the suppuration in and around these 
glands, Mrs. X. was totally unable to leave her bed, and was subject 
to chills, fullowed by flushings of heat, generally ending in perspira- 
tions, which caused much adynamia. Since the introduction of the 
drainage-tube, and the more complete evacuation of the offensive 
discharge, appetite and sleep have returned, and she is now (28th 
June) convalescent. 

A sister-in-law, who attended to Mrs. R. and the infant after Mrs. 
X.’s illness, and who slept in the same bed on the nights of 6th, 7th, 
and 8th of April, began at that time to complain of stiffness of one 
side of the neck when supporting Mrs. R. in bed, and, on the roth 
or 11th (April), it was observed that the submaxillary glands of that 
side were much swollen and painful. An examination of the fauces 
made the nature of the case apparent, for it was then observed that 
there was ulceration of the tonsil, with the formation of white 
sloughing patches onit. Extensive suppuration of the atfected glands 
ensued, and, on the 5th May, the abscess was freely incised, giving 
vent to a large quantity of healthy pus. She has not yet recovered 
her strength, and (28th June) still looks very anzemic. 

A second sister-in-law assisted at the washing and dressing of the 
body of Mrs. R., and, in doing so, carelessly put one of the pins into 
her mouth. On the following day she assisted in washing some of 
the clothing of the deceased. ‘The same evening she returned to her 
own home in a neighbouring town, and found that her throat was 
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affected. She was confined to the house for some time, under the 
care of the local medical attendant. | 

Soon after the infant’s birth (9th April), those nursing it observed 
an offensive discharge from the roots of the finger-nails of both hands. 
Care was taken to prevent the child putting its fingers into its mouth, 
and a carbolic-acid lotion having been applied, it soon made a good 
recovery. 

A third sister-in-law became affected soon after the opening of the 
abscess in her sister’s neck, with swollen, inflamed, and slightly 
ulcerated tonsils. 

Next, the husband of Mrs. R. was seized eight days after the pre- 
ceding with the acute tonsillitis, which, however, did not go on to 
suppuration, but ended in resolution. 

Finally, the husband of Mrs. X., who had washed some of the 
bandages and rags soiled by the discharges from his wife’s arm, was 
seized with erysipelatous redness and swelling of his right hand near 
the root of the thumb, and between it and the index finger. Under 
the use of local discutient and sedative lotions, it gradually disap- 
peared without leaving any bad results. 

The next case of puerperal fever was that of Mrs. V., who was 
delivered of her fifth child on the 4th April, after a natural but rather 
tedious labour. On the morning of the fourth day she complained 
of pain over the uterine region of a constant and persistent character, 
quite distinct from the “after pains.” She was then feverish 
(temp. 104°), pulse 118, with headache, thirst, &c. The mammez 
contained a little secretion, and the discharge, though diminished, 
had not by any means ceased, and was not particularly offensive. 
Under the exhibition of mild aperients and diaphoretics, such as 
castor-oil and Dover's powder, the symptoms gradually subsided, and 
on the eleventh day her pulse and temperature were much lower, and 
her general condition favourable. | 

The last case which gave any anxiety was that of Mrs. W., who 
was delivered on the same day as the preceding case. On the even- 
- ing of the third day she complained of headache, vomiting, thirst, 
and slight uterine pain ; but there was no change in the lochial flow, 
which from the first had not been profuse. The lacteal secretion 
was long in coming, and she was drenched in perspiration. After 
being treated similarly to Mrs. V., she gradually improved, and made 
a good recovery, but was longer confined to bed than ever she had 
been before. 

From this material, and in the light of these cases, we now pro- 
ceed to consider the relation which may reasonably be inferred to 
exist between puerperal fever and septicaemia. But, before doing 
so, there are one or two preliminary questions, which, though of 
great importance and of deep interest to us as practitioners of medi- 
cine, can only be briefly alluded to and hurriedly disposed of ; for 
though pertinent to our inquiry, they do not necessarily come within 
the scope of this paper. 
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The idea that puerperal fever is a specific disease—a fever sud 
generis—was almost universally accepted unti! quite recently. This 
view now finds few supporters; and, as the most distinguished 
authorities in obstetrics are opposed to it, I shall not take up the time 
of the Society with any arguments of my own, or quotations from 
others, against it. 

Regarding the connexion between the exanthemata, but especially 
between scarlet fever and erysipelas, much has been written ; 
and, as the result of such writing, strong opinions have been stated 
and decided action taken. Dr. Braxton Hicks and Dr. Arthur 
Farre especially insist on the close connexion, if not identity, 
between scarlet fever and puerperal fever; and my own cases, 
and I am sure the experience of many members present, will give 
some support to the idea of such a connexion, But when we find 
women delivered with the bright rash of scarlet fever completely 
covering them (and on this point I have the positive testimony of 
Dr. Baird’s experience of such a case) making excellent recoveries ; 
when we even find scarlet fever passing through the system of the 
mother, who was herself protected by a previous attack, and in- 
fecting the child zz wero without serious consequences to the 
mother, as in a case related by Dr. Cordes of Geneva ; and when 
Hirsch and Veit have shown by statistics that there is no coinci- 
dence between the prevalence of the two ailments at the same time 
—we are forced to the conclusion that puerperal fever is not merely 
scarlet fever in the puerperal state. Further, in a disease like 
scarlet fever, one expects to find identity of result from identity of 
cause. Ifa scarlet-fever germ is planted, we do not expect to find 
measles, or typhoid, or anything but scarlet fever result. Too many 
cases are on record, however, showing the disastrous results that 
accrue to puerperal cases from contiguity to the poison of scarlatina ; 
but may it not be that the vital powers of the puerperal woman, 
having borne the burden and heat of the day of labour, and struggled 
with the physiological processes of lactation and uterine involution, 
find themselves unable to cope with the intrusion of this new poison, 
and too surely succumb to it? 

Much and most reliable testimony has been given, and the evi- 
dence of competent observers adduced to show the intimate relation- 
ship, and even interchangeability between puerperal fever and erysi- 
pelas. I have adduced three cases having some bearing on this 
point. But the same arguments which were applicable in the case 
of scarlet fever here hold good. I shall quote three cases* (with the 
Society’s permission) which are, I think, decidedly ad rem, and which, 
in my opinion, render such a view untenable. 

If it then be conceded that puerperal fever is neither a specific © 





* British Medical Yournal, 5th September, 1874, p. 305; 16th May, 1874, 
p. 646; and 17th April, 1875, p. 503. 
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fever, nor erysipelas, nor scarlet fever; its probable identity with 
septiceemia only remains to be considered. 

‘That the non-puerperal cases narrated, or the great majority of 
them, were those of undoubted blood-poisoning, must, I think, be 
readily admitted. A reference to their accession, course, and to the 
severity of the general and local symptoms—e.g., in such a case as 
that of Mr. Y., together with the absence of any other feasible ex- 
planation, sufficiently indicate this. 

I have previously stated that the odour of the dressings and dis- 
charges from the affected thumb and hand of Mr. Y. were most 
persistent ; and, notwithstanding the most diligent use of the nail- 
brush and disinfectants, the fingers seemed constantly to exhale this 
offensive smell. Any one who has been accustomed to make frequent 
post-mortem examinations knows how pertinaciously the peculiar 
odour of the subject adheres to one’s hands, and that it seldom dis- 
appears until the day following that on which the post-mortem was 
made. The reason appears to be that the increased temperature 
and more active capillary circulation which obtains when one is 
warmed in bed, cause greater rapidity in the cutaneous transudations 
and exhalations from the hands. When, however, imbibition by, and 
impregnation of, the epidermic cells, from prolonged contact with 
decomposing animal matter, is repeated twice daily for many weeks, 
it is not difficult to understand why it is that a continuous exhalation 
of an offensive character should be given off from these cells, in 
which, for the time, the septic matter would appear to have been 
stored and fixed. 

The rate of exhalation would, to a considerable extent, depend 
upon the temperature of the hands and surrounding air ; and thus, 
in the cold spring weather, it would be given off more slowly. But 
if brought suddenly into contact with the maternal passages of the 
parturient woman, and retained even for no great length of tine 
there, where the facilities for rapid absorption are easy and great, the 
hand of the accoucheur so impregnated might produce an amount of 
mischief, the end of which it would be difficult to foresee. Especially 
would this be the case in primiparous cases, where there are almost 
constantly bruising and some laceration of the passages. Proceeding 
still farther, we know that amongst the gaseous and other products 
which result from the putrefaction of dead animal tissues, are sul- 
phuretted hydrogen, sulphuret of ammonium, and butyric acid. 
When solutions of these substances are injected into the cellular 
tissue of dogs and horses, as has been done by Billroth and Weber, 
septicaemia resulted—the animals dying in consequence. 

If we now apply this to the case of Mrs. A., an explanation may 
be furnished as to the manner by which the septic matter gained 
access to the blood and tissues. It has been shown that the mucous 
membrane of the interior of the uterus contains lymphatics (Stricker’s 
account of them is extremely meagre), which are highly absorbent ; 
and as Dr. Robert Lee has demonstrated, that in cases of septiczemia 
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the veins of the uterus are always clogged up by coagula, it can only 
be by the former that the septic material, be it particulate or non- 
particulate, finds its way through the great lymphatic abdominal 
chain to the peritoneum, and there excites the peritonitis which is so 
frequent a concomitant of this disease. 

That this was a heterogenetic case, notwithstanding the slightly 
foetid state of the decidua, may be inferred from the fact that Dr. 
brown, who never examined this patient, was in a similar position to 
myself, so far as results to his cases were concerned ; and it is more 
than probable that the same cause originated the mischief both in 
Mrs. A. and Mrs. B., both having been affected on the same day. 
The same explanation, mutatis mutundis, will apply to the infection 
or inoculation of the other cases; the fingers of the accoucheur 
playing the same 7é/e in the production of the septiczemia that the 
impure sponge does in the propagation of pyzmia in the surgical 
wards of our hospitals. 
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On looking over the accompanying tabulated list of my obstetric 
practice from the 23rd February to 4th April, which was carefully 
and accurately prepared for me by Dr. Brown, it will be noticed 
that, placed after Mrs. A., I have one case of septicemia; but that 
it is open to discussion whether or not it resulted from puerperal 
infection. 

This was by far the most virulent case of blood-poisoning, death 
resulting in a few days. The view I have taken of this case, but 
which I am quite ready to modify on hearing the opinion of the 
Society, is, that the septic germs, adhering in myriads to the 
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clothing and person of Mrs. Z., found admission to her husband’s 
circulation through the medium of the pulmonary mucous surface, 
and exhibited as their local exponent the axillary swelling and 
abscess formerly described. It may be conceived that Mrs. Z. may 
have been graduailly acclimatized to the presence of septic material 
in and around her; and, coming home to her husband, infected 
him without herself exhibiting any symptoms of septicemia. Es- 
pecially does this view recommend itself when we take into consi- 
deration what was occurring to some others under my care at this 
time. It is an admitted fact, and I myself have seen instances of it, 
that one person may be the medium of communicating such conta- 
gious diseases as measles, and the exanthemata generally, to a second, 
without any symptom of the complaint being discoverable in the first. 
If this be true as to the exanthemata, may it not be equally so with 
regard to septicemia? In corroboration of such a view, I shall 
nere quote froma letter received from Sir Robert Christison, who, 
in connexion with quite another matter, was made acquainted 
with some of the facts embodied in this communication :— 

“The most interesting point is the possibility, which Z.’s case 
raised, of the septicaemia or pyzmia being communicated interme- 
diately. If this view be not admitted, we are shut in with two 
alternative conclusions : either that some of the poison adhering to 
his wife’s clothes had been absorbed from some pre-existing wound 
in the man’s person—a very improbable case ; or that the pheno- 
mena of septicaemia may arise in their most acute form spontane- 
ously—which seems to me, as our information now stands, to be a 
very bold theory.” 

‘he manner in which septiceemia was communicated to those in 
attendance (immediate or remote) on Mrs. G. is susceptible of a more 
easy explanation. 

In the course of administering vaginal and uterine injections, the 
fingers were brought into contact, twice at least daily, with the irri- 
tating and offensive lochia ; and in the case of Mrs. X. there was 
an evident breach of the continuity in the forefinger of the right 
hand, and through this the septic material found ready access by the 
lymphatics of the forearm and arm to the blood. _In Miss X.’s case, 
though no lesion was observed before the supervention of the more 
serious local symptoms, this was probably because none was 
looked for. 

The husband and servant received the poison by inhalation of air 
loaded with septic matter, and in each case the tonsils were primarily 
affected ; the poison being conveyed from them through the lympha- 
tics to the submaxillary glands, 

Passing now to the case of Mrs. R., the first and only fatal one 
that happened after resuming attendance on such cases, I was then 
under the firm impression that no risk could ensue, after taking such 
measures as I have detailed, to prevent it. The explanation, how- 
ever, now appears to me to have been as follows :-— 
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The cuticle of my hands had become so impregnated and imbued 
with septic material, and so hardened and thickened by the constant 
application of strong carbolic acid and other disinfectants, that several 
weeks must have elapsed (more than three certainly) before complete 
desquamation and entire removal took place. I need not refer, in 
confirmation of this view, to the desquamation of such a complaint 
as scarlatina, during which it is generally believed to be most con- 
tagious. | 

Lhe consequences to those in attendance on Mrs. R. are exhibited 
in the foregoing table. To those in more immediate attendance the 
same results occurred as in the cases of Mrs. and Miss X. In the 
one group of cases, the septic stuff was conveyed by the lymphatics 
of the arm and forearm to the axillary and other glands in that situa- 
tion; and in the other, from the tonsils to the submaxillary glands, 
profuse suppuration resulting in both. 

An interesting point in this sequence, is the fact that the husband 
of Mrs. X. became infected by washing bandages soiled with the 
discharge from his wife’s axilla. 

In addition to my own cases, I refer to two others published in the 
Lritish Medical Journal of 17th April, 1875, where the symptoms 
were traced directly to the inoculation of slight wounds or scratches 
of the forefinger and thumb respectively, with decomposing lochial 
discharge, and where the one proved fatal in ninety hours from 
the invasion of the symptoms—the other recovering in six weeks, 
with the first joint of the thumb stiffened. The symptoms in each 
case were almost identical with those I have brought under your 
notice. 

Thus I think we have conclusive evidence that septicaemia may 
produce what has been termed puerperal fever, which again un- 
doubtedly originates septicemia, and so “causa eguat (e¢ simular) 
effectum.” 

The same identity may be traced in symptomatology. The simi- 
larity of the affection of the constitution in the puerperal and non- 
puerperal cases will have been recognised during the recital of the 
preceding cases, and the local symptoms vary only according to the 
seat of inoculation. 

In brietly referring to the pathology and morbid anatomy, it must 
be borne in mind that in puerperal cases the phenomena of septi- 
czemia will always be modified, because of the peculiar condition in 
which the woman is placed.. After the birth of the child, her blood 
is in a state of hyperinosis, and hence the serious risk of the deposi- 
tion of fibrin in the form of thrombosis of the uterine vessels. 
Lactation and uterine involution follow closely on labour, and thus 
we have the woman’s blood and tissues in a most inflammable condi- 
tion, which it requires but little to ignite. Besides this, from the © 
greater liability of such an extensive and important structure as the 
peritoneuin to become aifected, the prognosis becomes mich more 
unfavourable in the puerperal than in the simple or surgical cases. 
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3ut apart from these modifications, the difference is one of degree, 
not of kind. In both we have evidences of inflammation in the 
various textures anatomically composing the part affected, and it is 
the generally received opinion that there is no appreciable difference 
in the results in the two forms. In both we have the same nerve 
irritation and lymphangitis, the same exudation from the dilated ca- 
pillaries ; first of serum and lymph, and afterwards of leucocytes, the 
same phlebitis and thrombosis, the same inflammation of the cellular 
and muscular tissues, and finally, in the more malignant forms, the 
same gangrene and necrosis. 

Thus, from combined clinical observation and experimentation on 
animals, and from the evidence attainable from symptomatology, 
pathology, and morbid anatomy, we are justified in regarding puer- 
peral fever and septiczemia as one and the same disease. 

This contribution would fall short of its object, were I not to make 
a brief reference to the prevention and treatment of the puerperal 
form. It is now an established fact, that pyeemia and septicaemia 
have in a great measure disappeared from the wards of our hospitals 
since the introduction of antiseptic surgery ; andif this be so prophy- 
lactic in the surgical form, it ought to be equally so in the puerperal. 

On again resuming practice after my three weeks’ absence, I never 
went to a case of labour without carrying with me carbolic oil, with 
which I lubricated the fingers of my right hand before each vaginal 
examination. 

Finding, however, that this was still insufficient to protect against 
septic communication and inoculation, I resorted to a more vigorous 
and complete system of manual disinfection. Before using the car- 
bolic oil, I carefully washed both hands with liquor chlori (P.B.), 
and, after roughly drying them, made a complete and prolonged 
inunction with the oil as far as the wrists, thus allowing time for the 
epidermis to get thoroughly soaked before the examination was 
made. 

After the employment of these precautions, no bad symptom ever 
supervened in any of the forty cases which have since been delivered 
under my care. 


The PRESIDENT felt sure the Society was indebted to Dr. Hunter 
for his interesting paper. 

Professor Simpson thought the Society, and indeed the whole pro- 
fession, were indebted to Dr. Hunter for his valuable paper. It 
certainly required a gieat deal of courage to bring forward the series 
of disastrous cases so admirably detailed. The question now was, 
were we to retain the term puerperal fever as distinctive of a single 
variety out of the pretty extensive group of fevers in women, which 
were all puerperal, because they occurred in the puerperal state ? 
Thus, typhoid fever or small-pox or any of the zymotic levers might 
lay hold of a puerperal woman, and, owing to her peculiar condition, 
the fever in her was apt to become very intense, and at times so 
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rapidly fatal that there was no time for the manifestation of charac- 
teristic eruptions. This was more particularly the case in women who 
had never before been exposed to their infeetion, to whom even the 
mildest of the zymotic fevers was likely to be deadly. In one case, 
of a lady who had been sedulously guarded from infantile diseases, an 
attack of measles in her thirteenth confinement proved fatal in a few 
days. Again, the erysipelatous poison coming in contact with the 
vaginal or other canals of a parturient female, caused symptoms 
similar to those arising after a surgical operation in a patient exposed 
whilst the wound was fresh to the same poison. Then there was the 
group of cases so well brought forward by Dr. Hunter, where the 
surgeon got impregnated with a poison, which would give a surgical 
patient a fever, with local manifestations, from the introduction of 
poison into a wound. This, as taught by the late Sir James Simpson, 
should be held as puerperal fever when the patient was a puerperal 
woman. ‘There were two things which would have added to the 
value of Dr. Hunter's communication, but which could not reasonably 
have been required from him—viz., a post-mortem examination of the 
woman who had died, and also of the fatal surgical case. This 
would, no doubt, have shown lymphatic inflammation, thrombosis, 
and metastatic inflammations. He had collected in the dissecting 
rooms at Vienna, the results of post-mortems of patients dying after 
puerperal fever and after surgical operations. ‘The results in both 
classes of cases were strikingly similar, especially when the surgical 
operation had been on the abdomen. It would have been interest- 
ing further to have known the health of the puerperal women in the 
district at the time of Dr. Hunter’s fatal cases, as it would have added 
to the value of his paper. He had undoubtedly carried a morbific 
agent, and it was therefore important to watch the kind of source 
from which such an agent might arise, and it might come from less 
striking sources than the case to which Dr. Hunter had traced his em- 
poisonment. Thus, in a case of his own, it was traced to the sore 
thumb of the nurse; and in a second tstance it was traced to the 
nurse, who had been dressing an old ulcer on her leg. Then again, the 
obstetrician might get the poison from the fcetid lochial discharge of a 
patient already confined, although it was doing the woman herself no 
harm, for the simple but very sufficient reason that ere the discharge 
had become dangerous, the lacerations in her own genital canals had 
begun to granulate, or that there had been no wound surface pro- 
duced during her labour. Such injuries were far more likely to be 
found in primiparee than in multipars, and in this connexion it was 
interesting to observe that in the series of cases where Dr. Hunter 
attended women in labour who escaped, the table showed these to be 
-all multiparous, and the first in whom the mischief again began was 
a primipara. He felt much interested in Dr. Hunter’s cases, and was 
sure they all felt grateful to him for his very able communication. 
Dr. A. MacponaLp wished simply to endorse Professor Simpson’s 
remarks. The contribution was valuable, and one much needed in 
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science. There was always a certain amount of reluctance in furnish- 
ing such cases ; and although the practitioner was honoured by his 
brethren, yet the popular amount of credit was not in proportion to 
his deserts. No member would now deny the view of puerperal 
fever advocated this evening. ‘The only question was the bearing of 
antiseptic measures on these cases ; whether by the diligent use of 
antiseptic agents, such organic fever-poisons could be destroyed. 
He would fain believe such was the case. It might be true, as 
Dr. Hunter had said, that the hand epidermis might be so impreg- 
nated—that so much poison might lurk in its deeper layers as to 
cause puerperal septicaemia, even after a three weeks’ holiday on the 
part of the medical attendant. He did not, however, think that their 
present knowledge warranted this.. Probably if the cases were 
examined, some hidden relationship between them and other causes 
might be traced, different from what Dr. Hunter had shown. ‘Then 
they knew that carbolic acid caused desquamation of the cuticle ; and 
most of them would demur to the case of pyemia where the pul- 
monary mucous membrane was supposed to be the absorbing medium. 
It was more probably a scratch in some accessible part. ‘I'hese were 
the doubts that occurred to him; and if it were true that these 
poisonous influences, bacteria, &c., were so subtle that no carbolic 
acid could kill them, then no obstetrician nor surgeon could, after a 
stinking wound, go to cases for weeks. Dr. Hunter certainly deserved 
thanks for his interesting paper. 

Dr. Smart thought that not too much could be said on this im- 
portant subject. He was interested and pleased in the paper and 
remarks, on account of the unanimity which had prevailed ; and he. 
hoped that the professional minds would be educated in this matter. 
Dr. Hunter was not limited to the pulmonary mucous membrane for 
the absorption of poisons, as the eye is often a habitat for such. 
Then as to Dr. Hunter’s doubts on the source of the poison, he 
should remember that puerperal women are so susceptible, that an 
infinitesimal dose might do all the mischief. Many years ago, in a 
debate at the Royal Medical Society, he had ventured to generalize 
the whole question into one of septicaemia. As physician and patho- 
logist in one of the largest obstetrical hospitals in Britain, he had 
ample proof that puerperal fever was septicemia. He indeed consi- 
dered it dangerous for an accoucheur or medical man in practice to 
attend at a pust-mortem. As to the question of puerperal fever existing 
as an epidemic, if they admitted it was a septic disease, then they 
got at the question at once. ‘There was no epidemic of puerperal 
fever apart from direct septic influences. All knew how easy it was 
to produce an epidemic, or quasi-epidemic. Medical men should, 
therefore, be very careful in avoiding all places where such dangers 
could be. 

Dr. Hunter did not, at such a late hour, wish to enter into any 
detailed reply. He thanked the members for their favourable and 
lenient criticisms. In regard to what Professor Simpson suggested 
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about post-mortem examinations of the fatal cases, he thought the 
Society would agree with him that he would not have been justified 
in making them. Indeed, when lately called on by the Procurator- 
Fiscal to make such an examination he had declined doing so. He 
was glad to hear Dr. Macdonald’s remarks, and only regretted that 
time prevented him replying more fully. 





Obstetric Summary. 
The Causation of the Puerperal Souffle. 


In a paper read before the Académie de Médecine on June 6th, 
1876, M. Bouillaud discusses the question raised by the communica- 
tion of M. Glénard, a summary of which appeared in the OBSTETRICAL 
JouRNAL for May, 1876. The author maintains that the so-called 
placental souffle is identical with the bruit de soufflet produced by 
the compression of large arteries, and has its origin in the intra-pelvic 
arteries. He states that in many instances of intra-pelvic tumour, 
both uterine and ovarian, he has observed a bruit Ge soufflet precisely 
resembling the souffle of pregnancy. The most remarkable of these 
was one in which the woman believed herself pregnant ; a diagnosis 
was made of extra-uterine pregnancy, and an operation undertaken to 
remove the foetus, from the effects of which the patient died, and 
after death an ovarian cyst only was found. He believes that a 
tumour in a similar situation in a man would produce a similar souffle, 
but of this he has not yet found an instance. He has, however, ob- 
served a somewhat analogous case. A man had a tumour situated 
at the posterior border of the liver, so as to compress the neighbouring 
part of the abdominal aorta. M. Bouillaud heard at the posterior 
part of the right side of the chest a souffle exactly like that of preg- 
nancy, and he considers that the liver in this case played a part 
similar to that of the uterus in conducting the sound. He lays stress 
on the fact that the condition of the blood plays an important part 
in the causation of the sound, and that it is in chlorotic, or hydreemic, 
persons that an arterial souffle, often of a musical character, can most 
readily be produced by pressure. Against the view of Laennec, that 
the souffle originates in the artery which chielly serves for the nutri- 
tion of the placenta, it is objected that it often persists for some time 
after delivery, and that what Laennec regarded as conclusive evidence 
for his view, on the authority of M. Ollivry—namely, that the souffle 
ceases at once when the funis is divided, is certainly not a fact. In 
reference to the theory of Dubois, published in 1831, that the 
puerperal souffle is analogous to that of an aneurismal varix, and 
arises from the direct passage of the arterial blood into the dilated 
spaces of the venous system within the uterine walls, M. Bouillaud 
argues that the two cases are not comparable, since the occurrence of 
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a bruit is only well ascertained in cases where there is a single and 
narrow opening accidentally produced between an artery and an 
adjoining vein. His own theory was published first in 1836, and 
since that time he has been confirmed in it by observing numerous 
cases of pregnant women in whom not merely a bruit de soufflet, but 
one of a musical character, like that produced by compressing a large 
artery in hydrzemic persons, could be heard. He supports it by the 
evidence of M. Jacquemier, that in ten out of eleven patients the 
souffle disappeared when they were placed in the prone position, so 
that the uterus no longer pressed upon the pelvic arteries. With 
regard to the theory of M. Glénard, he does not deny that a bruit de 
soufflet may sometimes be produced by compression of the epigastric 
artery, but considers that it is an enormous error to explain in this 
way the usual souffle of pregnancy. He thus sums up the arguments 
in favour of his own view. 1. The positions of maximum intensity 
of the puerperal souffle correspond to the great pelvic arteries. 
2. ‘The soufile disappears when the uterus has returned to its normal 
size. 3. The common, internal, or external iliacs are the only arteries 
in the neighbourhood large enough to produce a souffle of such a 
quality. 4. A similar souffle is produced by other abdominal tumours 
capable of exercising a similar pressure. Among the cases quoted in 
support of his doctrine is the following :—A woman, twenty-four years 
of age, had a fibroid tumour cf the uterus reaching four or five centi- 
metres above the umbilicus. Over it was heard not merely a bruit 
de soufilet, of a quality exactly like that found in pregnancy, but one 
ot a double rhythm, corresponding to the diastole and systole of the 
arteries, such as is often heard in the carotid or subclavian arteries of 
hydreemic persons, and was in fact heard there in the same individual. 
Another case was one recorded in the Lancetfe Francaise of May, 1834. 
«A woman, aged forty-seven, married and without children, had ceased 
to menstruate for nine months, and believed herself at the full term 
of pregnancy, being convinced that she felt foetal movements. ‘There 
was an irregular abdominal tumour, which was diagnosed as being an 
extra-uterine foetation of the rizht ovary. ‘There was a well-marked 
souffle, which was thought to be the placental souffie. An exploratory 
incision was made by the vagina, and the patient died from peri- 
tonitis. At the autopsy a carcinomatous tumour was found, which 
involved the uterus and ovary. 

The discussion on this subject was continued through several 
meetings, and M. Glénard, attempting to give a clinical demonstra- 
tion of his theory, the same which had been maintained by Kiwisch, 
was unable to convince either M. Bouillaud or M. Depaul that the 
puerperal souffle can be stopped by pressure in the course of the 
epigastric artery. M. Glénard himself, in a paper published in the 
Archives de Tocolegies for Avgust, 1876, has since completely changed 
his view. He now admits that one step in his argument to show 
that the puerperal souffle is produced in the epigastric artery—namely, 
the assumption that at the full term of pregnancy there is no other 
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considerable artery running in the same direction as the epigastric 
artery, is not justified. Having made an autopsy of a woman who 
died three days after delivery, and injected the arteries, having first 
distended the uterus with an elastic bag, he found an artery as large 
as the brachial, arising from the uterine artery, and lying on the sur- 
face of the uterus, following almost exactly the same course as the 
epigastric. The existence of this artery, which was confirmed by a 
second autopsy, he regards as being an important discovery, and 
proposes to call it the puerperal artery, believing it to be the place of 
origin of the puerperal souffle. It will be seen that this change of 
view overthrows the former conclusion of M. Glénard, that the puer- 
peral souffle has no diagnostic value ; and his last opinion would be 
but a slight modification of the uterine theory, as advocated by 
M. Depaul. 

In a paper read before the Society, M. Depaul maintains his view, 
first published in 1847—namely, that the souffle is produced in the 
large arteries which supply the pregnant uterus, and are most deve- 
loped in the neighbourhood of the placenta. His arguments are 
chiefly directed to answer the paper of M. Bouillaud. He points out 
that in pregnancy the arteries are enlarged so as to form a network of 
dilated vessels of quite sufficient calibre to produce a souffle, and 
that the pressure of the blood must be very variable in different 
parts. He makes a distinction between the pulsation with souffle 
which is heard when large arteries are compressed, and the souffle 
without pulsation. Both may be heard in pregnancy ; but the latter, 
in which the sound rises somewhat gradually to its maximum, is the 
characteristic sign. He does not deny that a murmur is sometimes 
produced by pressure on the iliac arteries in pregnancy, but contends 
that this is a pulsation with souffle, and not the characteristic puerperal 
souffle. He points out also that the pregnant uterus is generally too 
lax to exercise much localized pressure, although the hard parts of 
the foetus may do so occasionally. He combats the theory of M. 
Bouillaud by the following arguments :— 

1. The puerperal souffle may be heard in the third or fourth month 
of pregnancy, when the uterus is not enlarged enough to compress 
the iliac arteries. 2. It is not the fact that it ceases when the patient 
is placed in the prone position, but it is still heard then, although 
auscultation is more troublesome. 3. It is only exceptionally heard 
in extra-uterine pregnancy, in which it ought to be constant, accord- 
ing to M. Bouillaud’s view. 4. It is comparatively much less 
common in fibroid tumours of the uterus than in pregnancy, and 

_ very rare in ovarian tumours. 





The Mechanism of Spontaneous Version. 
In the Annales de Gynécologie for June, 1876, Dr. Geneuil relates 


the following case :—A woman, aged twenty-eight, who had previously 
had three children, and had a full-sized pelvis, was pregnant for the 
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ourth time. At full term slight labour pains commenced about 
midnight. By noon on the next day the pains had assumed an 
expulsive character, and the membranes ruptured in the presence 
of a midwife who was attending, and who then detected an abnormal 
presentation. Dr. Geneuil, on being summoned, found the left arm, 
swollen and blue, hanging from the vulva, the foetal head being in 
the right iliac fossa. ‘The os was tightly closed round the shoulder, 
and the hand could not be introduced into the uterus. Dr. Geneuil 
therefore decided that it would be impossible to attempt version, and 
resolved to perform embryotomy. At the end of half an hour, having 
made his preparations, he laid his hand upon the uterus, and was 
astonished to find that on the left side there was strong contraction, 
while upon the right there was none. ‘Thinking, therefore, that since 
the pelvis was large, spontaneous version might be accomplished, he 
left the case to nature. By 4 p.m. the shoulder began gradually to 
recede, and by 4.30 p.m. the breech was presenting. ‘The contrac- 
tions then became uniform on the two sides of the uterus, soon - 
increased in vigour, and at ten minutes past five a dead female child, 
rather above the average size, was expelled. The author believes 
that his observation in this case explains the mechanism by which 
spontaneous version is accomplished, and that the powerful con- 
tractions on the left side of the uterus forced the breech down, while 


its comparative laxity on the right side allowed the head, lying in the 
right iliac fossa, to recede. 


Lnduction of Premature Labour. 


In the Archives de Tocologie for May, 1876, Dr. Chassagny describes 
"a new apparatus for the induction of premature labour. It consists 
of a double dilating bag, each bag being filled by a separate tube, so 
that the tube which communicates with the upper bag passes through 
the lower. The lower bag is made of thick india-rubber. It is 
inserted into the vagina, and dilated with air or water, the effect of 
which is to induce uterine contractions. The-upper bag, which is 
made of extremely thin india-rubber, is then filled with water. As it 
is supported by the thick bag below, the effect of this is that it 
insinuates -itself into every pouch of the vagina, and sends out a 
finger-like projection into the cervix, which, as the author believes, 
effects its dilatation with far greater mechanical advantage than even 
the natural pouch of liquor amnii; By experiments on models made 
to represent the vagina and cervix, he has satisfied himself that this 
projection of a finger-like pouch into the cervix does actually take 
place, even when the cervix forms at first a prominence, and the os 
is undilated. He therefore considers that his double dilating bag is 
far superior to the dilating bag of Gariel, or the colpeurynter of 
Braun, which merely distends the vagina, and often brings on active 
labour pains only after a long interval. It is also far easier of appli- 
cation than intra-uterine dilators, which require to be frequently re- 
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inserted, and it can be used even when there is, at the commence- 
ment, no dilatation whatever of the os. The methods of puncturing 
the membranes, of dilating the os with tents, or of introducing an 
elastic bougie, the author considers to be exploded as means of in- 
ducing labour. 

A case is related in which the method was successfully applied. 
The patient, aged forty-seven, was reduced to the last extremity 
by uncontrollable vomiting, and induction of labour was commenced 
about three weeks before full time. The os was extremely high up, 
hard, rigid, and nodular, and would not admit even the point of the 
finger. Pains were brought on soon after the introduction of the 
bags, the os was dilated to the size of a franc after five hours, and 
labour was completed after about twenty-four hours, although on two 
occasions the bags were removed for some hours, during which time 
pains entirely ceased, and the os became again contracted. This 
cessation of pains appeared to be due to the exhausted state of the 
patient. 

The application of the double dilating bag is not confined to 
the induction of labour, but, in the author’s practice, it supersedes 
all other means in many other cases. Thus it is used instead of 
tents to dilate the cervix of the unimpregnated uterus, in order to 
explore its cavity, to restrain hemorrhage, to remove polypi, or to 
make intra-uterine applications. In cases of placenta previa it 
effects a complete dilatation of the cervix without allowing the 
slightest hemorrhage to continue, an effect which the author has 
observed in a dozen cases. When the insertion completely covers 
the os, he pierces the placenta through the centre, and finds that the 
bag insinuates itself into this opening with an equally good result. 
But it is in post-partum hemorrhage that the results are most striking. 
The uterus is first emptied of all clots, and the bags are then intro- 
duced and dilated with water. The thin bag then insinuates itself into 
- the uterus, and completely fills it, compressing the open mouths of all 
the bleeding vessels. When the uterus begins to contract, it may be 
allowed to expel the water, the open mouth of the tube being kept 
at a high level. There is then perfect security that no cavity is 
formed into which hemorrhage could take place. The author has 
saved by this method two patients who would otherwise inevitably 
have perished, all other means having been used in vain. 





®ynxeie Summary. 
Lxtirpation of Uterus and Ovaries for Libro-cystic Diseases. 


Dr. Presbrey reports a case in which the uterus and ovaries were 
extirpated by Dr. Kimball, of Lowell, U.S., the operation having 
been commenced under the belief that the tumour was ovarian. 
The patient was thirty-six years old, and had had one child six years 
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before, in 1869. Menstruation had generally been normal. In 
1874 she first observed a lump on the left side of the abdomen. A 
‘moveable rounded tumour, apparently about five inches in diameter, 
was then found in the left and lower portion of the abdomen. The 
uterus was inclined to prolapse, not very moveable, the os patulous. 
The sound could not be passed beyond the internal os. The diag- 
nosis of ovarian tumour, with possibly fibrous enlargement of uterus, 
was ventured. ‘The tumour continued to enlarge, and in September, 
1875, paracentesis was performed, and 154 quarts of pale yellow 
serous fluid were removed. After five weeks the tumour appeared 
to be as large as before the operation, and the uterus became very 
much prolapsed. 

On January 5th, 1876, the operation for the removal of the tumour 
was undertaken, the patient having then become much emaciated. 
Ether was administered. When the tumour was exposed there 
appeared a fleshy-looking substance of the peculiar dark pinkish 
colour characteristic of fibrous growth. The tumour was tapped, 
and a quantity of straw-coloured fluid flowed freely through the 
canula. — Still, however, there remained a considerable fulness in 
the lower part of the abdomen. There were parietal adhesions at 
the upper part of the tumour. These were separated by the fingers, - 
and the sac brought out through the incision. The pelvis was then 
found to be nearly filled by a fibrous growth, which formed the lower 
portion of the sac, from one to three inches in thickness. This 
extended by prolongation to the uterus, and was thoroughly blended 
with that organ. As a preliminary measure the broad ligament was 
perforated upon the left side, to the left of the ovary, anda silk ligature 
was passed around it and firmly tied. The tissues between the 
ligature and the tumour were then divided. A considerable hemor- 
rhage from the cut surface occurring, a temporary ligature was 
applied, to prevent the. bleeding from the tumour. It now became 
possible to bring out the whole mass through the incision, and the 
wire écraseur was applied at a point corresponding to the external os, 
involving the remainder of the broad ligament, and the round liga- 
ment of the left side, the upper part of the vagina, and the round 
and broad ligaments of the right side beyond the right ovary. The 
wire was tightly drawn and twisted for security, and the mass removed 
by the knife. The écraseur was allowed to remain, and the stump 
was transfixed just outside the loop of the écraseur with a curved 
trocar, which was arranged to give additional security against the 
return of the stump into the abdominal cavity. The wound was 
then closed with silk sutures, and the stump cauterized with the hot 
Iron. ‘The mass which had been removed was found to consist of 
twenty pounds of straw-coloured fluid, and five pounds of solid 
material, A diagram is given of the tumour, showing the growth to 
arise entirely from the fundus of the uterus above the attachment of 
the round ligaments and Fallopian tubes, the length of the uterus up 
to that point being but little increased. For the first seven days 
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the patient had symptoms of peritonitis, and suffered much from 
nausea and vomiting. ‘The pulse rose to 120, and temperature to 
1015. ‘The stitches were removed on the seventh day, when the 
stump was becoming very offensive. On the twelfth day the irons 
were removed from the stump, leaving a slough still attached, which 
came away three days later. By the roth of February the wound 
had nearly healed, and the patient eventually quite recovered.— 
Boston Medical and Surgical Fournal, July, 1876. 





Post-mortem Examination Seven Years after Ovariotomy. 


Dr. Hime records a case in which an opportunity occurred of 
examining post-mortem a patient from whom an ovarian tumour had 
been successfully removed seven years before. The patient, aged 
forty-eight, the mother of six children, came under observation in 
August, 1868. The enlargement of the abdomen had been noticed 
for two years. At her admission the tumour was very tense, project- 
ing a good deal from the abdominal cavity, and the circumference of 
the umbilicus was 49 inches; distance from ensiform cartilage to 
symphysis pubis, 25 inches. The heart was enlarged, with a systolic 
bruit at the apex, and a double first sound. 

Operation.—The operation was performed by Dr. Hime, August 
20, 1868, lasting one hour and twenty minutes. She took chloroform 
admirably, in spite of the state of the heart. ‘The usual incision was 
made in the median line, about four inches long, the sac partially 
emptied and the orifice tied, and the relations of the parts explored. 
The sac was throughout adherent to the anterior abdominal wall, but 
was readily detached. ‘The pedicle was thin, about two inches long 
by one inch wide, growing from the uterine margin of the nght 
lateral ligament. The whole of the fluid (thirty-seven pints, 
ciear, straw-coloured) was then drawn off from the single sac. 
The intestinal adhesions were numerous and strong, and their 
separation took a very long time; the knife was not used. Very 
strong adhesions also bound the sac in the neighbourhood of the 
liver. The pedicle was tied with whipcord and returned to the ab- 
domen. The wound was closed by three deep and three superficial 
silver-wire sutures. She recovered without a bad symptom. ‘Tem- 
perature on second day was 105° Fahr., pulse 104. She was troubled 
on the fourth day with flatulence and diarrhoea, passing hard scybala, 
and was relieved by the enema assafcetide, B.P. On the twenty-third 
day after the operation she was up. 

A fter-History.—She menstruated regularly for about a year, during 
which time she increased considerably in weight. Her menstrua- 
tion then became very profuse. The cardiac affection began gra- 
dually to grow worse, and subsequently her’ breathing became 
very bad on the least exertion, and her legs and feet became very 
cedematous. She returned to hospital on -July 12, 1875. She 
was very stout (ascitic), her lower extremities being much swollen and 
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cedematous. Her breathing was excessively bad ; she was unable to 
lie downjand could make no exertion. Her urine was scanty and 
highly albuminous. The heart’s sounds were displaced by a blowing 
murmur, so loud and extended that it was impossible to distinguish 
its nature or situation exactly. She improved greatly on iron and 
digitalis. The urine ceased to be albuminous, except after some 
unusual exertion ; the swelling of the legs and feet disappeared ; her 
breathing improved, and she could lie down with comfort. After a 
sojourn of seven weeks in the hospital she was about to leave on 
August 30. She went to bed cheerful and happy. During the night 
a patient in the same ward hearing her breathe heavily, called the 
nurse, and she was found to be at the last gasp. 

The following day a post-mortem examination was made. The 
body was covered with a thick layer of fat. On passing the hand 
through an incision in the abdominal wall it was met by a compact, 
firm mass, filling the whole abdominal cavity. This consisted of the 
whole of the intestines, omentum, &c., matted together by quantities 
of lymph. It was impossible to remove even a short piece of intes- 
tine separately. On cutting through it the appearance was that of a 
solid body perforated by large canals (the intestines) in various direc- 
tions. Yet she never suffered any intestinal inconvenience. ‘The 
omentum was inseparably connected with the peritoneum above, as 
well as with the intestines below. No trace whatever remained of 
the strong whipcord ligature which tied the pedicle, nor could even a 
cicatrix or mark be found of where the pedicle had been. The left 
ovary was in its place and healthy. The kidneys were large and com- 
pletely disorganized ; all trace of cortical structure had disappeared, 
and the capsules readily peeled off. The liver, too, on section was 
found diseased throughout, and so soft that the fingers readily pene- 
trated it; fat could be distinguished in it with the naked eye, in 
patches as large asa pea. The lungs and pleure contained a con- 
siderable quantity of serum, which escaped on section. The peri- 
cardium contained over a pint of bloody serum. The heart was 
greatly enlarged, its walls fatty; and a rupture existed in the wall of 
the right auricle, which was not thicker than a leather glove. The 
mitral and aortic valves were both much thickened, and on the latter 
were situated several nodules, one as large as a grain of wheat. 


awdiatric Sunuary, 
A Case of Congenital Chorea. 


In the “Wiener Medizinische Wochenschrift,” 1876, No. 19; 
Dr. Franz Heller relates the following case :—A woman who was 
somewhat anzemic, but otherwise in fair health, was delivered of a 
male child about.the middie of the eighth month of pregnancy. The 


Pediatric Summary. 495 


child appeared weak and pale, and the anterior fontanelle was much 
depressed. Almost immediately after birth it began to be affected 
by clonic spasms, affecting the muscles of head, trunk, and limbs 
equally. The motions consisted of frequent extensions and flexions 
both of trunk and limbs, rolling of the eyes, contortions of the face, 
and protrusion and drawing in of the tongue. ‘They were quite con- 
tinuous, except during deep sleep, or when the child was in a bath. 
During light sleep they persisted in minor degree, and continued 
even while the child was drinking. The infant was fed artificially, 
but rapidly increased in weight and strength. After some days it 
began to suffer from nasal catarrh, which recurred every night about 
12 P.M., lasting about an hour, and much impeding the breathing. 
Quinine was then administered, with the result that these attacks 
became milder, without disappearing, while the choreic movements 
rather increased in strength. Chloral was then given twice a day, 
and had a very beneficial effect in diminishing the violence of the 
chorea, and procuring long remissions, while the nocturnal catarrh 
ceased after two days. The movements, however, did not entirely 
cease until the child was two months old, the rolling of the eyes 
being the symptom which persisted longest. The child afterwards 
did well, and at the age of fifteen months was in good health. There 
was no family history of any nervous complaint. Of similar recorded 
instances, the author finds only two of congenital chorea, one by 
Mayo (“ Outlines of Human Pathology,” p. 170), and one by Monod ; 
also one case mentioned by Constant, in which chorea occurred at 
the age of four months. Most authors declare that it does not occur 
in children under the age of one year. 





Lhtermittent Fever in Infancy. 


In a paper read before the Medical Society of Paris, Dr. Dubrisan 
relates a case in which intermittent fever appeared in a child under a 
convulsive form. The patient was a little girl, aged seventeen months. 
She had fourteen teeth, and the upper canines were just on the point 
of appearing. A few days before she had been suddenly separated 
from her wet-nurse. On May 8th, 1876, after a disturbed night, she 
appeared ill, had lost appetite, and coughed slightly ; some large-sized 
bronchial rales were heard in the chest. At 3 p.m. she was suddenly 
seized with violent general convulsions. When seen, ten minutes 
later, the convulsions had ceased, but the child was half comatose, 
face livid, pulse 180, small and irregular, temperature 39°°3 C. An 
hour later all trace of the occurrence had disappeared, and the child 
had fallen into a deep sleep, which lasted for four hours, and after 
awaking from which she showed her usual gaiety. During the night 
she was very restless, but in the morning was in fair condition, cough- 
ing slightly, and having still some rales in the chest. At 10 A.M., 
however, she had a convulsion of the same character as that on the 
preceding day, but less severe and less prolonged, At 9 P.M. a con- 
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sultation was held. The pulse was then 140, and the skin hot. It 
was thought that the complaint was probably commencing broncho- 
pneumonia; but in view of the fact that the child was born in a 
malarial district, and lived there from August to November, 1875, 
the possibility of the fever being due to malarial poison was admitted. 
At 10 A.M. on the next day, the roth May, fever was again present ; 
the pulse was 120; temperature, 39°6 C. In the evening, at 5 P.M., 
fever had subsided ; temperature had fallen to 37°°4 C.; the child 
was quite cheerful, and not a rale could be heard in the chest. The 
idea of pneumonia was thus dispelled, and the diagnosis was esta- 
blished of an intermittent fevef, which took a convulsive form at its 
onset, and which, in each access, was complicated by pulmonary con- 
gestion. The administration of quinine was then commenced, but 
the paroxysms continued for eight days longer, after which they 
entirely ceased. The intervals between the paroxysms were very 
irregular, but generally two occurred in the day. ‘The first stage was 
one of chilliness, chiefly in the feet, but without any shivering ; then 
a well-marked hot stage, and lastly, a sweating stage marked only in 
the head. No enlargement of the spleen could be detected.—Azmnales 
de Gynécologie, July, 1876. 
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ON THE METHOD OF OPERATING FOR VESICO- 
VAGINAL PEW. | 


BEING .A COMPARISON OF BOZEMAN’S OPERATION 
Witt THAT. OF THE-AUTHOR: 


By the late Prof. Stmon, of Heidelberg. 
(Continued from p. 450.) 

WE have to inquire further— 

1. Whether the accessibility of the fistula in Bozeman’s 
third case might have been secured by my method also, or 
whether Bozeman’s method of exposing the parts deserves 
preference over that applied in the exaggerated lithotomy 
position. 

2. For what reason my method of paring and uniting the 
edges—on which two proceedings alone the favourable results 
can depend—is. superior to that of Bozeman ; and whether 
the unfortunate result in Bozeman’s second case is to be 
attributed to casual causes, or to the method. 

With regard to the first point, I really thought in Bozeman’s 
first operation that the exposure of the fistula in the knee- 
elbow position, and with his speculum, was better than in 
the exaggerated lithotomy position, and with my instruments. 
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For when the fistula was exposed by Bozeman, one could 
see it very well throughout the whole operation, and follow, 
if not the execution, yet the effect of each incision and each 
suture. In his first case, the paring of the fistula was 
completed by a single action of the knife and scissors ; very 
thick margins in completely sound tissue were made, and the 
whole operation, in spite of the complicated suture, was 
finished in half an hour. The result was complete union. 
In this first operation I noticed the extensive cutting away 
of the edges of the fistula—namely, to a breadth of at least 
1cm.; I also thought it a disadvantage that the incisions 
were made, for the most part, with scissors. In view of the 
result, however, the latter consideration must be set aside. 
The whole operation, with its result, was a striking one to 
me, although the fistula was relatively a very easy one to 
cure ; I was obliged to confess to myself that if the operation 
could be carried out with the same certainty and rapidity in 
difficult cases also, and the same success secured, Bozeman’s 
method deserved a preference to mine. I thought especially 
that it might have advantages in the case of fistule situated 
high up, which cannot be drawn down to the entrance of 
the vagina, because these fistule, in some cases, present 
great difficulties to the operation with the knife in the 
exaggerated lithotomy position. 

From the result, however, of the two following operations 
I was led to change my opinion. In the second case, which 
was operated on in the presence of Koberle, the fistula lay 
only 24 cm. ifrom ‘the orjficer of the urethra: “eA itemetie 
patient had been fastened in the knee-elbow position, and 
chloroform administered, the operation was performed with 
great rapidity (35 minutes) and dexterity, and I, with all 
the other spectators, wondered at Bozeman’s skill. Yet it 
struck me that in this, as in the first operation, Bozeman 
used scissors for the greater part of the incisions, and cut 
away the edges just as widely. In this case the anterior 
margin of the fistula lay in the urethra, which had only a 
length of 24 cm. remaining, so that, in order to secure con- 
tinence, the greatest possible economy of tissue was de- 
manded. Nevertheless, Bozeman cut away about I cm. 
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from the margin, so that only 14cm. of the urethra remained, 
and a risk was incurred of incontinence of urine in case union 
should fail. Yet the margins fitted very well together, they 
lay in thoroughly sound tissue, and, in spite of the tension, 
could be brought together very exactly. Had union taken 
place, and continence been secured, no objection could have 
been raised against this operation; but the whole fistula 
opened again, and the patient had become incurable. 

In the third case the fistula lay very high up in the left 
cul-de-sac, and was very difficult of access. After examination 
in the supine position with buttocks raised, but without the 
assistance of chloroform, or of any instrument except a Sims’ 
speculum, its edges appeared to me to be adherent to the 
bones, and, as I mentioned before, I expressed the opinion 
that on account of the difficulty of access, and the nearness 
of the peritoneum, this case might possibly call for a diagonal 
obliteration of the left cul-de-sac. Bozeman incised a 
cicatrix, which narrowed the vagina in front of the fistula, 
dilated the vagina gradually, and performed the operation 
ten days later. The fistula was brought very well into view 
with his speculum, and I was able to convince myself that it 
was not adherent to the bones for the greater part of its 
margin, as I had supposed in my superficial examination— 
only the outer angle was adherent, and the fistula was 
therefore much easier of access than I had imagined. I 
expected that the operation would have been completed as 
quickly as in the former cases, but, although so well exposed 
to view, the fistula was so difficult to reach with instruments, 
that Bozeman expended an unheard of time—namely, four 
and a half hours—upon the operation, although the aperture 
was a small one. Withal he was obliged, in paring the 
edges, so to enlarge the opening, that its inner angle 
came to lie just in front, and to the left, of the anterior lip of 
the os uteri. At the end of the operation, however, the 
margins were very broad, and situated on sound tissue, and 
there was no tension to overcome. In this case also I was 
struck by the free cutting away of the edges in the imme- 
diate neighbourhood of the peritoneum, and the extent of 
the incisions, reaching at least 2} to 3 cm, beyond the fistula. 

NWN 2 


500 On the Method of Operating for 


I was therefore in fear of peritonitis, as I told Bozeman, but 
felt no doubt about the union of the margins. But in this 
case the disregard of the neighbourhood of the peritoneum 
had no ill result. No peritonitis arose. But the fistula was 
not closed, as I expected, but an opening remained in front 
of the os uteri, admitting the tip of the forefinger. 

After this operation I perceived that my first impression, 
that accessibility could be better attained in the knee-elbow 
position and with Bozeman’s speculum, than in the supine 
position with buttocks raised and with my instruments, was 
an illusion. It is true that in Bozeman’s method the fistula 
can be very well seen throughout the whole operation, but 
the instruments are so difficult to handle, that even with 
fistulee very easy to expose (Case 2) Bozeman was obliged to 
use scissors, and cut away the edges very widely. My 
method has not these disadvantages, and I therefore came 
to the conclusion that it is preferable on the whole to 
Bozeman’s. 

We come now to the question, whether the fistula in 
Bozeman’s third case could have been rendered accessible by 
my method also. At the operation I received the impres- 
sion that, with efforts as long continued as those of Boze- 
man, I should have succeeded, in the supine position, in 
paring the edges and uniting them, and even in paring them 
with the knife, although previously I had thought this ques- 
tionable. Certainly it would have been doubtful whether I 
should not have preferred the obliteration of the left cul-de- 
sac, in order to avoid injuring the peritoneum. I should not 
have united the edges unless I had been able to pare them 
by successive and small incisions, which would involve much 
less peril to the peritoneum than the wide incisions of Boze- 
man. In this case, it is true, the peritoneum was not injured, 
either because its lateral folds had become adherent, or be- 
cause they did not come within range of the incisions at this 
spot. But that the danger exists, and that it is well to pay 
heed to it, cannot be denied. In the fourth of Bozeman’s 
cases at Vienna, the Fallopian tube became prolapsed through 
an opening in the fold of peritoneum, made in the prepara- 
tory operation, although there were very firm cicatricial ad- 
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hesions of the vagina in the immediate neighbourhood, which 
rendered similar adhesions in the pouch of Douglas probable. 

With these inaccessible fistula, lying in one of the lateral 
culs-de-sac, which fortunately are very rare, we have the 
choice whether we should close the fistula after Bozeman’s 
plan, or obliterate the cul-de-sac, including the os uteri. In 
the first case the patient is exposed to a danger to life; in 
the second she remains sterile, but the operation in itself is 
free from danger.* Could we in these cases obliterate the 
cul-de-sac without including the os uteri, both disadvantages 
would be avoided. I have not yet performed such an opera- 
tion, but I think that there would be no very great difficulty 
in its execution. 

We come now to the second question—for what reason 
the results of my incisions and sutures were absolutely and 
relatively better than Bozeman’s, and whether this can be 
ascribed to chance or to the method. It appears to me to 
depend upon the method. 

Bozeman seizes the anterior margin of the fistula with a 
hook, transfixes it with the knife, and cuts it in a transverse 
direction right and left to the two angles. He then seizes 
the separated edge with the hook, and draws it down strongly, 
so as to render the fistula more vertical. The posterior mar- 
gin is then cut away continuously with scissors from the right 


* The transverse or oblique obliteration of the vaginal cul-de-sac can be carried 
out without fear of injury to the peritoneum. It is true that Douglas’s pouch 
extends downward behind the vagina, but it is separated from it by a thick mucous 
membrane, and a considerable quantity of connective tissue. If the incisions are 
made superficially, and the sutures inserted so as not to penetrate, or only just to 
penetrate, the mucous membrane, it is impossible that the peritoneum can be 
injured unless there is a cicatricial thinning of the vaginal mucous membrane, and 
the peritoneum is adherent to it. But this is rather to be expected in the neigh- 
bourhood of the fistula than at a lower level where the obliteration is effected. I 
have twice performed the obliteration of both culs-de-sac, immediately in front of’ 
the os uteri, and once the diagonal obliteration, but never observed any peritonitis, 
or even peritoneal irritation. How little any injury to the peritoneum is to be 
feared from superficial incisions is especially made clear by the results of another 
operation—namely, posterior colporrhaphy, which I have proposed for the cure of 
prolapsus uteri (Mittheil. aus der Chirurg. Klinik in Rostock). Here the upper 
part of the denuded surfaces lie in front of the pouch of Douglas, only separated 
from it by the mucous membrane of the vagina, and a thin layer of connective 
tissue. But neither I nor any other operator had ever seen any injury done to the 
peritoneum, although this operation had already been performed in more than 
100 cases. 
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to the left angle. Bozeman adopted the wide incisions even 
in the cases in which the fistula extended to the urethra, or 
to the neighbourhood of the peritoneum. I, on the contrary, 
after dilating the vagina, endeavour to draw the fistula for- 
ward as much as possible (by single or double hooks, or 
loops of thread passed through the os uteri), seize the margin 
of the fistula with a fine hook or forceps, and, if tissue is 
abundant, incise the edges in a slightly oblique direction, 
with but few strokes of the knife. When, however, it is 
necessary to economise tissue as much as possible, I cut 
away small portions of the margin in succession. 

Comparing together these methods of incising, I regard the 
scissors as inferior to the knife. Certainly in deep cavities 
the scissors can be used more readily than the knife, but 
scarcely any one can doubt that, even with the sharpest 
scissors, the edges are in some measure crushed, and are 
therefore not so fitted for primary union, as when cut by the 
knife. In plastic operations the scissors are generally only 
taken up when the knife fails, 

In my numerous plastic operations, especially those for 
hare-lip or cleft-palate, I have convinced myself of the 
superiority of the knife, and, indeed, I am not aware that any 
German surgeon chooses scissors in preference to the knife 
for any operation of this kind.* 

For the operation for vesico-vaginal fistula, in which com- 





* Twenty years ago I used to operate on hare-lips, as I had been instructed, 
with sharp scissors and hare-lip pins ; but it was only when the lips had become 
pretty well formed, that is to say, from four to six months after birth, and only 
when the breadth of the defect was not very extreme, that I could reckon with 
certainty ona cure. My attempts to close the fissure in the earliest months, that 
1s to say, when the lips were very thin, were unsuccessful as a rule, even in the 
case of very simple fissures. I therefore took to the knife, and now operate at 
the very earliest time, that is to say, from a few days after birth, on all hare-lips, 
even complicated double fissures. I can say that it is the rarest thing possible for 
the lips to separate again, although in the after treatment I do not use the slightest 
precaution for the relief of tension upon the united margins, not even applying 
strapping. In children of six, five, and even four months old, I have not unfre- 
quently operated on very broad and complicated fissures, if they were limited to 
one side, and not confined the children at all after the operation. Even with this 
plan the most favourable results were obtained (vide Rostocker Mittheil. ii. p. 13). 
In the operation for cleft palate also, as well as that for hare-lip, I found that 
success was not made certain until I had exchanged the scissors for the knife. 
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plete primary union is far more necessary than in other 
plastic operations, on account of the unpleasant results of 
even the smallest remaining aperture, scissors must be far less 
suitable than the knife. Bozeman’s total failure in his second 
case, and want of complete success in his third, must be 
ascribed in great measure, if not entirely, to the use of 
scissors for paring the edges. The margins in both cases 
were as broad as the circumstances allowed, including the 
whole thickness of the wall of the bladder and urethra ; they 
lay in sound tissue, well suited for primary union ; the ten- 
sion which opposed their union was easily overcome ; and 
after the operation no contingency happened, which would 
have an unfavourable influence on the result. Had such 
margins been prepared with the knife, according to my ex- 
perience union would have taken place, even if they had not 
been kept by the sutures in the most exact opposition. 

Only in the very rare cases in which the fistula is very 
difficult of access for the knife, should scissors be preferred, 
because under such circumstances the operation can be per- 
formed more exactly with them. 

A second, and perhaps more serious, disadvantage in 
Bozeman’s method of incising, consists in the fact that very 
large portions of the margins must be cut away, in order to 
secure that the new margins shall consist of completely sound 
tissue. In the knee-elbow position, and by its exposure with 
Bozeman’s speculum, the fistula is not drawn forward, but 
pushed further back, and even when it lies near the outlet of 
the vagina, is carried some distance away from that outlet. 
The fistula by this means becomes less accessible to instru- 
ments, the field of operation in this deep hollow is obscured 
by the hands of the operator, and at the moment of cutting 
the incisions cannot be so exactly controlled as is necessary 
under some circumstances. Bozeman therefore, in paring 
the anterior margin, thrusts the knife through the tissue 
at a considerable distance (2 to 1} cm.) from the fistula, and 
with knife and scissors cuts away quite a broad band of sub- 
stance all round, in order to be quite sure that the new 
margins consist of sound tissue. Against so extensive a 
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cutting away of the margins™ no objection can be made, 
provided there is tissue in plenty, which can be removed 
without disadvantage. With all fistula of small or moderate 
size it is justified, provided there is no positive contra- 
indication ; and I have myself long been an advocate of this 
plan, although I have never cut away so freely as Bozeman. 
A freedom in cutting away is indeed to be recommended to 
inexperienced operators, because by this means they obtain 
denuded surfaces which, at any rate, lie in sound tissue. But 
in the case of fistulz in which tissue must be spared as much 
as possible, a needless cutting away may be followed by the 
greatest disadvantages. 

To this category belong fistula which involve the wall of 
the urethra ; apertures whose margins, even after a course of 
preparatory treatment, or in consequence of the impossibility 
of carrying it out, are not moveable enough to be brought into 
contact without considerable tension; and, lastly, fistulz 
which lie at the sides of the vagina, or towards the posterior 
cul-de-sac. In the first class, in which the urethra is involved, 
incontinence may remain if tissue is cut away very liberally ; 
in fistula with a great loss of substance and very immoveable 
edges the loss of substance is increased, and therewith also 
the tension ; while with fistule which lie in one of the lateral 
culs-de-sac the peritoneum may be injured. In all these 
cases a successive removal of the edges in small pieces is that 
mode of paring which corresponds best to the requirements 
of the case. The operator continues to remove small slices 
from the margin until the pared surfaces consist of thoroughly 
sound tissue. In this manner too liberal excisions are 
avoided. 

This successive removal is carried out far more easily 
with the knife than with scissors ; and, in my method, it is 
much facilitated by the fact that the distance of the fistula 
from the surface is much shortened by drawing the parts 
forward and forcing backward the posterior wall of the vulva 





* I make a distinction between -Javing and cutting away the margins broadly. 
The first has reference to the breadth of denuded surface obtained, the second to 
the extent of the margin which is removed. 
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and vagina. It can be performed with very great ease in the 
case of apertures which involve the urethra, and in which this 
mode of paring the edges is especially indicated. Fistulze 
affecting the urethra as well as the bladder can be very well 
exposed in the supine position with buttocks raised, and can 
generally be drawn down as far as the entrance of the vagina, 
often still further forward, so that they can be operated upon 
almost as easily as superficial parts. With Bozeman’s method 
of exposure, on the contrary, strips of the breadth of a single 
millimetre—for of such I am now speaking—cannot be re- 
moved even at the anterior margin, where the paring is done 
with the knife, and much less at the posterior, where scissors 
are employed. Bozeman, in the case of his second patient, 
in whom the urethra was involved, cut away at least so much 
from the margin that the length of the urethrawas reduced from 
2$to 13cm. This extensive excision, which had the disastrous 
consequences already related, was moreover quite unnecessary, 
since the margin of the urethra in question, a portion of 
which had been excised at the previous operation, was only 
covered with a thin cicatrix, and could not have undergone a 
cicatricial change to any distance. The cure afterwards ob- 
tained of the same fistula, only with its size greatly increased, 
by means of incisions in which only a very small portion of 
the urethra was removed, affords an incontrovertible proof of 
the superfluous freedom of Bozeman’s excisions. In this: 
instance, as related in the report of the case, I performed 
two further operations. Each time I pared the edges very 
superficially, and diminished the length of the urethra itself 
only from 14 to 2 mm. at each operation. In my third and 
fourth cases the fistule lay at the point of junction of the 
urethra with the bladder, in deep pits formed in the walls of 
the urethra and bladder, whose anterior margins were dis- 
tant only 2 cm. from the orifice of the urethra. In these 
cases also IJ was as sparing of substance as possible, paring 
the margins of the pit superficially, and removing only a small 
strip of the edge of the fistula in its whole thickness. Boze- 
man, who was present at the operation, remarked that he 
should have cut away tissue much more liberally in these 
cases. But then a considerable portion of the urethra would . 
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have been removed, and there would have been a danger of 
incontinence remaining, even though union took place. 

A further disadvantage of Bozeman’s method seems to me 
to consist in the fact that, on account of the lateral expansion 
of the vagina by the speculum, the fistula must always be 
united in a transverse line, and that the operator must re- 
nounce any other form of union, on account of the stretching 
of the margins. Transverse, round, or even oval fistulae may 
be united in a transverse line with advantage. But if the 
fistula be longitudinal, having a long diameter exceeding its 
transverse diameter by one centimetre or more, it can only 
be united in a transverse line by the cutting away of large 
portions of tissue, which might have been spared. By this: 
means the line of union is much lengthened, and the tension 
increased. This disadvantage increases with the length of 
the greatest diameter. I, on the contrary, adopting the most 
reasonable practice, always unite the fistula in a line which 
follows its greatest diameter, whether transverse, longitudinal, 
or diagonal, Triangular fistule, having their base towards 
the urethra, and their apex at the os uteri, I have united in 
a T shape, and large four-cornered fistule in a Q& shape. 
By this means I have attained a cure which would have been 
very doubtful if I had attempted to unite them in a trans- 
verse line. Moreover, in cases which had previously been 
regarded as incurable, I have several times used bridge-like 
flaps in covering the aperture with a favourable result ; and 
in two cases I have used in effecting the union pedunculated - 
flaps taken from the surrounding parts. 

These last operations would have been extremely difficult 
in the knee-elbow position, on account of the deep situation 
of the fistula, and probably quite impossible to carry out. 
If the operator wished to carry out a transplantation with 
Bozeman’s method of exposing the fistula, he would have 
to endeavour to operate as far as possible with the knife, 
and certainly would be obliged to renounce Bozeman’s 
suture. 

Besides the mode of incising, Bozeman’s suture also may 
have contributed to the unfavourable results, although I 
do not consider this supposition probable, because the fistula, 
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as far as I could judge, were well closed. However, Boze- 
man’s suture, quite apart from the difficulties of applying it, 
has some disadvantages, which I will here briefly mention. 
Bozeman believes, indeed, that his plate-suture is superior 
to the interrupted suture of fine silk or metallic wire with 
regard to the exactness of the union; but those who have 
seen the suture itself will scarcely agree with him. I admit 
that the edges may be well held together by its means, but 
the control over the exactness of the union is not so well 
secured as with the interrupted suture, in which there is no 
plate to conceal the threads or wires at the moment when 
they are fastened. Moreover, Bozeman uses very thick wires, 
places them at relatively considerable distances (1 cm.) from 
each other, and by their means presses the margins against 
the plate of lead which is laid over them. It seems to me, 
however, that finer threads placed closer together, as in my 
suture, bring about a more perfect union. For thereby not 
only the union, but the relief of tension, is effected at a far 
greater number of points, so that the latter can be secured in 
a reasonable degree, and the former with the utmost exacti- 
tude which can be desired. With sutures which lie some- 
times nearer, sometimes further from the margins, and 
which according to circumstances are inserted deeply or 
superficially, every requirement for the perfecting of the union 
is fulfilled. 

The opinion of Bozeman, that his thick sutures cut the 
tissues less, and are therefore less likely to leave apertures 
in their track than numerous fine sutures, placed near together, 
and close to the edges of the wound, seems to me to be also 
unfounded. For in the case of fine sutures the tissues as a 
rule close up again immediately by granulation behind the 
threads which are cutting through. And, if a small fistula 
is produced, it is generally closed afterwards by the con- 
traction of the cicatrix, or by the intervention of art. Thick 
sutures certainly cut through less readily than fine ones, but, 
if they do cut through, the danger of a permanent fistula 
being left is obviously greater than with the others. Nor 
can we conclude that the fastening of the sutures without 
knots, merely by the close application of the perforated plate 
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of lead, assists in preventing them from cutting through ; for 
the tissues are compressed by the sutures just as much as 
when they are fastened by knots, or by the twisting together 
of the wires according to the method of Sims. Moreover, if 
we reflect that, during the motion of the walls of the bladder, 
often of a spasmodic character, the united margins are im- 
movably fixed to an unyielding plate, and that, until the 
sutures are removed, the plate continues to draw upon them 
on account of its weight, we may infer that it is Bozeman’s 
suture which is liable to increase the tension, and so promote 
the cutting through of the stitches, rather than the simpler 
forms of suture with which I have compared it. In fact, 
I had the opportunity of observing, in Bozeman’s cases, 
that the sutures had cut completely through into the re- 
opened fistula, although they had been inserted at a great 
distance from the margin. Bandl also made the observation 
that, in the fourth fistula operated upon by Bozeman at 
Vienna, it was fully time to remove the sutures by the eighth 
day. For although the fistula had united, so that there 
could be no longer any tension upon the margins, the sutures 
had cut almost completely through. 

From the considerations which I have mentioned, the 
second question must be answered thus—that my method of 
incising and uniting the edges is, for the many reasons which 
I have detailed, superior to the corresponding steps in Boze- 
man’s operation, and that the failure which took place in 
his second case is not to be ascribed to casual causes, but to 
the method. 

(Zo be continued.) 





ON THE ACTION OF MIDWIFERY FORCEPS 
ASGTAMLEN EER: 
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Guy’s Hospital ; and Assistant-Physician to the Hospital for Sick Children. 
THE question raised by Dr. Matthews Duncan in his paper 
“ Against the Pendulum Movement in working the Midwifery 
Forceps,” an account of which appeared in the March 
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number of the OBSTETRICAL JOURNAL, is one of conside- 
rable practical interest on account of the author’s high autho- 
rity as regards the mechanism of obstetrics, combined with 
the fact that the practice which he condemns is recommended 
almost unanimously by British text-books, and is probably 
-followed by the majority of practitioners. Since the ques- 
tion intimately depends on the action of midwifery forceps as 
a lever, I propose, in the present communication, to examine, 
on mechanical grounds, this leverage action ; thinking that a 
few simple considerations may perhaps throw some light on 
the problem whether the oscillatory movement is ever likely 
to be of any service, and, if so, under what conditions. 

All text-books, in speaking of the mechanical advantages 
of forceps, mention their action as a lever as well as tractor. 
It is very rarely, however, that students have the slightest 
idea of how the leverage is constituted, what is the position 
of the fulcrum, or the direction of the forces concerned. Nor 
can it be much wondered at that students are perplexed, 
when in the latest and most complete treatise in the English 
_language—namely, that of Dr. Playfair-——we find the following 
statement: “A little consideration will show that, when the 
two blades of the forceps are used as a single instrument, 
they can only act as a lever of the second class; an action which 
is brought into play during the side-to-side movements which 
are generally used in conjunction with traction, the fulcrum 
being that portion of the head on which the extremities of 
the blades rest, the power being at the handles, and the 
weight between the two.” It would seem obvious that, the 
widest part of the blades having no scope for transverse mo- 
tion between the head and the genital passage, when the 
handles are oscillated in one direction the extremities of the 
blades must necessarily be oscillated in the opposite. These 
extremities then, not. being a fixed point, cannot possibly 
form a fulcrum, to say nothing of the objection that, if they 
did, we should have two fulcra instead of one. Moreover, if 
the extremity of, say of one blade, were by any means fixed, 
such a leverage could only exercise a useless and injurious 
lateral pressure against the pelvic wall, and no downward 
force. . 
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Very different and, if possible, even more perplexing is 
the account given by Dr. Leishman on this point. It is 
as follows :—‘“The forceps acts also by traction, but this 
force is not applied alone, as in drawing a cork from a 
bottle, but in combination with the third mode of action 
of the instrument—viz., that of a double lever. The forceps, 
as almost invariably constructed with the English or other 
similar lock, is composed of two levers, the fulcrum of each 
being the lock. This enables us, by a swaying movement 
of the hands, to apply extracting force, partly by leverage 
and partly by traction, to each side of the head successively, 
without the danger which attaches to the single lever or 
vectis, where it is necessary to find a fulcrum in some part 
of the pelvic wall.” 

Now it is very evident that the two blades of the forceps 
form a double lever of the first order, like a pair of scissors 
or pliers, the fulcrum being the hinge. But the effect pro- 
duced by this kind of leverage is solely compression of the 
head. It is obvious that, in the swaying movement referred 
to by Dr. Leishman, the two blades of the forceps, and in 
many cases the foetal head with them, form a single mass, 
and therefore a single lever, and the hinge of the forceps 
is in no degree a fixed point, and therefore cannot be a 
fulcrum. It may be said, moreover, that, at any rate in 
the high forceps operation, this action as a double lever 
compressing the head is a positive disadvantage, except so 
far as it enables the blades to retain their hold upon it. 
For it is well established that compression of the head in 
one direction tends to increase its diameters in directions 
at right angles to the first. Thus the pressure of the 
blades, applied at the sides of the pelvis, tends to increase 
the resistance encountered by that diameter of the head 
which is engaged in the conjugate, or shortest diameter of 
the pelvis. This action then as a double lever exercising 
compression is not that which is spoken of by most authors 
as directly aiding the extraction of the head, and as associated 
with the oscillatory movement applied to the handles of the 
forceps. 

Before examining the nature of the leverage actually 
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exerted, I will call attention to two or three mechanical 
facts of a very simple kind. First, a lever need not be a 
straight bar, but may be of any shape whatever, and the 
points of application of the power, and weight (or resistance), 
need not lie in the same straight line with the fulcrum. 
Secondly, the fulcrum need not be an absolutely fixed point, 
or rather axis, but it must be fixed for the moment under 
consideration by the forces which are at work. Thus the 
position of the fulcrum may vary at different times through- 
out the motion, but if the axis of instantaneous motion, that 
is to say, the axis about which the lever is rotating at any 
moment, is known, this will be the position of the fulcrum 
at that moment. Thirdly, the directions of action of the 
power and resistance need not be parallel, but may be in- 
clined at any angle. 

A far more accurate account of the leverage action than 
that given in any British text-book is to be found in 
Schroeder's Manual. His account is as follows :—“In difficult 
cases the efficacy of traction can be considerably increased 
when lateral oscillations are made with the forceps: then the 
forceps ceases to be a simple handle, and becomes a lever. 
For if we suppose the forceps to be immovably united to the 
head standing in the pelvis, the left blade, for instance, being 
fixed against the left wall of the vagina, and by simultaneous 
traction of the handles the forceps are drawn over to the left 
side of the woman, the right blade must leave that part of the 
vagina where it before lay and descend somewhat lower down. 
The forceps, then, represents a one-armed angular lever, one 
part of which is formed by the greatest diameter of the for- 
ceps, and the other is about in the direction of the right blade. 
The fulcrum is situated at the spot where the left blade is 
applied to the vagina, and the fulcrum is fixed by simul- 
taneous traction on the handles. The weight acts at the 
place where the right blade lies against the vagina, and 
the force is applied to the handles of the forceps. If the ful 
crum is steadied by traction the other blade descends by the 
movement of oscillation towards the side of the fulcrum. In 
the corresponding movement to the opposite side the point 
where the weight before acted now becomes by traction the 
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fulcrum, and vce versd, so that now the forceps, and with it 
the head, descends along the other side of the vagina. In 
this way the forceps, and with it the head, descends some- 
what lower down by continuing the oscillations from the one 
to the other side of the vagina.” 

I shall. endeavour to show that Schroeder is not quite 
accurate when he says that the weight (or resistance) acts at 
the place where the right blade lies against the vagina, but 
this explanation expresses the nature of the action in its 
most important respects—namely, 1. The lever is formed by 
both blades of the forceps and the foetal head united in one 
immovable mass. As soon as the blades begin to slip over 
the head the lever is decomposed, and the swaying move- 
ment ceases to have any mechanical advantage. 2. The 
power is applied to the handles in a slanting direction. 
3. The resistance or weight does not act at a point either 
between the power and the fulcrum, or beyond the fulcrum, 
but at a point in a plane nearly at right angles to the line 
joining these two points, and its direction is a line perpen- 
dicular to that plane of the pelvis in which the greatest sec- 
tion of the head is engaged, that is to say, in the case of 
straight forceps, nearly parallel to the handles. The lever 
formed does not therefore, strictly speaking, belong to any 
one of the three orders into which levers are commonly > 
divided. .4. The fulcrum is fixed partly by friction, partly 
by the combination of traction with oscillatory movement—in 
other words, by the power being directed in great measure 
downward and only slightly to one side. 

In studying this leverage it will be useful to compare it 
with the similar case of extracting a short cork from a bottle by 
pushing it alternately from side to side, and at tne same time 
somewhat upward. In this instance either of two things may 
happen—1I. The side of the cork towards which the force is 
directed may remain fixed while the other ascends some- 
what; or, 2. This side may descend a little, while the other 
ascends in greater degree, the cork thus rotating on an axis 
nearer to one side. If the axis is brought to the central 
plane of the cork, the cork necessarily ceases to make any 
advance. In the former case the fulcrum is at one side, in 


Action of Midwifery Forceps as a Lever. 513 


the latter between that side and the centre. The former 
condition of things, which is analogous to that described by 
Schroeder in reference to the action of forceps, will be found 
generally to give the greatest mechanical advantage. This 
depends upon the fact that statical friction, between surfaces 
which have not begun to move upon each other, is always 
much greater than dynamical friction, after motion has 
commenced. The friction at one side opposing the tendency 
of that side to slip backward, acts in the same direction as, 
and therefore helps, the extracting force. This statical fric- 
tion, when the side does not actually slip backward, is usually 
more efficacious, although after it has slipped the extent of 
surface, dynamical friction upon which helps the extracting 
force, is greater, since it extends from the side which is 
slipping back up to the axis of motion or fulcrum. 

In the case of the forceps and the fcetal head, as well as 
that of the cork, either condition may hold. The most 
favourable mechanically is that described by Schroeder, when 
the fulcrum is at the side of the head toward which traction 
is made. _ But leverage may also be exerted when that side 
has begun to slip backward, and the fulcrum is an axis lying 
somewhere between that side and the centre of the head. 

Let us now consider at what point the weight or resistance 
acts. The resistance is clearly the resultant of all the forces 
which oppose the advance of the head. These are made up 
of two parts—the resultant of direct pressures, due to the 
genital passage being as yet too small to admit the ‘head, 
and that of all the frictions. The former may be regarded. 
as acting through the centre of the head in the axis of the 
genital passage. The resultant of all the frictions would have 
the same direction when simple traction is made. When, 
however, the handles are drawn somewhat to one side, and 
leverage exercised, the friction at the side towards which 
traction is made is reversed, so that it acts downwards, 
and opposes the tendency of that side to slip backwards. 

The resultant of all the frictions acting upward will pass 
through some point between the centre of the head and the 
side away from which traction is being made, and if the 
fulcrum is at the opposite side, this point will not be far from 
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the centre, since all the frictions will act upwards, except 
those at the side where the fulcrum is. Combining this 
resultant with the friction acting downwards, a parallel force 
but acting in the opposite direction, the two together 
will be equivalent to a somewhat smaller force than the 
former, acting at a point somewhat further from the centre. 
This final resultant of all the frictions then, combined with 
the resultant of the direct pressures, which acts at the centre 
of the head, constitutes the resistance to be overcome by the 
leverage. It is evident that its point of application will be 
nearer to the centre than the resultant of the frictions alone, 
and will not be situated at the side of the head opposite to 
the fulcrum, as stated by Schroeder. 

The mechanical advantage gained by this leverage is very 
considerable. For in Dr. Barnes’s long forceps, for instance, 
the length of the long arm of the lever is about eleven inches, 
while its short arm is probably little more than two inches. 
Thus, so long as the fulcrum at one side of the head is kept 
from slipping backward, by the combined effect of friction, 
and of traction made simultaneously, a force applied laterally 
to the handles will overcome a resistance nearly five and a 
half times as great, opposing the advance of the head. It is — 
thus clear that if friction is playing an important part in 
retarding the head, and if this leverage is successfully called 
into play, the head may be made to advance by a force 
actually less than that which would be required if employed 
in direct traction only. 

The limit to the usefulness of this action consists in the 
fact, that if the lateral force be increased a little too much in 
proportion to the direct traction, the fulcrum will slip, and 
the lever will be destroyed, or converted into one of a 
less favourable kind. From the equation obtained by re- 
solving all the forces in the direction in which the head 
should advance, it readily follows that the amount of tractile 
force saved is equal to double the amount of the friction 
which by the lateral inclination of the force is made to 
act downwards. If the lateral force is increased beyond that 
amount which suffices to secure this saving, the fulcrum is 
shifted, and nothing is gained. If then a certain amount of 


Action of Midwifery Forceps as a Lever, 515 


swaying movement in extraction by forceps does not zpso 
facto produce a corresponding advance of the head, it may at 
once be inferred that the leverage action is not called out, 
and that the oscillation can only be injurious. If the most 
favourable condition is secured—namely, that the fulcrum is 
at the side of the head, the advance made by the centre of 
the head for eacn half oscillation of the handles, say through 
a space of two inches, should be something less than one- 
sixth of that distance, or something less than one-third of 
an inch, the long arm of the lever being about eleven inches, 
and the distance from the centre of the head to the fulcrum 
about 1°75 inch. Some effect of leverage, however, may be 
at work, although of a less favourable kind, if the relative 
advance is less than this, the fulcrum then being an axis 
nearer the centre of the head, provided always that some 
advance is actually made by each oscillation. 

Dr. Matthews Duncan has adduced in his paper many 
forcible arguments against the application of the pendulum 
movement in ordinary forceps cases; but he appears to go 
further than this, and to maintain that under no circum- 
stances can it afford any mechanical advantage whatever, 
This conclusion is based upon the view that there can be no 
friction between the foetal head and the pelvis resembling 
that which, in the case of the cork and the bottle, prevents 
one side of the cork from slipping back, and so renders it a 
fulcrum. Iam disposed to think that Dr. Matthews Duncan 
here greatly under-estimates the importance of friction in 
retarding the foetal head. For we know that friction is pro- 
portional to pressure. Hence, if direct resistances are 
increased, the friction, so soon as the head is once engaged in 
the narrow part of the canal, must be increased in proportion, 
And it is not uncommon to find in. difficult forceps cases 
that the head cannot be pushed back in the interval of a 
pain by the finger, nor even when grasped by the forceps. 
There is then clearly friction at work preventing retraction, 
and the same friction must be an important element in 
hindering advance. | 

Dr. Matthews Duncan argues that the power of direct 
traction at the command of the accoucheur is always much. 
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ereater than he can safely apply, and that therefore there is 
no need to seek any aid from a pendulum movement. This 
may be admitted as generally, if not universally, the case, 
although we sometimes hear from abroad accounts of cases 
in which two operators together have expended their mus- 
cular strength upon the handles. But if I have shown, as I 
believe, that when leverage is really called out a mechanical 
advantage is gained, and advance is thus effected by a smaller 
force than would be required in direct traction, this is no 
valid objection against the use of the oscillatory movement 
in difficult cases. 

With regard to the example of the cork in a bottle, 
Dr. Matthews Duncan argues that extraction is better 
effected by simple traction with a corkscrew. An ordinary 
cork, however, has the most unfavourable shape possible for 
any advantage to be gained by leverage. Its cylindrical 
form, owing to which the whole of its surface is generally in 
contact with the bottle, renders it impossible for it to take 
part in an oscillatory movement, unless it is either very short 
or is already nearly out of the bottle. If, however, a cork 
had an ovoid shape, like that of the foetal head, of which 
only a central band is tightly gripped by the containing 
passage, an oscillatory movement with the corkscrew would 
be likely to assist in extraction. 

I think that the foregoing mechanical considerations may 
throw some light upon the conditions under which the oscil- 
latory movement may be permissible or advantageous. It 
has been explained that the mechanical advantage gained 
is due to the fact that the frictions which, when simple 
traction is made, entirely resist the advance, are broken up 
into two groups, of which the smaller acts in the same direc- 
tion as the extracting force, and so assists it. The saving 
of tractile force is thus equal to double the magnitude of the 
friction which is reversed. It follows from this that, when 
the head is still movable, and there is but little friction at 
work, the oscillatory movement is .useless as well as super- 
fluous. It is only when the head is impacted that advantage 
can be gained by leverage. Supposing the head to be 
impacted, there is another effect which does not depend upon 
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leverage, but upon the difference between statical and 
dynamical friction. It has already been mentioned that 
statical friction is always greater than dynamical, often many 
times greater, especially when two surfaces have been. for 
some time in contact. Now by a slight oscillation of the 
head, statical friction will be converted into dynamical at all 
points of its surface except the ends of the axis of move- 
ment, and thus the starting of its advance may be facilitated. 
For this purpose the slightest possible oscillation will be as 
effectual as the most extensive, provided that the foetal head 
takes part in it. 

Since the advantage of the oscillatory movement depends 
upon the effect of friction, it will be of use only while the 
head is tightly gripped in the bony part of the pelvic canal, 
and will be useless and injurious when the resistance is due 
to the direct’ pressure of the yet insufficiently dilated soft 
parts, as is often the case in the low forceps operation. For 
the same reason it is inexpedient to use it, if forceps are 
applied before the os is fully dilated. 

In conclusion, it appears to me that the following conclu- 
sions may be deduced from the mechanical study of the 
question :—1. The oscillatory movement is superfluous in 
all cases where extraction can be effected by forceps 
with moderate force, and it is useless when the head 
is movable, friction taking little part in its retardation. 
2. When the head is impacted, a very slight oscillation, 
in which the head is made to take part, may assist in starting 
it by converting the greater statical into the lesser dynamical 
friction. 3. When the head is impacted and great force is 
required for its extraction, a mechanical advantage may be 
gained from leverage by having recourse to an oscillatory 
movement. The oscillations should be of very small ampli- 
tude, and should only be continued if it is found that each of 
them causes a corresponding advance of the head. Each 
oscillation should be accompanied by firm compression of 
the head, to prevent the forceps slipping and the lever 
becoming decomposed, and also by the utmost tractile force 
which is considered permissible, to assist in fixing the 
fulcrum. 


518 Action of Midwifery Forceps as a Lever. 


I have endeavoured, as far as possible, to express the 
mechanical part of the question simply, and avoid technical 
terms. To a mathematician it would, of course, be much 
more intelligible if it were stated as an ordinary mechanical 
problem, and the conditions of equilibrium expressed in the 
form of equations, 

It remains only to refer to some comments made upon 
Dr. Matthews Duncan’s paper in the May number of the 
OBSTETRICAL JOURNAL by Dr. Edward Hicks, whose name 
will command attention for his opinions. Dr. Edward Hicks 
does not claim any leverage action for the pendulum move- 
ment, but he defends it on two grounds, The first is that it 
is a tentative method to discover the line of least resistance. 
Dr. Matthews Duncan’s argument, however, referred especially 
to the side-to-side pendulum movement, and there can be 
no doubt that the line of traction should always lie in an 
antero-posterior plane, except in very rare cases of extreme 
lateral deformity. With regard to the forward inclination of 
the force it may be difficult to hit at once upon the right 
direction, especially when the head is low in the pelvis, since 
it is hard to judge exactly how much the head has become 
elongated, and therefore what plane of the pelvis its greatest 
diameter must be judged to have reached. It should be 
remembered, however, that tentative directions of traction 
may be tried without oscillating the handles, since the direc- 
tion of the traction is not ruled by that of the handles. On 
the contrary, it is generally proper, with long curved forceps, 
to make the traction in the line of the blades, by aid of the 
left arm, and not in that of the handles. While I think, 
therefore, that it may sometimes be useful to use a tentative 
method to find the best direction of traction, I scarcely think 
that on this principle the oscillatory movement, and especially 
the lateral oscillatory movement when the head is high in the 
pelvis, as usually recommended and practised, can be justified. 

Dr. Edward Hicks further recommends the pendulum 
movement to overcome the riding up of the soft parts in 
front of the head, and compares this effect to the mode in 
which a ring is withdrawn from the finger by oscillatory 


Action of Midwifery Forceps asa Lever. 519 


movements. Before accepting the analogy, it will be well to 
examine the mechanism of what takes place in the case of 
the ring and the finger. One effect called out here, as in 
the case of the cork in the bottle, and the fcetal head inthe 
genital passage, is that of leverage. By the application of 
the force to one side of the ring at a time, the friction which 
would oppose a direct advance is broken up into two parts, 
the smaller of which assists the withdrawing force, by 
fixing either the opposite side of the ring, or an interme- 
diate axis, as a fulcrum. Thus far the case of the ring and 
the finger seems to be a valid example of the advantage to 
be gained by oscillatory movement. Another effect, however, 
happens with regard to the riding up of soft parts, which is 
the point to which Dr. Edward Hicks specially refers. If 
the ring is pulled directly, these soft parts, being somewhat 
loosely attached to the bone, slide downwards a little ez 
masse, and so become heaped up in front. If, however, one 
side of the ring is held back, and the subjacent soft parts 
with it, this tends to some extent to hold back the soft parts 
on the opposite side also, because the diameter of the finger 
is so small. But this action could hardly take place in the 
pelvis, because not only is the diameter so much greater, but 
the continuity of the soft parts is round the circumference of 
the circle, instead of across its diameter. Thus the distance 
is one of at least six inches, instead of about three-quarters 
of an inch, as in the case of the finger ; and hence the hold- 
ing back of soft parts at one side of the pelvis can hardly 
prevent their riding up at the other. It appears to me there- 
fore that the case of the ring and the finger is not altogether 
analogous to that of the foetal head and the pelvis, and that, 
so far as an analogy holds, it depends upon the action of 
leverage, which I have endeavoured to explain. 7 
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HAMORRHAGE FROM THE FUNIS. 


By H. Cripps LAWRENCE, L.R.C.P. Lond., &c. 
Honorary Physician North-West London Free Dispensary for Sick Children. 


THE expressions umbilical haemorrhage and hemorrhage 
from the funis, though often employed synonymously, differ 
manifestly in signification. 

Hemorrhage from the funis is essentially a primary form 
of haemorrhage, while umbilical hemorrhage is virtually a 
secondary form. 

The distinction is an important one for several reasons, 
not the least being this practical one, that whereas the 
umbilical form of hemorrhage is frequently a serious and 
sometimes a fatal malady, hemorrhage from the funis is, if 
promptly dealt with, an easily controlled affection. 

The differential diagnosis between the two is also impor- 
tant, to avoid the error of overlooking the existence of an 
umbilical haemorrhage on the one hand, and on the other of 
attributing a hemorrhage, which has proved or may prove 
fatal, to an umbilical source, when in reality the hemorrhage 
has occurred owing to an insufficient treatment of the recently 
divided funis. 

As regards the causation of hemorrhage from the recently 
divided funis, it may be noted first that a rare variety, 
described by Dr. Dewees, sometimes arises from rupture or 
ulceration of one of the varicose dilatations of the umbilical 
vein ; and of this it may be now stated that the hemorrhage 
occurs at the side of the funis, and for its arrest a ligature 
should be applied below the site of hemorrhage. 

With this exception, the causes of hemorrhage from the 
funis may be said to include imperfect application of the 
ligature ; imperfect and hence improper material employed as 
a ligature; improper handling of the ligatured end of the 
funis by unskilled hands. Next to these, oozing of the 
Whartonian jelly from the ligatured end of the funis ; lacera- 
tion of the funis during sudden labour, or by force applied to 
it after delivery ; inefficient mechanical laceration. 

The above include avoidable difficulties, if the unusual 
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laceration which has attended sudden labour in the upright 
position be excepted. A special line of demarcation should 
be drawn between such cases and those more serious forms 
of hemorrhage which are in reality connected with some 
affection of the umbilicus. For practical purposes the funis 
may be said to present two typical forms. One variety is 
the broad, thick funis, distended with Whartonian jelly, 
twisted and feebly pulsating. The second form of funis is 
thin, flaccid, less tortuous, and somewhat forcibly pulsates, 
being but little distended with the Whartonian fluid. 

In the thick form of funis the Whartonian jelly, in 
surrounding and protecting, also supports and exerts some 
pressure upon the umbilical vessels passing through the 
funis. 

When a thick funis has been ligatured the vessels appear, 
after division of the cord, fully secured ; for they are com- 
paratively small owing to the support and pressure exercised 
by the Whartonian jelly; hence they do not at once 
attempt to bleed, but it is after a few minutes that hemor- 
rhage may and often does occur. 

Hemorrhage from the end of such a funis, recently liga- 
tured and divided, arises from three causes: first, the Whar- 
tonian jelly begins to ooze from the ligatured end ; secondly, 
the vessels, previously supported, relax ; and thirdly, the 
ligature which at first was sufficient to prevent, now permits 
the escape of blood. Such haemorrhage, if unchecked, may 
speedily prove fatal. 

It is the thick form of funis which should always have two 
ligatures applied, one above the other, leaving space between 
them for the application of a third one if need arise. 

The thin funis pulsates forcibly at birth, and can be easily 
and effectually ligatured. 

The material for the ligature is important. Ordinary 
stout white-brown thread is best, three or four lengths being 
tied together by knotting the ends. A larger number of 
threads makes the ligature too thick and too broad to exert 
sufficient constriction; a less number would incise the 
funis if the ligature were tightened too forcibly and too 
quickly. 
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The most effectual method of application is to tighten the 
ligature gradually, securing it by a double knot. 

The t2me of applying the ligature is also important. After 
pulsation has ceased is preferable, both as regards the life of 
the infant being established and maintained. It is well to 
note, however, that the first flaccidity of the cord, which is co- 
incident with the cessation of pulsation, is dependent upon 
the establishment of respiration, and the alteration of circu- 
lation connected therewith. As soon, however, as the circu- 
lation and respiration forces balance each other, the funis 
becomes more or less tense again, and may exhibit a modi- 
fied pulsation. This is noteworthy, for it indicates the 
necessity of seeing that the ligature which sufficed to prevent 
hemorrhage during the flaccid state of the funis, is equally 
effectual when circulation in the cord becomes temporarily 
re-established. By attention to this point life may be saved. 

L[mproper handling by unskilled hands may in a great mea- 
sure be prevented by giving explicit instructions to the nurse 
to be careful in all her manipulations of the funis. Then, it 
is desirable to see that a convenient length only is left of the 
funis ; if too long, the nurse is often at a loss how to cover 
it ; if too short, an impression exists that something ought 
to be done, and the ligature is too often examined and 
handled. The funis should be laid vertically flat on the ab- 
domen. The piece of linen in which the cord is wrapped 
generally, has a circular aperture made in the centre through 
which the cord is to pass. Practically this method is less 
convenient and safe, when the cord begins to separate, than 
another one now frequently employed. From one free edge 
a cut is made with scissors to near the centre of the piece of 
linen ; a second short cut, about half an inch long, is made at 
right angles to this. In this way the funis may be easily 
placed in the centre of the wrapper and properly covered. 
This method has especial advantages over the circular hole ; 
when the cord begins to separate, the margins along the lines 
of incision can be readily separated, and no unnecessary trac- 
tion need be exerted on the base of the funis. 

The form of hemorrhage arising from oozing of the 
Whartonian jelly has already been discussed, and the im- 
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portance of applying one or two additional ligatures in- 
sisted on. 

The other forms of hemorrhage from the funis practically 
arise from laceration of the cord, induced by Nature or art ; 
and in this we have a testimony how, as a rule, Nature works 
more perfectly than art. Laceration of the funis from sudden 
rupture or traction may prove speedily fatal ; but if it do not, 
the natural method will be found to assimilate in character 
with that employed by the lower animals, who in biting 
through the funis induce a serrated laceration thereof; as a 
necessary result, this suffices to prevent haemorrhage owing 
to the method in which the vessels are divided. 

When laceration is attempted by art it is important that 
Nature’s substitute should be as nearly efficient as possible in 
action as Nature is herself. Herein it is that a line should 
be drawn between the employment of art as a necessity, and 
art as an aid to Nature. It is not that laceration would not 
suffice to restrain haemorrhage, when duly performed and 
watched ; but whether mechanical laceration is a safe and 
proper substitute for the ligature? In a question of this kind 
it is deeply necessary to decide whether it be safe to employ 
it by unskilled hands, even though a skilled practitioner may 
employ it with efficiency? In the manufacturing districts 
many lives are dependent upon the skill of the local mid- 
wife, and it is a powerful means to place in the hands of 
such a quasi-professional person, to encourage the use of 
mechanical laceration of the funis, in preference to liga- 
ture, the value of which becomes thereby depreciated instead 
of maintained. But a worse evil is that, indirectly, the belief 
is fostered that it matters little whether the ligature be care- 
fully tied or not. Hence, since there is a tendency in many 
minds not to incur trouble, inefficient ligature is apt to 
supersede careful ligature, and thus discredit, undeservedly, 
becomes associated with the use of the ligature, even when 
properly applied. 

A carefully applied elastic ligature, employed after the 
plan advocated by Esmarch, would probably prove a valuable’ 
auxiliary, yet to insure safety an ordinary thread ligature 
should be applied as well. 
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Such severe vital depression as must of necessity ensue 
upon any considerable hemorrhage from the funis places the 
practitioner in the greatest anxiety. To maintain the action 
of the heart, besides using stimulants by the mouth and 
maintaining warmth by friction and external heat, the hypo- 
dermic injection of ether may help to save life, as it has 
already done in severe post-partum hemorrhage.* 
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ST. BARTHOLOMEW’S HOSPITAL. 


RETROVERSION OF THE GRAVID UTERUS. 


By CLEMENT Gopson, M.D. 
Assistant Physician-Accoucheur to the Hospital, &c. 


IN the Journal of June last, I recorded three cases of dis- 
placements of this character, and advocated the immediate 
attempt to replace the uterus. The following case is an 
instance of the success resulting from this plan of treat- 
ment :— 

On September 26th, A. T., aged thirty-nine, applied at 
the out-patient room of St..Bartholomew’s Hospital under 
these circumstances. She had been married seventeen years, 
had nine children, the last sixteen months previously. Since 
ceasing to nurse the catamenia had been regular until the end 
of June, when she believes that she became pregnant. She 
was quite well till a fortnight since, when, while lifting a 
heavy weight, she “felt something give in her inside, and 
was sure something slipped out of place.” Soon afterwards 
was seized with great pain in the abdomen, which com- 
menced to swell rapidly. For two days she was unable to 
pass her water, since which time micturition has been fre- 
quent, and painful, very small quantities being passed at a 
time, and the abdominal pain has increased. 


* Dr. A. V. Macan, Dudlin Journal of Medical Science, May, 1876. 
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On examination, the abdomen was found very much dis- 
tended, a well defined prominent swelling extending from the 
symphysis pubis to within an inch of the ensiform cartilage ; 
dull on percussion, and conveying readily a sense of fluctua- 
tion. The recto-vaginal septum protruded from the vagina, 
being pushed downwards by a large globular swelling, which 
blocked up the canal. The os uteri could only just be 
reached, high up above the symphysis pubis. A catheter 
was passed, and 120 ounces of urine drawn off, the abdominal 
swelling entirely disappearing. 

The patient having experienced great relief, was sent into 
the ward, and placed in bed. On visiting her an hour and 
a half subsequently, I found the abdomen again distended, 
and drew off forty-five ounces of urine. With the patient 
lying on the left side, I introduced two fingers into the rectum, 
and exerting steady pressure, raised up the fundus uteri suffi- 
ciently high to allow an air-ball to be inserted ; having dis- 
tended this with air, I employed it to push up to a further 
degree the uterus, and thus succeeded in completely replacing 
it. The air-ball was left in the rectum. Five hours afterwards 
the patient passed, without any difficulty, a pint of urine, very 
pale, sp. gr. 1008. 

The following day, twenty-four hours after introduction, 
the air-ball was removed, the uterus being in good position. 
The amount of urine passed on the following days was :— 
mepe Zorn, 1 17 0z., sp. gr. 1008 5 goth, .640z.; 30th, 5 oz. 
Ga tsteceOs., 200, 0Ay OZ. ; 3¥d3 3207. Sp. or. TO12; 16th, 
3 02. sp. gr. 1015. Onthe 16th the patient was discharged. 
She had felt quite well, and experienced no pain since the 
position of the uterus was restored. 

The chief points in the case to which I would call attention 
are, first, the cause of the dislocation, evidently a sudden 
straining of the abdominal muscles while lifting the weight ; 
secondly, the ease with which the uterus was replaced without 
putting the patient in the knee-elbow position ; and thirdly, 
the large quantities of urine which were secreted after the 
evacuation of the bladder, gradually diminishing day by day ; 
the specific gravity very low at first, but getting steadily 
higher, so that it reached 1015 when the patient was dis- 
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charged. No symptoms of cystitis occurred. The patient 
was kept in bed for a fortnight after the re-position, to avoid 
subsequent displacement, as occurred in Case II. quoted in 
No. XXXIX. of this Journal. 
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De la Téte du Foetus au Point de Vue de  Obstétrique. 
Recherches Cliniques et Expérimentales. Par le Dr. P. 
BUDIN. Paris, 1876. 


THIS work is an admirable example of the application of 
the methods of experimental research to the study of the 
mechanism of obstetrics, and is worthy of comparison with 
the numerous contributions on similar subjects which we owe 
to Dr. Matthews Duncan. The first part of the book is 
occupied by exact measurements and graphic representations 
of the different shapes assumed by the fcetal head after 
different modes of delivery, and a discussion of the 
mechanism of each form of moulding, and the part played in 
it by each individual bone. On the former part of the sub- 
ject important observations are already on record, especially | 
those of Barnes, Kueneke, and Schroeder ; the latter has 
never been so completely discussed as in the present treatise, 
the more exact mode of measurement adopted by the author 
having furnished him with a new basis for the solution of the 
problem. 

Dr. Budin uses a very convenient form of cyrtometer, 
formed by a piece of lead drawn out into the form of a thin 
narrow ribbon. This is readily adapted to the fcetal head, so 
as to obtain a profile outline of its shape, while the positions 
of the extremities of the several diameters are marked upon 
it. The piece of metal is then transferred to a sheet of 
paper, and a point being taken to represent the situation of 
the angle of the occipital bone, two circles are drawn with 
radii equal to the occipito-frontal and occipito-mental dia- 
meters. The exact positions of the point of the chin and the 
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_ root of the nose are thus fixed, and any error which might 
arise from the pliancy of the metal is avoided. In a similar 
manner a trace is obtained of the form of a horizontal section 
passing through the occipito-mental diameter. It is obvious 
that this method is a far more exact one than that, for 
instance, of Dr. Barnes, who simply rested the child’s head 
upon a sheet of paper, and drew its outline with a pencil 
held vertically. Combined with the estimation of the dia- 
meters chosen by Dr. Budin, it affords an adequate repre- 
sentation of the shape of the head, and we recommend its 
adoption to all who are disposed to carry out similar investi- 
gations, the subject being by no means exhausted in the 
volume before us. 

Most previous authors who have made similar researches 
have chosen diameters of a somewhat indefinite kind for 
measurement. . Thus almost all, if not all, have spoken of 
the occipito-mental diameter as the greatest diameter of the 
head. This has arisen partly from error and partly from the 
fact that several of them, including Dr. Barnes, have mea- 
sured their occipito-mental diameter from the most prominent . 
part of the occiput, a point which cannot be precisely fixed, 
and which varies according to the nature of the moulding 
which the head has undergone. Dr. Budin reckons his 
occipito-mental diameter from the angle of the occipital bone ; 
and measures also another—namely, the maximum diameter, | 
which in almost all cases is a super-occipito-mental, and not 
the occipito-mental diameter. The points of departure of 
the other diameters are chosen with a similar exactitude, 
and measurements are again taken after the lapse of several 
days, when the head has more or less completely returned to 
its normal shape. In this way the relative modification 
which the different diameters must have undergone in the 
process of moulding becomes manifest. 

An example of a perfectly unmoulded head is given from 
a case in which post-mortem Czesarian section was performed 
on a patient at full term, but who had had no labour pains. 
With this are compared many examples from children 
whose presentations had been pelvic. In most of these very 
slight moulding only is shown, and the head is but little 
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modified at an interval of some days after birth. In one in- 
stance, a marked reniform depression is shown in the tem- 
poral region on one side, although the child had been born 
alive. 

Whatever the presentation, an extremely rapid average in- 
crease of all the diameters is observed for a few days after 
birth. This takes place by means of a separation of all the 
sutures, and is most marked after difficult labour. Hence it 
is to be inferred that under the pressure which it undergoes 
during labour a certain amount of diminution takes place in 
the total bulk of the head, and a corresponding average de- 
crease of all its diameters. 

With regard to the moulding of the head in ordinary 
vertex presentations in an occipito-anterior position a some- 
what unexpected result comes out—namely, that the occipito- 
frontal and occipito-mental diameters are not increased, as is. 
stated by all authors, but diminished. The compensatory 
increase takes place entirely in the maximum, or super-occi- 
pito-mental diameter, which has hitherto been confounded 
with the occipito-mental. Hence a new light is thrown upon 
the mechanism of this moulding. The author points out 
that the posterior portion of the occipital bone is at birth 
connected with its basilar portion, partly by fibrous and 
partly by cartilaginous tissue, in such a manner that it 
readily moves backwards or forwards in a hinge-like manner, 
when not restrained by the other bones. As the head is 
moulded in vertex presentations the occipital portion is 
rotated backward on its hinge, but the lengthening of the 
occipito-frontal and occipito-mental diameter thus produced, 
is much more than counteracted by the riding of the parietal 
over both the frontal and occipital bones, and the arching of 
the parietal bones themselves. 

The almost pointed extremity of the head in these cases 
is formed, not by the posterior fontanelle, but by the vaults 
of the parietal bones, and the profile outline of the skull de- 
monstrates in a very striking manner what an important 
part the pliability of these bones must play in the transfor- 
mation produced. A further somewhat unexpected result is 
that the suboccipito-bregmatic diameter is most diminished 
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during labour, and the bi-parietal least, while the diminution 
of the bi-temporal diameter is of intermediate degree. 

In face presentations, the vault of the parietal bones be- 
comes flattened, while the frontal and occipital bones are 
rendered more convex, the occipital bone being rotated 
backward still more than in vertex presentations. Thus the 
occipito-mental and occipito-frontal diameters are increased 
instead of diminished, the super-occipito-mental being re- 
duced, and the occipito-mental becoming the maximum 
diameter. An interesting inference is*drawn with reference 
to the theory of Hecker, of Munich, as to the causation of 
face presentation. Hecker maintains that a dolicho-cephalic 
form of the head is an important element in their production, 
and this view meets with a warm approval from Dr. Mat- 
thews Duncan. It is indeed obvious that such a form of 
the head, if existing, would tend to promote such a result. 
For the increasing flexion of the head is in general secured 
by the fact that the anterior arm of the lever upon which the 
resistances act, the fulcrum being at the occipito-atloid arti- 
culation, is longer than the posterior. If the occiput is un- 
duly prominent this difference of length would be diminished, 
although rarely, if ever, reversed. 

The plates of Dr. Budin, however, show that, in the in- 
stances observed by him, the head returned to its normal 
form a few days after delivery, although Hecker had de- 
scribed the peculiar form of head as being primary and 
permanent. He therefore argues that, as Professor Depaul 
has already shown, Hecker mistook the effect for the cause. 

In one respect there is rather ’a hiatus in the forms of head 
depicted by Dr. Budin—namely, with regard to that which 
results in unreduced occipito-posterior presentations. This 
arises from the fact that he has always succeeded in effecting 
rotation in such cases by the digital method, as recom- 
mended by M. Tarnier. Thus we have no example of the 
form of head often seen, in which the occiput is flattened 
and pushed forward so as to be almost in a line with the 
back and neck of the child, while the occipito-frontal diameter 
is greatly shortened, and the suboccipito-bregmatic and 
mento-bregmatic are lengthened. The only trace given is 
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one taken from an old model from a case in which the child 
had been dead some time, and was extracted by forceps. 
Here the moulding is like that in occipito-anterior presenta- 
tions, only with much greater flattening of the forehead. It 
is evident that the mechanism in this case was exceptional, 
in consequence of the maceration of the head, and that the 
occiput must have escaped long before the forehead. 

The second part of the book is occupied by the results of 
an experimental research on a subject which is at present 
one of the most controverted in obstetrics—namely, the com- 
parative advantages of version and the application of forceps 
in contracted pelves. The wide discrepancy of view which 
still exists on this subject is well illustrated by the discus- 
sions which have taken place upon it at the Obstetrical 
Societies of Edinburgh and of Philadelphia. In England the 
prevailing opinion appears to be that, in contraction of the 
brim, the application of the forceps is, for the original choice, 
the preferable operation, but that in some cases delivery is 
possible by version after forceps*have failed. In Germany, 
on the contrary, we find that an opposite view is held by 
eminent authorities, such as Schroeder and Spiegelberg, the 
former of whom altogether discourages the use of forceps in 
the contracted pelvis, believing that both mother and child 
are often sacrificed by it. 

The comparison made by Sir J. Simpson, by which the 
foetal head is likened to a wedge, of which the broad end 
comes first in vertex presentations, and the pointed end in 
head-last presentations has, we think, been accepted some- 
what too absolutely as a proof of the greater mechanical ad- 
vantage to be gained in extraction after version. The head 
may be compared more exactly to a combination of two 
wedges of different angles, having their bases in contact, of 
which the blunter wedge enters the brim first in vertex pre- 
sentations, and the sharper in head-last presentations. More- 
over, when the obstruction lies in the bony pelvis, the wedge- 
like effect does not depend on the general shape of the head, 
put only on the inclinations of the surfaces, not far distant 
from its maximum diameter, which come in contact with the 
brim just as the head is about to enter it. Thus, if we take 
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the traces of the foetal heads which have undergone no 
moulding, given in Dr. Barnes’ paper*—which differ some- 
what widely from the diagrammatic figures given to illustrate 
the wedge-like action——and suppose that the head, having a 
bi-parietal diameter of 3°75 inches, is about to enter a brim 
whose corresponding diameter is 3°25 inches, we find upon 
measuring the inclinations, that the wedge formed by the 
after-coming head is not more than from one to three de- 
grees sharper than that formed by the same head presenting 
by the vertex. And if the diameter of the pelvis is more 
nearly equal to that of the head the difference in mechanical 
advantage is even less. On the other side of the account 
must be set the fact that a greater extractive force can be 
applied by forceps with safety to the child, than in extrac- 
tion after version, and that a longer time may be allowed for 
moulding. It is therefore clear that the problem cannot be 
decided on a theoretical or & priori grounds, and that its 
solution must depend upon the verdict of experience and 
experiment. 

It may perhaps be thought that the best experiments are 
those provided by Nature, and that if, after a fruitless 
attempt to extract by forceps, a living child is delivered by 
version, it is demonstrated that the latter method affords the 
greatest mechanical advantage. To say nothing, however, 
of the objection that the result may vary according to the 
relation with regard to shape and size of the individual 
pelvis to the special foetal head, something may depend also 
upon the operator. Thus one operator, using forceps some- 
what yielding in the blades, or being rather timid as to the 
amount of traction which he thinks is safe to use in the high 
forceps operation, may pretty frequently meet with cases in 
which he is able to extract a living child by version after 
failing with forceps; while another, using an instrument 
firmer in the blades, or venturing to apply a somewhat greater 
force, may much more rarely meet with such an instance, or 
even fail to encounter a single one out of many thousands of 
deliveries. 


? 


* ‘* Obstetrical Transactions,” vol. vii. 


Pep ina 
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We are of opinion, therefore, that these exact experiments 
of Dr. Budin are of great value, and the result deduced from 
them will certainly be to most a somewhat unexpected one. 
The experiments were conducted with an artificial pelvis of 
bronze, so arranged that its conjugate diameter could be 
varied at pleasure. They were divided into two series, one 
with children at full term, the other with children born at 
the seventh or eighth month of pregnancy. The amount of 
force employed, whether with forceps or in the extraction of 
the after-coming head, was measured with a dynamometer. 
In the first series of experiments, that with children at full 
term, the results were uniform—namely, that with a moderate 
contraction of the conjugate diameter, such as to 8 or 84 
cm. (3°'2 or 3°4 inches), the head passed either with forceps 
or with version, but the amount of force which had to be 
employed was always greater with version. If, however, the 
contraction were increased, as to 74 cm. (3 inches), the spinal 
column gave way in the attempt to extract by the feet, while 
by a force in some cases greater, but not excessive (varying 
from 21 to 38 kilogranimes), applied by means of forceps, 
extraction was effected without any apparent damage to the 
head. When the head passed successfully after version it 
always became flexed as it entered the brim; when, on the 
contrary, it became arrested, extension took place, owing to 
the malar bones being caught in the contracted brim. The © 
forceps in these experiments were applied at the sides of the 
pelvis, and in the greater degrees of contraction the blades 
grasped the head in its longest diameter. | 

The author found the weight at: which the vertebral 
column gave way to be from 25 to 30 kilogrammes, a less 
weight than that observed by Dr. Matthews Duncan in his 
experiments. He attributes the difference to the fact that 
he had soaked the children in hot water, in order to restore 
them as nearly as possible to their condition at birth. 

With children at about the seventh month and a still more 
contracted conjugate the result was exactly the opposite. 
The head always passed with: much less force after version 
than with forceps, and the occurrence of depression or frac- 
ture of the parietal bone was much more rare. The 
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mechanical explanation of these results as given by the 
author is the following :—The first movement of the head 
which takes place after version is that of flexion. By this 
means, in a foetus of seven months, the shortest and most 
compressible diameter of the head—namely, the bi-temporal, is 
brought nearer to a perpendicular upon the plane of the brim 
drawn through the occiput, and thus is able to come into 
coincidence with the contracted conjugate. In a foetus at 
full term, on the contrary, the head equally becomes flexed, 
but the distance from the bi-temporal diameter to the occiput 
is too great for that diameter ever to engage the conjugate 
of the brim. 

It is evident how important these results are as tending 
to confirm the dictum of Dr. Barnes, that when the con- 
jugate diameter is contracted, version is the natural comple- 
ment to the induction of premature labour at the seventh or 
eighth month. We may remark, however, that in all these 
experiments with premature children, and a conjugate of 
from 4% to 7 cm. the other diameters of the pelvis were in 
no dégree contracted. It would seem evident from the expla- 
nation of the mechanism, that with a premature foetus, and 
a pelvis somewhat small in all its dimensions, as well as con- 
tracted in the conjugate diameter, the case would be 
assimilated to that of the full-term foetus, and an opposite 
result might be expected. We would suggest, therefore, to 
Dr. Budin and others interested in such researches that fur- 
ther experiments, with, if possitle, actual pelves of different 
forms and degrees of contraction, would throw further light 
upon the question under what circumstances forceps or ver- 
sion is likely to be preferable. 
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OBSTETRICAL SOCIETY OF LONDON. 


Meeting, October 4th, 1876. 
ALFRED Meapows, M.D., F.R.C.P., Vice-President, in the Chair. 





Ulero- Vaginal Rupture. 


Dr. WILTsHIRE showed a specimen of this, removed post-mortem 
from a patient who had died during labour. The labour had been 
protracted, and the fcetal head rested for a long time upon the 
perineum. It was regarded as being a case of powerless labour, anda 
dose of half a drachm of powdered ergot was given in the afternoon. 
In the evening the accident happened. There had been reasons 
against the application of forceps, which he could not state more 
particularly. A fibroid tumour, the size of a large orange, was found 
in the posterior uterine wall towards the lower part. The walls of 
the uterus, so far from being feeble, had a very remarkable and 
unusual thickness. Probably the tumour had delayed the descent 
of the head, and caused the uterine wall to become fretted against 
the promontory of the sacrum. The case did not occur in Dr. Wilt- 
shire’s own practice, and the patient was not seen by him during life. 
He showed the specimen for some friends of his, who had referred 
the matter to him. 

Dr. PLayrair asked whether the escape of the fcetus into the 
abdomen was not detected before death. If it had been, it would 
seem that treatment might have been adopted. The case was a 
grave lesson as to the fallacy of the common view of the risks in- 
curred by the application of forceps, A large proportion of cases of 
rupture followed the use of ergot. There was no doubt that the 
proper practice would have been at once to perform gastrotomy. 
This would have given the patient a better chance of recovery. 

Dr. RourH thought that it was a pity not to state what the reasons 
against the use of forceps were. 

Dr. WILTSHIRE said that the case was a very painful one, and that 
he was not justified in stating more. 

Dr. Braxton Hicks inquired as to the size of the os uteri, and 
where it was at the time of rupture. It was difficult to understand 
the mechanism of the escape of the child into the peritoneum, if the 
head had already descended through the bony pelvis. 

Dr. AVELING inquired how soon after death the post-mortem had 
been made. Sometimes displacement occurred from the effect of 
decomposition post-mortem. 
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Dr. Meapows suggested that possibly the tumour had been mis- 
taken for the head, the former being so large as to interfere with the 

descent of the head, 

Dr. Roper asked as to the relation of the tumour to the rupture, 
whether above or below it. 

Dr. Murray asked how the fcetus was lying when found in the 
abdominal cavity. 

Dr. WILTSHIRE said that the head had been for some time quite 
upon the perineum, and the os uteri had retracted quite out of reach. 
The rupture was below the tumour, but somewhat on one side. The 
first thing noticed wrong had been the recession of the head from the 
vagina. He presumed that the breech escaped first into the peri- 
toneum ; as the child was found lying with the breech upward. It 
was no doubt unfortunate that no treatment was attempted, but 
that was in fact the case. 


Lntra- Uterine Tumour. 


Dr. Daty related the particulars of a case where death ensued two 
hours after delivery. The patient had been confined six weeks 
before. Four weeks after delivery violent and continuous pains set 
in, which at first were supposed to be of the nature of after-pains. 
The patient had not previously had a child for twelve years, and was 
ill-nourished. At the end of six weeks the os uteri had become dilated 
to the size of a five-shilling piece, and some body was felt to be pre- 
senting. The patient being placed under chloroform, this tumour 
was found to have a broad attachment at the upper part of the 
uterus. No écraseur was then at hand. Next day, chloroform was 
again given, the hand was passed into the uterus, and the tumour 
detached by enucleation. When it was nearly detached, the tumour 
being held between the fingers and thumb, the thumb was felt to 
pass through a slit in the uterine wall. There was no protrusion of 
intestines, and little hemorrhage, but the patient died in two hours 
from shock. Dr. Daly supposed that the uterus must have been in a 
soft condition in consequence of sub-involution. 

Dr. Heywoop SmirtH asked if an incision was made across the 
face of the tumour before enucleation. If not, such an accident 
would be much more likely to happen. 

Dr. Daty replied in the negative, but said this could not have 
affected the result, for the rupture took place in the front wall of 
the uterus, and the tumour was attached at the back. 


Double Monster. 


Dr. Bantock exhibited a specimen where the bodies were united 
from the breast downwards. ‘here were but two legs with a third 
rudimentary one. ‘There was no history of the presentation or mode 
of delivery. The patient had been under his own care a year before 
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with retroversion, having previously had several miscarriages. She 
was treated with a Hodges’ pessary, became pregnant after two 
months, and continued to wear it for five months longer. ‘This 
monster was born at the seventh month. 

. Dr. Meapows suggested that it would be well to present it to the 
museum. 





Midwifery Statistics of Thirty-five Years Practice. 

Dr. CLEMENT Gopson contributed a paper compiled from the 
records of his father’s practice in Barnet, ten miles north of London, 
including both the wealthy and the poorest. ‘The results were shown 
in tables drawn up indicating the percentage of normal, abnormal, 
placental, and compound presentations. ‘The records extended from 
April, 1842, to September, 1876. They were divided into two parts, 
the single practice of Mr. Godson himself, comprising 2203 deliveries, 
and the combined practice of himself and a partner, comprising 1020 
deliveries. A comparison was also made with the results of practice 
in London, as shown in the records of St. Bartholomew’s Hospital. 
In the single practice the ratio of forceps cases was 1 in 66°, in the 
combined practice 1 in 9'8. This was due chiefly to the practice of 
the partner, who used forceps perhaps as often as once in five cases. 
Mr. Godson used them himself now more frequently than in former 
years, but in nothing approaching to this proportion. The per- 
centage of children stillborn in the single practice was 5°23, in the 
combined 5:1, thus showing a very slight difference, the average in 
both cases being not very different from that prevalent in the general 
community. This was an important result, tending to show the 
fallacy of the view lately maintained by some authorities, that by a 
much more frequent use of forceps than that hitherto considered 
orthodox, a great saving of fcetal life might be effected. More than 
half of the stillborn children were premature. There seemed to have 
been no ill result to the mothers from the frequent use of the instru- 
_ Ment, and doubtless many of them were saved some suffering, but 

the author doubted whether so free an application was desirable, and 
whether a little more patience would not often have overcome the 
difficulty. In the hospital practice the proportion of forceps cases 
was I in 44°8, and the percentage of stillborn children was 4°83, a 
better result than’ that obtained either in the single or combined 
practice. In four cases of placenta praevia version was performed, 
and both mothers and children did well. In the combined practice 
there were five cases of eclampsia. 1. Convulsions came on at the 
seventh month. The treatment was purging, leeches, shaving the 
head, application of cold, venesection. The fits continued 
severely for thirty-six hours, but ceased soon after the membranes 
had been artificially ruptured. The child was stillborn, but the 
mother recovered. 2. Labour was brought on at the eighth month 
by dilating the os uteri, and version performed. The mother re- 
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covered. 3. Convulsions commenced when the head had reached the 
perineum. Venesection was performed, and chloroform was then 
given for the application of forceps. The child was living, and 
mother recovered. 4. Treated by venesection, tartar emetic, opium, 
and the application of forceps. The child was living, and mother 
recovered, 5. Convulsions came on at the eighth month of preg- 
nancy. A stillborn child was delivered naturally forty-eight hours 
after, and the patient remained insensible for twenty-four hours more. 
The treatment was venesection, calomel, and. blisters to the head. 
Most of these cases occurred before the modern treatment of 
eclampsia had come into vogue. In the combined practice was one 
case of eclampsia. Convulsions came on at the seventh month. 
Premature labour was induced, and forceps eventually applied.. The 
child was stillborn, and the mother died a quarter of an hour after 
delivery. 

Out of the 2203 deliveries in the single practice there were six 
deaths. 1. Confined in the workhouse. Forceps were applied on 
account of prominence of the sacrum. The patient took cold at the 
end of two weeks, and died five weeks after delivery. 2. The placenta 
was adherent, and the greater part was removed with much difficulty. 
Hemorrhage then came on, and continued to the patient’s death, 
forty-seven hours after. This was before the introduction of the 
treatment by perchloride of iron. 3. Died from puerperal fever eight 
days after delivery. 4. Confined in workhouse. Forceps used. 
Peritonitis came on on the third day, and death took place on the 
fourth. 5. Accidental hemorrhage. The os was slightly dilated, 
and no presentation to be felt. The membranes were then ruptured, 
the os dilated by the hand, and version performed. The hemorrhage, 
however, continued, notwithstanding the injection of cold water into 
the uterus, until the patient’s death, half an hour after. 6. Died from 
puerperal peritonitis. There was no connexion between any of 
these six caSes. 

Out of the 1020 deliveries in the combined practice there were 
two deaths. 1. Heemorrhage a few days after delivery. 2. The case 
of eclampsia already recorded. Craniotomy was performed three 
times in the single practice ; once in 734 deliveries ; in the combined 
practice only once in 1020. 

The average of maternal deaths in the single practice is 1 in 367, 
in the combined 1 in 510, and in the hospital practice r in 273. In 
the latter case, however, the patients are not followed out so thoroughly, 


_ and some of the deaths may escape record. 


Dr. Hicks stated that at Guy’s patients were under observation 
for more than a month after confinement if anything went amiss, and 
that the death-rate could be relied on. It varied from between 2} 
and 7 per thousand. Before we could fairly estimate the death-rate 
from forceps we must first ascertain how frequently ergot had been 
given. He thought that the average maternal death-rate had been 
much over-estimated by Dr. Matthews Duncan, 
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Dr. PLayrair inquired as to the stage of labour at which forceps 
had generally been applied. The statistics in Dr. Godson’s paper 
were extremely surprising to him, for he had maintained that the 
foetal mortality was diminished in proportion to the frequency of the 
use of forceps. In support of this he had quoted the remarkable 
results of Dr. Hamilton, of Falkirk, who had two successive series of 
Sco and 700 cases without a single still-birth. He himself had 
attended nearly 300 consecutive cases without losing a single child. 
All this would seem to fall to the ground according to Dr. Godson’s 
Statistics, in which a very sparing and a very frequent use of forceps 
both gave nearly the same result of about 1 in 20 stillborn. Could 
Dr. Godson explain this ? 

Dr. Hicks suggested that perhaps the different shape of the head 
in different localities might have something to do with the result, 
since we knew that the Scotch were considered to be a long-headed 
race. 

Dr. Gopson could only say that facts were stubborn things. The 
only explanation that suggested itself was that half of the stillborn 
children were premature. Probably in a lower class of society more 
of the children were dead before labour commenced. 

Dr, CHatmers, knowing the neighbourhood where Dr. Hamilton 
practised, thought that his statistics required explanation quite as 
much as Dr. Godson’s. He doubted the accuracy of the former. 

Dr. PLayrair thought that Dr. Hamilton’s statistics could not be 
Open to question. 

Dr. Roper asked what was the maternal mortality in Dr. Hamilton’s 
practice, 

Dr. PLayrarr said that it was not above the average, 

Dr. Roper thought that although early delivery might be safer for 
the child, the maternal mortality was notably increased from the 
frequent resort to forceps, especially if used after the Dublin method, 
before full dilatation of the os. 

Dr. Rouru stated that he had gone closely into the question as 
regards operative midwifery in the manufacturing districts and among 
the London poor. In the former forceps were found to be far more 
dangerous than in London or Ireland. The reason was that long 
forceps were oftener required among them, on account of pelvic 
deformity. In such cases the risk both to mother and child was 
much increased. He thought women in the present day had less 
physical force, and therefore short forceps were very often useful. 
He did not, however, use them in anything like the proportion 
of 1 casein 5. He thought we ought to have further statistics before 
following Dr. Playfair. The late Professor Simpson had shown that 
the mortality during childbirth was increased in proportion to the 
duration of labour. 

Dr. PLAvratr said that he was far indeed from recommending the 
use of forceps so often as in 1 case in 5. He thought that far too 
often. He had everywhere drawn the greatest possible distinction 
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between the high and the low operation, and limited his recommen- 
dation of frequency entirely to the latter. The former he considered 
to be a serious matter, requiring great skill, not to be lightly under- 
taken, and not without grave risk to the mother. The low operation 
he regarded as perfectly easy, quite safe, and highly conservative both 
to the mother and child—far better than giving ergot. He thought 
Dr. Roper had misrepresented the Dublin school. Dr. Johnson 
had limited his recommendation of forceps before full dilatation of 
the os to very rare cases, in which it might avoid the necessity of 
craniotomy. He had himself had such a triumph lately, when called 
in to perform craniotomy. He considered the present practice at 
Dublin an enormous improvement on the former. 

Dr. Roper said that he understood the Dublin practice, as repre- 
sented by Dr. Johnson, was not unfrequently to apply forceps to 
hasten the dilatation of the os, when there was no obstruction in the 
pelvis. 

Mr. Gopson said that in 1862 forceps were very much feared by 
the public. Had he used them, he should soon have had no mid- 
wifery practice at all. He never applied forceps so long as there was 
a prospect of labour being completed naturally without injury to 
either mother or child. As a rule he trusted to ergot, and used 
forceps when that failed. He was very reluctant to use long forceps. 

Dr. Gopson believed that, had forceps been more frequently 
resorted to, the foetal mortality would only have been very slightly 
diminished, 








Pregnancy complicated by Extensive Malignant Disease of the 
Cervix Utert. 


Dr. A. L. Gatasin related the histories of two cases. 

The first case was that of a woman aged forty-one, who had pre- 
viously had eleven children. Irregular hemorrhage had taken place 
since the first month of pregnancy, previously to which she had been 
regular. Labour pains came on at full term, and the os was found to 
be surrounded on all sides by malignant growth. Posteriorly the mass 
was extremely hard and thick, and anteriorly there was a softer growth 
infiltrating the base of the bladder. After six hours’ dilatation with 
Barnes’s bags under chloroform, the os would admit three fingers. 
The head was then perforated and crushed by the cephalotribe, but 
when flattened in its grasp could not be brought into the cervix. 
This was due to the fact that the head was resting in the third posi- 
tion, and much extended, probably because the occiput had been 
pushed up by the dilating bag. It was thus easy to crush the vault 
of the skull, but, owing to the narrowness of the cervix, the blades 
could not be carried far enough forward to reach fully its base and 
the face. After about three hours’ manipulation, during which chloro- 
form was continued, the cervix had yielded sufficiently to admit the 
whole hand. The hand was then passed into the uterus, the blades 
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of the cephalotribe were so adjusted as to destroy the remainder of 
the base of the skull, and extraction was then effected. The bones 
were completely covered by soft parts as the head was withdrawn in 
the grasp of the cephalotribe, and no very great difficulty was found 
in the extraction of the body, which had become very flaccid, the 
child having been dead some hours. A humerus, however, was 
broken in the process. Delivery was completed within a few minutes 
from the time when the head was brought into the cervix. The mother 
suffered no severe constitutional symptoms, but at the end of nine 
days the soft carcinomatous mass at the base of the bladder had given 
way, and a vesico-vaginal fistula was found to exist. - After about six 
weeks she was able to return to her home in Scotland. 

The second case was that of a woman aged thirty-one, who came 
under treatment for an epitheliomatous growth of the cervix, the 
uterus being still movable. She had constant metrorrhagia since 
her last confinement five months previously. The cervix was ampu- 
tated by the galvanic cautery, in, as it afterwards proved, the fourth 
week of pregnancy, the existence of which was not suspected. 
Twelve days later, caustic potash and the strong solution of per- 
chloride of iron were freely applied to the stump, but abortion was 
not induced When full term arrived the membranes rupiured after 
three days of labour pains, but the os would barely admit a uterine 
sound, being surrounded on all sides by malignant growth. It was 
dilated by laminaria tents and dilating bags, inserted under chloro- 
form. After two days the cervix was dilated enough to admit three 
fingers. _ Bipolar version was then performed, and a female child 
at length extracted, which was revived by artificial respiration, 
During the manipulations necessary to secure even a slight dilatation 
of the os, the vaginal discharges acquired an extreme degree of foetor, 
which even very frequent injections of dilute solution of iodine were of 
no avail to modify. A considerable degree of fever had supervened 
before version was performed. During and after the extraction of 
the child a good deal of hemorrhage took place from the cervix. It 
was at length arrested by repeated application of swabs with tincture 
of iodine. ‘The mother had symptoms of peritonitis, but recovered 
eventually from the effects of the delivery. During her pregnancy 
she had suffered from obliterative phlebitis of the veins of the leg, 
such as is described by Trousseau as associated with internal cancer. 

The author considered that this and similar cases did not justify 
the amputation of the cervix during recognised pregnancy, since 
spontaneous abortion or miscarriage is apt to occur in such cases. It 
might be a question whether the increase of rapidity in the malignant 
growth during pregnancy was not a sufficient reason for the induction 
of abortion at the earliest opportunity, in the interest of the mother. 
‘The two cases showed that delivery might sometimes be effected by 
the natural passages, when, at first sight, Ceesarian section seemed 
the only resource. 

Dr. Meadows said that the paper had been to him extremely 
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interesting, since at the last discussion on the subject he had been 
one to advocate Ceesarian section in such cases. ‘The patients were 
certainly most fortunate in having survived, and Dr. Galabin had no 
doubt carried out his treatment most judiciously. But the results 
were generally so bad to the mothers, and so uniformly fatal to the 
child, when delivery was attempted fer vias naturales, that he still 
thought that, to say the least, Czesarian section did not compare very 
unfavourably with other treatment. In the first case the dilating bag 
changed the position of the presenting head—this fact he had noticed 
in another case, in which the vertex was replaced by the shoulder, 
and it would be interesting to know the experience of others on this 
point. 

Dr. Gopson had also met with a case.in which a dilating bag 
changed a vertex into a shoulder presentation. He thought the first 
case confirmed the opinion he had previvusly stated as to the ad- 
visability of amputating the cervix uteri in cases of epithelioma, not- 
withstanding the existence of pregnancy, if it was possible to get above 
the growth. 

Dr. AVELING did not advocate Cexsarian section unless the whole 
of the cervix were involved. He referred to a case in which three- 
fifths of it was affected by disease, and the idea of Cxsarian section 
was entertained at first. After twelve hours’ delay, slight dilatation 
took place. This was continued under chloroform by the fingers, 
which he thought better than bags. The child was then extracted by 
craniotomy and version. A portion of tissue was torn off from the 
cervix, but the patient recovered with the use of antiseptic injections. 
_He thought Dr. Galabin was especially to be congratulated on the 
result of the second case, in which the child was saved under such 
difficulties. 

Dr. Epis referred to the case he had brought forward last year, 
where delivery was accomplished fer vias naturales, the child living, 
the mother succumbing to pyemia from the pressure and bruising of 
the soft parts that had taken place during the extraction of the head 
by means of the forceps. In future he would resort to Cesarian 
section if the whole cervix were involved in disease. He thought 
that Dr. Galabin’s patients ran a great risk from the protracted 
manipulations, although they were so fortunate as to recover. 

Dr. Hicks thought the fact of the head being pushed aside was 
not a common result from the employment of Barnes’s bags ; this 
might easily be overcome by drawing off some of the liquor amnii, 
or by the hand externally pressing the head down. 

Dr. MEapows said the accident was most likely when the pelvic 
brim was contracted. 

Dr. Roper stated that he had modified the shape of the bags, 
and would exhibit them at the next meeting. With bags of the 
ordinary form he had often found displacement produced. 

Dr. GALABIN said that the present was the only case in which he 
had found the head to be displaced by the bags, when applied by him- 


542 Abstracts of Societies’ Proceedings. 


self, He had seen, however, two cases in which prolapse of the funis 
had been so produced, and one in which the presentation had 
been converted into a shoulder. He thought considerable risk 
would be run by the amputation of an epitheliomatous cervix in 
ascertained pregnancy. For he had seen several cases in which, 
while it was a question whether to induce abortion, nature came 
to the rescue, and abortion occurred spontaneously. There was, 
therefore, a tendency to abortion in such cases, and the danger of 
amputation associated with the puerperal state was shown by a case 
of Dr. Heywood Smith, in which the cervix was amputated shortly 
after delivery, and the patient quickly died from septiczemia. 





OBSTETRICAL SOCIETY OF DUBLIN. 
Meeting, May 13th, 1876. 
GEORGE JOHNSTON, M.D., zw the Chair. 


Mr. Croty exhibited a specimen of multilocular ovarian cyst, and 
said: The woman from whom it was taken was between sixty and 
seventy years of age. About eighteen months ago an enlargement 
commenced in the region of the right ovary. The tumour gradually 
increased in size, and when she was admitted into the City of Dublin 
Hospital under my care she measured forty-four inches round the 
abdomen. The tumour was uniformly dull on percussion, with the 
usual clearness backwards towards the lumbar region. She suffered 
from uritability of the stomach, flatulency, and obstinate constipation. 
Dr. Kidd very kindly saw the patient with me, and she was after- 
wards seen by Dr. Macan, Obstetric Surgeon to the hospital. The 
question first was as to the nature of the tumour, and from the very 
distinct fluctuation high up and the solid feel low down, there could 
be very little doubt that it was a multilocular ovarian cyst. Dr. Kidd 
pronounced the uterus to be healthy and non-adherent to the tumour. 
The woman’s circulation was not good; she had a weak-acting heart, 
but her lungs and kidneys were sound. The question arose as to 
operative interference. I made up my mind that, taking into con- 
sideration her age and her weak circulation, ovariotomy would not be 
attended with a reasonable chance of success. The poor woman 
had left the question as to the performance of the operation in my 
own hands, and said. constantly to me to do whatever I thought best 
for her. I decided on leaving her alone. Dr. Kidd was strongly of 
that opinion, and also that if the tumour should increase so as to pre- 
vent her from going about, tapping should be resorted to. About 
three months ago the tumour got so large that she could not go about 
the ward. I tapped her about an inch and a half below the umbilicus, 
and drew off a stable bucketful of gruelly fluid. That emptied 
the large cyst on the right-hand side, but left the cyst on the other 
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side almost as large as before, and a solid mass in the lower part of 
the abdomen. At first she got great relief from the tapping, but 
afterwards the usual symptoms set in again of constant sickness in 
the stomach and a great deal of pain in the abdomen. The cyst 
refilled rapidly, and became almost as large as before it was tapped. 
She gradually wasted, got the haggard appearance that these ovarian 
cases usually present, and eventually sank and died. I decided on 
performing ovariotomy post-mortem in order to demonstrate the steps 
of the operation to the clinical class, as well as to see what difficulties 
would have occurred if I had performed it during life, and to ascertain 
the relative position of the tumour and the viscera. I made the 
usual incision, and reached the cyst with great facility. I got my 
hand in and found anterior adhesions very numerous, but they broke 
down readily. I tapped the left cyst and drew off a bucketful of 
gruelly fluid. I next enlarged the incision upwards, and threw back 
the flaps so as to see the position of the tumour. The large cyst 
which I have here was so thin that some parts of it ruptured. The 
lower part of the tumour, as we anticipated, is very solid, and contains 
this gelatinous matter, which is almost like the white of egg. Itisso 
solid that it will not come out by tapping or cutting into the cyst. 
What was of the greatest interest in the case was that at the upper 
part of the tumour, on the left side, coils of the small intestine were 
closely adherent to the tumour, so that I had considerable difficulty 
in detaching them. ‘The left ovary was natural. The diagnosis was 
borne out as to its being a multilocular cyst. The patient suffered 
such severe pain at times in the abdomen, and we had to poultice 
and foment her so frequently, that I thought there must have been 
occasional attacks of peritonitis. If the operation had been per- 
formed during life there would have been great risk to the intestines 
adherent to the tumour, because, until I enlarged the wound so far 
that I got my hand round the tumour, and had slit up the walls of 
the abdomen, so as to let the class see the tumour zz stfu, I did not 
anticipate the adherence of the intestines. In the last case in which 
I performed ovariotomy there, a portion of the intestine was adherent 
to the cyst. 

The CHarrmMan.—We feel deeply indebted to Mr. Croly for having 
brought forward this specimen, which is of very unusual interest. 
The adhesion of the intestines to the tumour must make us a little 
cautious how we suggest operations in cases of the kind. There is 
no doubt whatever that that circumstance would have presented a 
very material difficulty in removing the tumour during life. [ take it 
for granted that Mr. Croly made a larger incision in the post-mortem 
examination than he would have done had the patient been alive. 


544 Abstracts of Societies’ Proceedings. 


Notes of a Case of Abdominal Section and Colotomy for Intestinal 
Obstruction; Recovery. 
By Surgeon-Major J. JoHNsron, M.D, 

Operative interference in cases of intestinal obstruction is usually 
had recourse to with great hesitation and anxiety, as it is generally 
impossible to form a correct diagnosis of its site and cause. If the 
symptoms of similar cases resembled each other with any degree of 
accuracy, this difficulty might’soon be overcome, and early operation, 
in many instances of this most agonising and fatal affection, would 
then be considered more justifiable than at the present time. 
Hitherto it has been customary to delay operation until all the re- 
sources of the physician have been exhausted, and, when the patient’s 
life has thus been placed in imminent danger from distension of the 
bowels or peritonitis, gastrotomy has been performed as a forlorn 
hope, and without much prospect of success. The late Dr. Brinton, 
in his valuable monograph on Intestinal Obstruction, forcibly ex- 
presses his views in discussing this subject. He says :—“ It is hardly 
too much to say, that even the secure diagnosis, and the accessible 
seat, of an ordinary hernia, would permit the operation for its relief 
to be a somewhat debatable measure, were it customary to defer it 
to that stage of obstruction at which gastrotomy has hitherto been 
usually performed. Thus considered, I think the general question, 
‘Is gastrotomy justifiable in intestinal obstruction ?? must be answered 
with a decided negative.” His great objection, however, to “ exposing. 
a vast and delicate serous surface to an unnatural and dangerous con- 
tact with the air,” has, of late years, been deprived of much of its 
value by the success which has attended the operation of ovariotomy, 
and Dr. George Pollock* more accurately estimates the danger of 
this proceeding when he “urges the importance of early action when 
operative interference is indicated or offers a prospect of prolonging 
life, in all cases in which intestinal obstruction is the cause of 
threatened danger,” as he believes that, “the wound of the peri- 
toneum is a minor evil,” and that when death occurs “it is more 
probably the result of peritonitis than attributable to the effects of 
the knife.” 

The case I am now to narrate to this Society appeared, from its 
chronicity, to be one of those in which surgical interference should 
be deferred as long as symptoms of peritonitis did not manifest them- 
selves, and the patient’s endurance was compatible with reasonable 
hopes of recovery. ‘This delay was rendered the more necessary, as, 
for some days, we were not quite unanimous in our consultation ; but 
when the operation was performed no effused lymph was seen upon 
the peritoneum, although the intestinal convolutions were highly con- 
gested. 

Mrs. H., thirty years of age, of fair complexion and short stature, 


* Art. on Foreign Bodies in Intestines: Holmes’ ‘‘ Surgery,” vol. ii. p. 707. 


Obstetrical Society of Dublin. 545 


was admitted into the Dublin Hospital for Soldiers’ Wives and 
Children on the 25th of September last year. She stated that she 
gave birth to her second child on the gth of June, and that, during 
the last five months of gestation, she had suffered from extreme con- 
stipation. Immediately after her confinement she was seized with 
intermittent pains in the vicinity of the umbilicus. The midwife who 
attended her, thinking they were after-pains, gave her two draughts, 
and subsequently a dose of castor-oil, but neither afforded much 
relief. Throughout June and July the constipation and abdominal 
pain gradually became worse, and her bowels were never moved 
unless by strong medicine. ‘Towards the latter end of August the 
constipation became most obstinate, and the pains increased in 
severity and frequency. About this time the abdomen began to 
swell, and very little passed from the bowels afterwards. There had 
been no feecal vomiting, but when the pains came on with unusual 
severity retching occurred. 

On admission she complained of great tenderness and constant 
pain on the right of the umbilicus, and of intermitting pains of 
extreme intensity on the left of it. The abdomen was consider- 
ably distended and tympanitic, but not more so on one side than 
another. 

With the recurrence of these spasmodic pains the umbilical region 
became very prominent and hard, apparently from vigorous peristaltic 
action of the intestines, the outlines of which could be distinctly felt 
- by the hand ; and when these passed off the abdominal wall relaxed 
into suppleness. She retched frequently. Her features were pinched 
and anxious, and her pulse small and 88 per minute. There was no 
thirst, and her appetite was excellent. 

Linseed- meal poultices and the subcutaneous injection of morphia 
relieved the retching very quickly, and one eon of opium was ex- 
hibited every third hour. In the evening a large enema was ad- 
ministered, but it brought away only a trace st faeces, 

26th. —She passed a very good night There is much less pain 
and tenderness, and the spasmodic pains return at longer intervais 
and with diminished violence. Pulse 86. Poultices and opium to be 
continued. 

27th.—The spasmodic pains come on very seldom, and are very 
feeble. The fixed pair and tenderness are also much relieved. Ad- 
ministered a large enema with the long tube, but only two or three 
small scybala were seen in it. To continue poultices and opium. 

2gth.—Pulse 70. The acute symptoms have subsided, and she 
has had no return of the spasmodic pains for several hours. Is well 
under the influence of opium. Administered a large enema with the 
long tube, but could not pass the nozzle through the sigmoid flexure. 
The tube passed in about eleven inches. x stream “of water was 
thrown up for a long time, but it returned with no feeculent trace in 
it, Gave her a large dose of castor oil. 

30th.—Placed her deeply under chigroform, and explored the 
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abdomen carefully. Also examined per vaginam and rectum, but 
could not discover any abdominal tumour, and failed to find any 
solid accumulation of feeces in the intestines. 

For several days she remained very free from pain. Pulse about 
70. She took three to six grains of opium in the twenty-four hours ; 
galvanism and the long tube were also frequently used, but without 
any good result. During this time she was seen, in consultation, by 
several medical officers, all of whom agreed in advising the use of the 
long tube and opium. 

By the roth of October the pains had resumed their former 
violence, and could not be controiled by opium, morphia, or chloral. 
On the 13th she was seen by Drs. Banks and Kidd. Her abdomen 
was then greatly distended and tympanitic, but free from tenderness. 
Pulse 70. She was much wasted, but very cheerful. They tried to 
pass the long tube, but failed, as I had done. Dr. Kidd then 
suggested that the bowel should be explored from below by hand. I 
placed the woman under chloroform, and turned her over on her 
left side. Dr. Kidd then passed his left hand into the rectum, and 
upwards, as he believed, through the sigmoid flexure, into the 
descending colon ; and, with his hand in that position, he grasped 
the muzzle of the long tube, whilst a stream of water was forcibly 
injected towards the transverse colon. The water did not seem to 
go much beyond his hand, and it soon returned as rapidly as it was 
thrown up. No feces came away. I need hardly say that the 
sphincter ani was much lacerated by this proceeding, but it healed 
very rapidly, and now performs its natural function satisfactorily. 

On the 14th, 15th, and 16th, Surgeon Colles also saw her, with 
Drs. Banks and Kidd. On the 17th we found her so very much 
worse that we reluctantly decided, in the unavoidable absence of Mr. 
Colles, to make an exploratory incision. | Her pulse was 120; tem- 
perature, 101°2° F, The abdomen was enormously distended, and 
the agonising paroxysms of intestinal contraction and pain were of 
such frequent occurrence that it was quite evident she could not 
endure them much longer. 

At 3 P.M. she was placed upon the operating table in a large airy 
room, the temperature of which was about 64°. Dr. Thomson, of the 
Richmond Hospital, kindly administered chloroform. Having 
emptied the bladder, I opened into the abdominal cavity by an 
incision which extended from the umbilicus to within an inch and a 
half of the pubis, and was probably about six inches in length. 
Several large convolutions of the small intestines, congested and 
tense with gas, immediately ballooned out. ‘These were free from 
obstruction, but, on exploring the abdomen, we found that the ceecum 
and ascending colon were enormously distended with fluid feces ; 
and as the transverse colon, which now appeared more clearly to be 
the site of the obstruction, was beyond our reach, we decided upon 
opening the caecum, which was transfixed by a strong silk thread, and 
held in positicn, whilst the protruded intestines were replaced, and 
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the upper part of the wound brought together. Then it was opened 
in the long axis of the tube by an incision about an inch and a haif 
in length, and its margins were carefully stitched with strong silk 
sutures to the abdominal wall. Whilst doing this great difficulty was 
experienced in preventing the fluid faeces from flowing into the peri- 
toneal cavity, but, after much delay, this was apparently prevented, 
and free exit was then given to the intestinal contents. ‘lhe quantity 
of dark-brown, putrid, semi-fiuid faeces and flatus that now, anu for 
several successive days, escaped from the opening, it would be 
impossible to form any idea of. 

On removal to bed her temperature was 100°, and pulse 120. 
Morphia was administered hypodermically, and iced water was given 
to allay the thirst caused by the chioroform. At 8 p.m. her pulse 
was 130, and temperature 100°. Had occasionally a slight paroxysm 
of pain, which was followed by a profuse discharge from the artificial 
opening; she also retched a few times. One-third of a grain of 
morphia was then injected under the skin. At 11 P.M. she had little 
pain, and the retching had ceased. A cupful of arrowroot and an 
ounce of brandy were now given ; the hypodermic injection of morphia 
was repeated, and iced water continued as a drink. 

18th.—Slept occasionally during the night. Drew off urine at 4 
A.M. Had taken an opium pill every third hour. At 8 a.m. pulse 
124}; temperature 102°; thirst abated. At 11 P.M. pulse 118, tem- 
perature 101°; very free from pain. Continue opium. 

tgth.—At 2 A.M. the pain became more severe; gave her a third 
of a grain “ shot” of morphia, after which she slept till 8, when her 
pulse was 118, and temperature 101°6°. At 10 P.M. pulse 106, and 
temperature 101°2°. ‘The urine, which hitherto had been clear, and 
was drawn off every five or six hours, now became turbid with mucus, 
and required the more frequent use of the catheter. ‘This was the 
beginning of a troublesome cystitis, from which she sutfered occa- 
sional relapses during her convalescence. 

23rd.— Morning temperature 100°2°; pulse 96. During the day 
she had several violent attacks of abdominal pain. Evening tem- 
perature 100°6° ; pulse 104. 

26th.—All the sutures held well till to-day. Some that were loose 
were removed. ‘To-day she passed, for the first time, from the arti- 
ficial opening, healthy well-formed faces. 

28th.—Morning temperature 100°2°; pulse 90. Occasional slight 
pains, followed by the discharge of old feeces. There is very great 
hardness around the artificial opening, and, apparently, complete 
adhesion has taken place. 

29th.—Removed the remainder of the sutures, Pulse 94 ; tempera- 
ture 100°6°.. In the afternoon she shivered, when her pulse rose to 
112, and temperature to 103°2°. These rigors were followed by 
severe abdominal pain. | 

30th.—She shivered again over-night. to a.M.—Pulse 106; tem- 
perature 103°. The leit side of the open cecum had apparently 


QQ 2 


548 Abstracts of Societies’ Proceedings. 


slipped its attachment to the abdominal wall, but above, below, and 
to the right, the adhesion was remarkably good, although there ap- 
peared to be a great strain upon it. The rigors ushered in a’ sharp 
enteritis, which, however, subsided in a few days under the free use 
of opium, 

31st.—During the night she had severe and frequent pains, fol- 
lowed by a copious discharge of bloody mucus, similar to what is seen 
in acute dysentery. This came from the ileum. To-day we observed, 
for the first time, several damson and raisin stones and skins, and 
vegetable marrow seeds mixed with the feeculent discharge from the 
colon. She now told me that she had eaten quantities of damsons 
in August and the beginning of September, and that she always swal- 
lowed the stones. The vegetable marrows and raisins were con- 
sumed about the same time. In the subsequent treatment of this 
case I had to tunnel immense quantities of hardened feces, in which 
numbers of these stones were entangled, out of the transverse 
colon. 

November rst.—Morning temperature 1o1°; pulse 88. From this 
date she was allowed a little solid food, with bitter ale at dinner ; 
and by degrees she was advanced to the ordinary hospital diet. She 
was, however, a constant source of anxiety throughout her convales- 
cence, as she took no trouble to masticate her food ; and pieces of 
meat, tendon, or potato were often expelled from the opening in an 
undigested condition. 

On the 7th (twenty-one days after the operation) she was able to 
sit up for five hours. Every day I threw large quantities of water 
through the artificial opening and anus, in the hope of re-establishing 
the communication with the natural outlet, but without success, nor 
could I pass the long tube more than eleven inches through either 
opening. | | 

On the 26th Drs. Kidd and Banks saw her, when a final, but fruit- 
less, attempt was made to overcome the obstruction by means of 
copious injections. She was subsequently given one-fourth of a grain 
of extract of nux vomica twice a day. 

December 2nd.—Felt a sudden inclination to pass water, which 
she accomplished for the first time since the operation. 

I kept her in hospital till the 2nd of February of this year 
merely to protect her against her indiscriminate appetite. There had 
been no natural stool up to that time, but she was. in robust health, 
and, although liable to slight flatulent pains, said she had not felt so 
strong and well for some years. 

On the 29th of April she passed flatus per anum, and on the st 
of May a very hard stool by the natural channel. Subsequently she 
had slight diarrhoea, but since it subsided her bowels have been moved 
regularly every day, and no feeculent matter now comes through the 
artificial opening, even although it is as large as when she left hos- 
pital. The last free, natural motion she had was at the end of 
August, 1875, and then only after taking a purgative, so that an in- 
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terval of eight months had elapsed before the obstruction was over- 
come and the natural channel restored. 

_ When the patient layin bed, the bowel was slightly everted towards 
its attached edges, and no tendency to prolapsus occurred, unless 
during active peristalsis, or when she sat up. The diameter from 
one edge to the other was about an inch and a half, but the laxity 
of the mucous membrane gave the opening a puckered, closed 
appearance, very like a small sea anemone in repose. 

To obviate the tendency to prolapsus, to prevent the opening from 
contracting too rapidly, and insure personal cleanliness, I devised a 
very simple and inexpensive appliance. It consisted of a plug of 
gutta-percha, about two inches long, attached to the centre of a plate, 
eight inches square, of the same material.. The plug was introduced 
into the opening, and the plate applied to the abdominal wall. A 
small binder kept it firmly in position. At first she required to remove 
it twice, but latterly only once in the twenty-four hours. Since the 
natural channel has been restored, this has been discontinued alto- 
gether, and contraction of the opening is being aided by firm strap 
ping with adhesive plaster. 

The history of this case points, I think, to a neglected constipation, 
during gestation, which ultimately passed into complete obstruction 
from the deposition of damson stones and other unsolved ingesta 
among the clayey feeces which had lain so long in the colon. On 
the 17th October, when we decided upon making an exploratory in- 
cision into the abdomen, we thought it highly probable that the ob- 
struction existed in the transverse colon, but we were in doubt. 
There was so much tympany, and the cecum, as we afterwards found, 
was so paralysed from extreme distension by liquid matters, that it 
did not afford us any positive evidence, by percussion or otherwise, 
of its loaded condition. What chiefly led me to prefer the anterior 
operation to Amussat’s was, that when an examination was made, 
per vaginam, during a paroxysm of pain, a loop of small intestine, 
tense and gorged, was forced down in front of the uterus. This was 
subsequently found to arise from extreme patency of the ileo-cecal 
valve, which permitted a free return of the semi-fluid contents of the 
czecum into the ileum. We regretted that the operation had not been 
performed two days sooner, before the peritoneum became con- 
gested ; but even in this unpromising condition we felt it our duty to 
give her the only chance of life, as we had waited. until all hope of 
a natural evacuation taking place had ceased, and there was now im- 
minent danger from rupture of the intestine and peritonitis. We had, 
moreover, a hardy woman to deal with, whose hope of recovery 
never wavered, and who willingly gave her consent to the operation. 

After the operation she was most tenderly nursed by Miss Williams, 
the Lady Superintendent, for many days and nights ; and to her in- 
defatigable care and watchfulness much of the ultimate success of the 
case is due. Jt was a most loathsome one from beginning to end, 
and by no means free from danger to others. One nurse suifered 
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severely from septic poisoning, which resulted in large abscesses in 
the leg and axilla. I was similarly, although less severely, affected. 

To Drs. Banks, Kidd, Thomson, Thornley Stoker, and several of 
my brother officers, my best thanks are due for much valuable advice 
and assistance, 

The temperature chart was carefully kept until she was thoroughly 
convalescent. At first the observations were taken in the vagina, but 
latterly in the ceecum, through the artificial anus. 

She has not menstruated since the operation, but her general health 
is remarkably good, and her digestion is quite equal to the quality of 
food her humble means afford. 

I may add that the menstrual function became re-established in the 
beginning of June. 

Dr. Kipp.—I saw this case which Dr. Johnston has so graphically 
described, and I felt very much indebted to him for allowing me the 
Opportunity of seeing it. I do not know that I can add anything to 
his paper, except, perhaps, to speak of the great attention and care 
that he bestowed on the patient, to which, I believe, the woman owes 
her life. The case was one full of anxiety and difficulty. There was 
a long-continued obstruction, early vomiting, and, if I remember 
rightly, a scanty secretion of urine, great pain, and not much tym- 
pany in the first instance; and it was impossible to discover the 
exact cause of the obstruction. We made repeated and most careful 
examinations of the abdomen in order to ascertain the cause of the 
obstruction, but nowhere could we find a tumour. After having em- 
ployed every other means we could think of, we tried the method of 
exploring the rectum described by Simon of Heidelberg. Dr. Johnston 
allowed me to pass my hand into the rectum. It was the first time I 
had ever attempted an exploration of the kind, and I was myself 
surprised—and I think those who looked on at the operation were 
surprised also—at the ease with which it was done, and at how easily 
the sphincter yielded to the hand. The woman was very fully uncer 
the influence of chloroform at the time. I carried my hand up as 
carefully as I could through the rectum and sigmoid flexure, and got 
it up, I believe, to the descending colon. It passed so far up that 
Dr. Banks, who had his hand on the outer surface of the abdomen, 
felt my hand in the left hypochondriac region. I passed my arm up 
nearly to the elbow into the intestine. I then passed a long tube up 
along my hand, and I think it must have gone some distance into the 
transverse colon. ‘This method of exploration affords great facilities 
for making out the relations of the several organs of the abdomen, as 
well as the condition of the descending colon and rectum. It cer- 
tainly proved in this case that colotomy, as ordinarily performed in 
the left lumbar region, would have been utterly useless, for it showed 
that the obstruction, wherever it was situated, was higher up than 
that. We arranged to put the woman under chloroform on another 
day, in order to try if we could make out the condition of the as- 
cending colon, but we could not in any way satisfy ourselves as to 
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the condition of that intestine. We could detect no tumour, either 
in the region of the ascending colon, or in that of the transverse 
colon. We did not even succeed in detecting that it was full of 
feeces. The whole abdomen was at this time distended and tym- 
panitic. Under the circumstances Dr. Johnston, Dr. Banks, and 1, 
fully concurred that the only thing that could be done was to open 
the abdomen at the linea alba and seek for the obstruction. When 
the abdomen was opened the whole course of the small intestine was 
carefully traced. I believe the whole of the small intestine was 
passed through the fingers. ‘There were many circumstances in the 
case which made one inclined to fear that the obstruction was in the 
small intestine. The early vomiting, the late period at which tympany 
‘set in, and the rather scanty secretion of urine, all pointed to 
the inference that the obstruction was high up. Dr. Barlow, who 
some years ago investigated this subject very fully, enumerated 
those symptoms as indicating that the obstruction was high up in 
the intestine. We found that we were able to trace the small intes- 
tine as far as the cecum, and it was perfectly clear that the ob- 
struction did not exist in it. The cecum was found full of fluid 
feeces, which also showed that the obstruction did not exist above 
it. Dr. Johnston passed his hand very carefully: into the abdo- 
men and traced as accurately as he possibly could the course of the 
colon, and yet the seat of the obstruction was not discovered. He 
allowed me also to pass my hand into the abdomen, and I also traced 
the colon without finding the seat of the obstruction. We did not 
persevere—and I think Dr. Johnston was perfectly right in not doing 
so—in this protracted examination to ascertain the seat of the obstruc- 
tion. We had quite sufficient facts to prove to us that the intestine 
was open as far as the caecum, and we saw plainly that we could open 
it, and, in that way, at ali events, restore a passage through the most 
important part of the intestinal canal. It required a good deal of 
traction to draw the czecum sufficiently forwards and inwards to attach 
it to the abdominal wall. However, it yielded to the traction, and 
no injurious results ensued from that. ‘The whole history of the case, 
I think, is full of encouragement. I do not think that any man who 
saw that woman could have doubted that she would have died in the 
course of a few hours if this operation had not been performed. I 
believe that if ever surgery saved a life it saved hers, and that we 
must regard it as an important triumph of surgery, and one of which 
Dr. Johnston may very justly be proud. I think the result ought to 
encourage us to operate in such cases, instead of allowing the patients 
to sink. 

Dr. Henry Kennepy having listened most attentively to this very 
interesting case, thought that, taking a hint from one lately published 
by Dr. Foot, aspiration of the intestine might have been of use. ‘The 
tympany had been described as very great, and it must now be 
assumed that no real stricture existed. Under these circumstances, 
the plan he spoke of would have been justified, and the drawing off 
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the air might have enabled the intestine to recover its tone. Hehad 
seen several cases similar to the one so well detailed, and the most 
of them had recovered, after having been, as it were, at death’s door. 
In one such—a boy of fitteen—foreign bodies (the stones of fruit) 
had passed, and from that date the patient began to recover, but the 
recovery was very slow, and during it severe griping pains continued 
to be felt, just as in the case given by Surgeon-Major Johnston. Had 
aspiration been known some years ago, as it was now, he would cer- 
tainly have tried it, for the cases he had alluded to were of a similar 
character to the one detailed this evening. The combination he had 
found most useful was opium joined with belladonna. 

Dr. Banxs.— I watched the case stated by Surgeon-Major Johnston 
with extreme interest, and I believe that if the woman had not been 
operated on her hours would have been numbered. In answer to 
the observations of Dr. Kennedy, I may observe that at no time was 
there very great tympany. The remedy he recommends—belladonna 
—which I know from experience to be of very great value, was fully 
tried in this case. Every possible means that could have been em- 
ployed were used before the Operation was resorted to. I have only 
to say that I never in all my life witnessed a case in which the 
medical attendant threw his whole heart and soul more entirely into 
it than Dr. Johnston did into this ; and I believe that to his untiring 
exertions the woman owed her life. 

Dr. K1pp.—The obstruction had existed for twenty-eight or twenty- 
nine days before tympany occurred to any great extent, and that was 
one of the reasons that made us apprehensive that the obstruc- 
tion was situated high up in the intestinal canal. I brought forward 
a case some years ago, which was seen by Dr. Gordon and the late 
Dr. Beatty with me, in which I tapped the colon, and the effect was 
that the bowels resumed their action, and as long as the patient lived 
she continued to pass feeces. There was nothing in the circumstances 
of the present case to induce us to tap the colon. | 

Surgeon-Major JoHNston.—On opening the abdomen in my case 
we found that the tympany was in the small intestines, which almost 
all protruded. The colon itself was free from gaseous distension. I 
omitted from my diary of the case a great deal of the treatment I 
pursued. Amongst other things, I tried Murchison’s plan of bella- 
donna applied externally. At the suggestion, I think, of Dr. Banks, 
we also tried it internally in combination with opium. From what I 
saw of the case I prefer opium alone. The only similar case I have 
found recorded was under the care of Dr. Clements, of Shrewsbury, 
in which 186 plum stones were passed by a patient, who lived two 
years after having been operated upon, 

The Society then adjourned. 
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HENRY KENNEDY, M.B., President, in the Chair. 


C Troup. 


Dr. Coriey said,—The specimen which I have the honour of 
laying before the Society is important in a surgical’point of view, but 
I shall confine myself to its pathological aspects. The child from 
whom this larynx was taken was admitted into Jervis Street Hospital 
last session suffering from true croup. Its history was the usual 
one in such cases. It had caught cold some days before, and at the 
time of its admission had a cough of the usual “ barking” character. 
On examination there was well-marked stridor from above, with the 
characteristic cough and dyspneea. The child was submitted to one 
of the recognised modes of medical treatment, and the next morning 
was placed in the hands of Dr. Kane, now of San Francisco, then 
Surgeon to the Hospital. He left the specimen with me for exhibi- 
tion. I sawthe child in consultation with him at once. It was then 
suffering from stridor to a remarkable extent with cough. There was 
much dyspnoea, but on percussion of the chest there was good reso- 
nance, and lung symptoms were almost absent. A second consulta- 
tion was called for at four o’clock that day, and as it then appeared 
that the treatment had not effected a mitigation of the symptoms, the 
propriety of an operation was considered. The chest was still 
tolerably clear, but the difficulty of breathing was becoming more 
intense, the lips blue, and the patient was almost insensible. As 
Dr. Kane entertained the more advanced views on the subject now 
held by most English, Scotch, and foreign authorities, he proposed 
to operate. In this his colleagues, who were present, concurred, and 
the matter being submitted to the mother, she asked would the 
operation cure the child. Of course we were obliged to tell her that 
it would not, but that it would prevent its dying of suffocation and 
give ita chance. She refused her consent, and the child died in six 
hours afterwards. On a post-mortem examination we found the 
larynx which you see here. 

There was this small membrane or septum commencing in front at 
the junction of the two vocal cords, spreading backwards along their 
edges, and as far as their termination and cleft at its posterior end 
about half way forward. It does not extend upwards or downwards, 
and is a false membranous septum, on a level with the rma, complete 
in front and cleft behind. The remaining parts of the larynx, trachea, 
and bronchial tubes were healthy ; perhaps a little congested, but 
nothing more. The child died from suffocation, produced by the 
presence of the tough adherent structure. The case affords a strong 
illustration of the value an operation would have possessed as a 
means of preventing suffocation in this case of croup, and it would 
have averted premature death unquestionably, 
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Meeting, Fanuary 29th, 1876. 


Rupture of the Uterus. 


Dr. ATTHILL said,—This is a specimen of rupture of the uterus. 
The patient from whose body it was taken died in the Rotunda 
Hospital a few days ago. Her case was interesting. She was very 
much deformed, having been the subject of Pott’s disease, which had, 
at an early period of her life, affected the lower portion of the lumbar 
vertebrae. The result was that the abdomen was very prominent and 
the uterus tilted very much forward, but there was not, as was proved 
on the post-mortem, any actual narrowing of the brim of the pelvis. 
This woman was admitted some time on the night of the 8th January, 
and on the morning of the 9th labour was just commencing. It 
progressed very slowly, so much so that at two o’clock on the after- 
noon of the gth the os uteri was not much larger than a shilling, and 
was rigid. At that hour the membranes ruptured of their own accord. 
She was treated with warm baths, and small doses of chloral were 
administered with the hope of inducing relaxation of the very rigid os. 
She slept a good deal from the effects of the chloral, thirty or forty 
grains of which were administered in ten grain doses at intervals ; 
her pains were regular, and by no means remarkably strong. She 
complained a good deal of pain, as women usually do, but there was 
nothing remarkable in this symptom. At four o’clock on the morning 
of the roth she was examined, the os being then two-thirds dilated. 
There was nothing remarkable about the case except the extreme 
slowness with which the os dilated; her pulse was quiet, and no 
symptom indicated that anything was wrong. Shortly after the pupil 
on duty remarked that she had become faint and feeble, and 
Dr. Macan on being sent for found her in a state of collapse. The 
forceps was applied, the os being then two-thirds dilated, and she 
was delivered of a dead child ; the woman herself sank and died after 
the lapse of a few hours; there was no hemorrhage. On a post- 
mortem examination a rent was found which involved the posterior 
and lower segments of the uterus, and extended from very near the 
os to the body of the uterus. The remarkable feature of the case is 
that the rupture should have occurred while the os was still but two- 
thirds dilated, and without any extreme action or pain being suffered 
by the patient. That she should have lived for some hours after- 
wards is easily explained by the seat of the rupture. Some of these 
cases of rupture, in which the cervix alone is involved. recover. In 
this case there was no hemorrhage into the pelvis, or externally 
per vaginam. My impression of the case is that it was very 
much due to friction against the projecting angle of the vertebrze 
caused by the pressure of the child’s head upon the cervix, there 
being no waters to intervene and save the cervix ; and that this 
pressure produced a thinning of the cervix, which gave way under 
some perhaps rather stronger uterine action than had previously 
taken place. It was her first child. 
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Meeting, February 19th, 1876. 
Uterine Mole. 


Dr. ATTHILL said,—This is a specimen of the form of abnormal 
development of the ovum known as a “true mole.” The Society 
are aware that two varieties of uterine moles are described by writers 
—one the product of conception, which is the true mole, and the 
other a substance produced by some cause other than conception, 
It is of great importance to be able to distinguish these, because if a 
false mole were pronounced to be the product of conception, very 
unjust suspicions might be entertained, or accusations possibly be 
brought against females. The present case is remarkable on account 
of the great length of time during which this body was retained in 
the uterus. At least nine months must have elapsed between the 
death of the embryo and the expulsion of the ovum. The patient 
was a young woman, aged about twenty-six. She had given birth to 
two children, the last of whom was born nearly two years ago. She 
menstruated normally for the last time on the 27th of March, 1875, 
nearly eleven months ago. After that all the usual symptoms of 
pregnancy were present, including those of the mamma and reflex 
irritation of the stomach. In the third month of her pregnancy she 
was kicked accidentally in the abdomen by one of her little children. 
Immediately after this there was a discharge of blood, per vaginam, 
which continued, without any cessation, for three weeks, and then 
entirely ceased. From that time up to the present no discharge of 
any kind took place per vaginam, her general health continuing to 
be, on the whole, good. The total cessation of menstruation, how- 
ever, without any of the ordinary symptoms of advancing pregnancy, 
made her anxious about herself, and consequently she came under 
my care. On examination I found the uterus to be considerably 
enlarged, and very much retroflexed ; and we came to the conclu- 
sion that there was something in the uterus, and that this probably 
was ‘a mole.” The examination to which she was subjected had 
the effect of inducing uterine action; and in the course of twelve 
hours she expelled this substance which I hold in my hand. You 
see it is a firm fleshy mass, with central cavity plainly distinguishable. 
But there is nothing in the cavity. The Society are aware that if an 
embryo ceases to exist it may be absorbed in the course of a com- 
paratively short space of time—sometimes within three days. But 
the ovum, nevertheless, may continue to live. Scanzoni is of opinion 
that masses like these are mainly composed of coagulated blood. 
Probably this dark portion may have been the original site of the 
rudimentary placenta. But the greater part of this mass is composed 
of blood deprived of its colouring matter. The true mole, of which 
this is a specimen, grows sometimes to a very large size, the nutrition 
of the ovum proceeding after the expulsion of the embryo. 
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Meeting, February 26th, 1876. 


Librinous Uterine Polypus. 


Dr. M‘CuinTock exhibited a specimen of fibrinous polypus of the 
uterus. He said,—There is a form of tumour found in connexion 
with the uterus which, from its internal structure, partly consisting of 
hard condensed laminz and blood fibrine, and from its pediculated 
shape, has received the name of fibrinous polypus. Examples of this 
kind of tumour have been described by Scanzoni, Ogle of London, 
myself, and several others. With respect to the nature of these 
polypi there has prevailed, and still prevails, a good deal of difference 
of opinion. Kiwisch, who is justly regarded as a high authority on 
uterine pathology, thinks that a growth having this structure may 
primarily originate and grow from the uterus. Scanzoni, on the 
contrary, an equally eminent authority, has strongly expressed the 
opinion—in which I myself entirely concur—that polypi having this 
structure always originate in connexion with pregnancy, and are in 
reality some form of degenerated ovum, and are therefore very 
nearly akin in structure and nature to what have got the name among 
the older writers of modes. 

This preparation, which I now submit to the Society, only came 
into my possession about an hour ago, through the kindness of Dr. 
_ Wyse, of Cavendish Row, under whose care the patient was, and who 
gave me the following history of the case :—The lady has had six 
children, and conceived last summer ; but from the outset her preg- 
nancy was attended with unusually severe symptoms. She suffered 
from excessive sickness of the stomach, which nothing almost could 
restrain, She had a great deal of pelvic uneasiness; frequent 
irregular bloody discharges from vagina, and was in constant danger 
of miscarriage. About the middle of the fourth month pains came 
on, and extreme loss of blood, for which Dr. Wyse was called in. On 
examination, Dr. Wyse found in ‘the vagina a large globular tumour, 
which he at once supposed to be a polypus or fibrous tumour, with a 
well-marked pedicle or neck, which ran within the neck of the uterus, 
where it was lost. He thought it appeared to have an attachment to 
the interior of the cervix. After some time, the pains continuing, 
there was expelled from the uterus what I think all will admit to be 
incontestable proof of. pregnancy—viz., a very well-developed foetus 
of three and a half months’ development, and, I have no doubt, it 
was living up to the time of its birth. Shortly afterwards, by spon- 
taneous effort of the uterus, and without any assistance on the part 
of the accoucheur, this large mass which I now exhibit, and which he 
had felt in the vagina, was spontaneously expelled. At the time of 
its expulsion, now six months ago, it weighed seven ounces, but its 
immersion in strong spirits of wine, since then, has greatly contracted 
it. The lady made a tolerably good recovery, so much so that in 
three or four months afterwards she was pregnant again. We can 
now examine this tumour. I think we must admit that it has all the 
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characters of a fibrinous polypus. It seems composed of condensed 
coagula, deeper in colour at the centre, and getting paler as we 
approach the surface. It is solid, and its cut surface has no resem- 
blance to a fibroid tumour ; and notwithstanding that so much time 
has elapsed since its extrusion, I have no hesitation in coming to the 
conclusion that it is nothing more nor less than condensed blood 
coagulum, with membrane and fibrine interspersed. But then came 
the difficulty—how did it get into the vagina? If it was merely some 
of the placenta or involucra of the foetus, the vitality of the latter 
would necessarily have been destroyed, its growth could not have 
gone on, and we would then have had little or no vestige of it 
remaining. ‘That it was connected with the contents of the gravid 
uterus there can be no doubt, from the structure of the tumour, from 
its character and appearance, from its being associated with preg- 
nancy, and from its having been discharged along with the products 
of conception. We can now only form a conjecture on that point, 
and my own idea is that the patient conceived twins, one of which 
was blighted at an early period, and partially extruded through the 
os uteri, and that blood was extravasated into its structure ; and by 
continual accretions from the hemorrhage, it eventually acquired this 
large size and bulk, and remained there until the contents of the 
uterus—that is, the other ovum —came to be expelled, when, of 
course, it was discharged also. Still the case, even with this doubt 
as to its real and essential nature, is a very interesting and important 
one. ‘The external surface, which was in contact with the vagina and 
mucous membrane, has the appearance of fibrine, owing to the red 
particles having been absorbed. Curious to say, this lady, after two 
or three months, again became pregnant, and went on for three 
months with the same symptoms and discharges as before. Then 
she miscarried, and on that occasion all that came away was this 
mass, which is greatly reduced in size, but presents the appearance 
of a cast of the cavity of the uterus, but on an examination 
it contains a central cavity and membranes, but no trace what- 
ever of a foetus. ‘The embryo had evidently been blighted at a very 
early period, and blood extravasated into the decidua, and the tumour 
so formed constitutes what commonly receives the name of a mole 
pregnancy. 


Obstetric Summarn. 


Dr. Gervis on Puerperal Fever. 


In the ‘St. Thomas’s Hospital Reports,” vol. vi. 1876, Dr. 
Gervis reviews the cases of puerperal fever, twenty-one in number, 
which have been published in the five annual volumes of the 
new series of the Reports. Of the sixteen fatal cases, in ten the 
labours were natural; in four, lingering, one being a breech case; 
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and in two instrumental. Of the five cases which recovered, two 
were natural ; one lingering ; in one the hydrostatic dilators were used 
for rigidity of the os uteri; and in one the placenta was preevia. 
For the most part, but not always, the cases occurred in groups of 
two, three, or four; often in connexion with the practice of the same 
attendant ; and the spread of the malady was apparently only checked 
by rigid care in preventing any further attendance on other patients 
by any one who had been associated with an infective case. ‘The 
date of attack was generally the third, more rarely the second day 
from the delivery. In no single case was tenderness on pressure of 
the abdomen absent, and in most abdominal pain was the prominent 
symptom from beginning to end, _Pelvi-peritonitis was thus invariably 
present, but its extent varied greatly. More or less parametric in- 
fiammation was also generally present, and in some instances gave 
rise to very manifest swellings, extending above Poupart’s ligament. 
The so-called ‘‘ puerperal ulcers ” were observed in several cases, and 
the author believes that they were oftener present than observed— 
when, for instance, they were situated in the upper part of the vagina 
or on the cervix. Those noticed were usually low down on the 
posterior vaginal wall. As a rule, they were superficial, with red 
ecges, and covered by a thin layer of pale yellowish colour, generally 
pretty closely adherent; sometimes they were sloughy, or covered 
with a more or less thick exudation of quasi-diphtheritic appearance. 
In three cases distant abscesses formed ; in several, patches of 
erythema occurred in the neighbourhood of some joint. In a few 
cases erysipelatous swellings were noticed. Tympanitic distension 
of the abdomen, occurring early, appeared to have a close relation to 
the extent of the peritonitis; when, on the other hand, it occurred 
late, it seemed to depend rather upon the amount of general adynamia, 
but whether early or late, was a symptom of serious import. Diarrhcea 
was frequent, but recovery, even after very offensive diarrhoea lasting 
some days, was not uncommon. ‘The temperature recorded varied 
from 100°—103° in the less serious cases ; to 104°—108° in the worst. 

Dr. Gervis believes that, from a review of the symptoms of 
these twenty-one cases, we can draw a picture of a typical case of 
puerperal fever by which to test cases presented to us, - alliance 
with which would justify us in speaking of the case so allied 
“as puerperal fever, and non-alliance with which justify us in 
regarding it as some other disease. He holds that puerperal 
fever is puerperal septicaemia, and strongly contends against the 
view that the poison of scarlatina or other zymotic diseases can 
produce it, although he admits that puerperal scarlatina may be com- 
plicated by septiceemia, and also that septic matter from the throat 
or nasal mucous membrane of a scarlatina patient may originate a 
true septicemia. Were not the power of scarlatina to produce 
puerperal fever thus limited, he considers that attendance on midwifery 
cases by medical men in ordinary practice would be, from its danger, 
an impossibility. Among all the cases reviewed there was not one in 
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which any question arose whether it could be typhoid, scarlatina, or 
other such disease ; but in all it could be said at once without hesita- 
tion that it was a case of that toxzemia called puerpetal fever. The 
author believes that the disease differs from ordinary surgical septi- 
caemia only from the fact that a woman after delivery is ‘physiologi- 
cally in a peculiar position, owing to which her liability to the malady 
is rendered greater, and its fatality more considerable. 





The Performance of Operations during Pregnancy. 


A protracted discussion took place at the Société de Chirurgie 
during several meetings in May and June, 1876, on the reciprocal 
influence of pregnancy on surgical maladies and of traumatism on the 
course of pregnancy. It was ‘commenced by a paper by M. Verneuil, 
in which he brought forward facts arranged under three categories :-— 

Cases in which pregnancy appeared to exercise no influence on » 
ff course of operations or of surgical maladies, and reciprocally. 
2. Cases in which pregnancy has appeared to exercise, or to be the 
subject of, an influence more or less favourable. 3. Cases i in which 
the reciprocal influence of pregnancy and of operations or surgical 
maladies has been more or less injurious. 

At a later stage of the discussion a paper was read by M. Guéniot, 
maintaining the following conclusions: 1. Facts hitherto published 
lead to the conclusion that, as a general rule, pregnancy exercises no 

adverse influence over traumatism, but fractures and other injuries 
are repaired as well as in non-pregnant persons. 2. To this rule 
there are the following exceptions : a. When the traumatism affects 
the genital regions, pregnancy may lead to delay in healing, compli- 
cations, or an unfavourable termination ; 8. The case is the same if 
the pregnancy has passed the third month, and traumatism affects 
the lower extremities, or a region which is the seat of vascular alte- 
ration ; ¢ ‘The consolidation of fractuers may be somewhat impeded 
by pregnancy ; @ In cases of pregnancy complicated by conditions 
which have a tendency to produce abortion, traumatism is likely to 
precipitate the abortion, and lead to grave accidents in the sequel. 
3. The puerperal state has generally no unfavourable influence upon 
injuries received before, or at the time of delivery, unless these affect 
the genital regions. ‘Traumatism which originates after parturition, 
on the contrary, is very unfavourably affected, and hence no opera- 
tion, unless of a very urgent kind, should be performed within three 
or four months after delivery. 

M. Verneuil, replying to M. Guéniot’s paper, considered that our 
knowledge was not yet ripe enough for such generalizations. He 
believed that an undue proportion of cases had been published in 
which operations or severe accidents during pregnancy had not been 
followed by abortion, because these cases were apt to excite surprise, 
and that thus the statistics were unfair. 

A considerable number of cases were quoted by M. Verneuil and 
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other speakers. In many of these an operation or accident during 
pregnancy was followed by no ill result, but there was also a consi- 
derable numbér which appeared to show an adverse influence exer- 
cised by pregnancy upon traumatism or conversely. Among the 
cases in question were the following :— 

1. Tracheotomy was performed for cedema of the glottis on a 
woman pregnant 8} months. A dead child was delivered twenty- 
four hours after. The mother died at the end of forty-eight hours. 
(M. Verneuil.) 

2. Tracheotomy was performed for croup on a woman thirty-three 
years old, pregnant 64 months. The patient died from hzemorrhage 
into the bronchial tubes on the following day. Death was attributed 
to the hypertrophy of the veins and venous congestion, consequent 
upon pregnancy. (M. Marc Lée.) — 

3. A pregnant woman, free from syphilitic taint, suffered from 
ulceration of the great toe, set up by a contusion. No treatment was 
of any avail until she was delivered at full term. The toe then healed 
in ten or twelve days. ‘This result was ascribed to disturbed circula- 
tion. (M. Verneuil.) } 

4. Awoman, twenty-five years old, had had a vesico-vaginal fistula 
for fourteen months, accompanied by contraction of the vagina. An 
attempt to dilate the constriction was followed by inflammatory 
symptoms, with eedema and ulceration of the perineum. Three 
weeks later, when these had subsided, the constriction was again 
divided, and the fistula operated on. Six days after the operation 
abortion took place of an ovum of two months’ development. There 
had been no suspicion of pregnancy. The operation on the fistula 
was followed by success. (M. Verneuil.) | 

5. A pregnant woman had a soft chancre just at the fourchette. It 
spread by phagedeenic ulceration till it had involved the anus and 
the thighs. The patient died of exhaustion towards the sixth month 
of pregnancy, having aborted shortly before her death. (M. Verneuil.) 

6. A woman, aged thirty-three, had her thigh amputated for disease 
of the knee-joint. Menstruation had occurred twenty days previously. 
A month after the operation an abscess formed in the stump, and she 
aborted an ovum of about six weeks’ development. (M. Cazin.) 

7. A girl, aged seventeen, had a fissure of the anus. Forcible 
dilatation was performed under chloroform. A few days after an 
abortion of an early ovum took place. (M. Cazin.) 

8. Awoman who had had five children and no miscarriages, wounded 
her radial artery with a pane of glass. The artery was ligatured. 
Next day lymphatic inflammation came on, and the day after she 
aborted, being pregnant two months. (M. Cazin.) 

g. A woman, pregnant six months, had a cystic tumour of the 
left ovary. The tumour was tapped, and nine litres of brown fluid 
escaped, but the abdomen was but little diminished in size. Forty- 
eight hours after the tapping vomiting came on, and the patient died 
without aborting. At the autopsy no peritonitis was found. 


Obstetric Summary. 561 


Rupture of the Symphysis Pubis during Labour. 


Dr. Adams, of Framingham, U.S., relates a case in which this 
accident took place. ‘The patient was a primipara, aged forty-two. A 
gush of liquor amnii occurred at the full term of pregnancy without 
pain or other warning, and without any dilatation of the os. Twenty- 
four hours after pains began, and an examination showed a rigid os, 
admitting the end of the finger. Twelve hours later the os was di- 
lated to a diameter of two inches, and remained rigid, notwithstand- 
ing the administration of antimony. When dilatation had proceeded 
somewhat further, Simpson’s long forceps were applied, ether having 
’ been administered. During two hours no progress was made. At 
the end of this time traction was being made during a very severe 
expulsive pain, when something gave way with a sharp crack, loud 
enough to be heard by all in the room. No collapse or faintness 
followed. ‘The os then rapidly dilated, and the head advanced. A 
drachm of wine of ergot was given, and a living child was born in 
about twenty minutes, with little help from the forceps. During the 
short time that the head was in the pelvis there was some pain in the 
pubic region. 

Next day she complained of soreness over pubes, but no pain ex- 
cept on motion. She passed water eighteen hours after the accident, 
but incontinence of urine then began. ‘There was thirst and rapid 
pulse, but no symptoms of metritis or peritonitis at any time. Tour 
weeks after the accident an examination was made under ether. 
Complete separation of the symphysis was found ; a space of two 
inches between the ragged edge of the bone upon the right side, and 
the torn ligament and fibro-cartilage of the left, with laceration of the 
anterior wall of the bladder, and rent into the vestibule. The urethra, 
entire, was very large, admitting one finger readily. This and the 
rent in the upper angle of the vestibule made it easy to thoroughly 
examine all parts of the bladder and symphysis. The posterior wall, 
fundus, and base of the bladder were uninjured. The vagina was 
everywhere whole, although its rectal surface showed imitation from 
dribbling urine. The author believes that the laceration of the 
bladder was caused by the ragged edge of the bony symphysis, per- 
haps during the passage of the head.—Boston Medical and Surgical 
Journal, July, 1876. 





Inflammatory Ascites in a Fetus of Seven Months. 


In a paper read before the Société Anatomique on February 6th, 
1876, M. Porak records a case in which delivery was obstructed by this 
cause. ‘The patient was thirty-five years old, and was pregnant for the 
eighth time. Her first delivery, nine years previously, was completed 
by forceps after three days’ labour. The fourth pregnancy terminated 
in a miscarriage at the sixth month, the sixth at the second month. 
The remainder were completed by normal deliveries at full term. No 
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history or sign of syphilis in the patient or her husband could be 
discovered. From the sixth to the seventh month of pregnancy the 
size of the abdomen increased in an unusual and extreme degree, and 
she suffered from abdominal pain, and the legs became cedematous. 
Labour commenced on the evening of December 22nd, with vigorous 
expulsive pains. A midwife, who was summoned, ruptured the mem- 
branes, and the head rapidly descended to the vulva, but there became 
arrested. Not being able to produce any effect by traction on the neck, 
the midwife, at the end of six hours, twisted round the head until she 
was able to separate it from the body. She then brought down the 
arms, one after the other, and pulled them off in succession. A 
doctor was then called in, who performed version without difficulty, 
but could not succeed in extracting the trunk, although he tore off 
both the legs in the attempt. The woman was at length removed to 
the St. Louis Hospital. She was then in a state of extreme prostra- 
tion, the uterus no longer contracting, the tongue and lips covered 
with sordes. The placenta was detached, and hung by the cord out- 
side the vulva. M. Porak, introducing his left hand within the cervix, 
recognised indistinctly a fluctuating swelling in the abdominal region 
of the foetus. He introduced a sharp-pointed crotchet, so as to pierce 
this swelling, and fixed it in the pelvis >f the foetus. The trunk was 
then extracted without difficulty, a large quantity of transparent in- 
odorous fluid escaping at the same time. ‘The mother never reco- 
vered from her prostration, and died at 7 p.m. on December 25th. 

The foetus did not appear to have been long dead, there being no 
maceration of the epidermis. ‘The arms and legs had been separated 
at the elbows and knees, and the skin torn off as far as the shoulders 
and hips. ‘The abdomen was much distended, having a circumference 
of 65 cm. It still contained a little transparent fluid, like that which 
had escaped during the delivery. The peritoneum was thickened, but 
there were no adhesions between the coils of intestine. The liver 
was much enlarged, so as to fill all the upper part of the abdomen, 
the enlargement affecting especially the left lobe. The right lobe 
was firmly adherent to surrounding parts. The left lobe was stained 
a deep olive colour by bile pigment. The right lobe was fissured on 
the surface, and traversed by numerous fibrous bands. Near its sur- 
face was a cyst containing blood-tinged serum, its walls formed by 
dense fibrous tissue. No sign of hydatids could be discovered in the 
cyst. ‘There was no obstruction to the bile ducts, but the gall-bladder 
contained only a clear fluid. 

At the autopsy of the mother a little blood-tinged serum was found 
in the peritoneal cavity, and the peritoneum itself was injected. 
There was a rent through the left side of the cervix and the upper 
part of the vagina, but not extending to the peritoneum. The parts 
around were soft and gangrenous, and the left broad ligament was 
distended by a large effusion of blood, which had detached the peri- 
toneum for a considerable extent towards the lumbar region. 


Gonecie Summary. 
An Alternative Operation for Vesico-Vaginal Fistula. 


In the Lancet for June 17th, 1876, Mr. Maunder discusses the method 
of closing the vagina in cases of vesico-vaginal fistula in which it is 
impossible to close the fistula. He suggests that, in order to avoid 
the accumulation of urine in the vagina, tending either to irritate or 
burst asunder the pared surfaces, a plan should be adopted similar to 
that of puncture of the bladder per rectum in the male. This is to 
pass a trocar obliquely through the recto-vaginal septum, to pass a 
tube through the canula, and leave it in situ projecting at the anus. 

A case is related in which this method was carried out. The 
patient was forty-one years of age, the mother of eleven children. 
The fistula dated from a delivery by forceps, twelve months pre- 
viously. A large opening in the floor of the bladder, the size of a 
five-shilling piece, existed, while the surrounding structures were 
dense and cicatricial. Operative interference with the fistula was 
declined by three surgeons who saw the patient. ‘The operation for 
closing the vaginal outlet was performed on May 4th, 1876. A thin 
layer of mucous membrane, at least an inch and a half in depth, 
was dissected off at the outlet of the vagina, a large catheter 
being retained in the urethra while the under surface of this 
was being pared. Quill sutures were used, as in the operation 
for ruptured perineum. The recto-vaginal septum having been 
perforated obliquely just behind the pared surface by a trocar 
introduced per rectum, a winged catheter was passed through the 
canula, and the end left in the vagina. On the fifth day, the 
catheter having become accidentally plugged, the patient sat on the 
pot de chambre, and strained to make water, with the effect of 
forcing apart the feebly united surfaces. After a few days’ rest 
sutures were reintroduced, with the view of obtaining healing by 
granulation. On this occasion a silver tube was left in the rectum 
(No. 14 catheter size), and this was found to answer better, and 
never to become plugged. On the eleventh day, May 26th, the sutures 
were removed, and on the fifteenth the tube; and the bowels were freely 
relieved by an aperient and enema. ‘The urine was to be drawn off 
periodically per rectum, and the patient taught to use the catheter 
herself, if necessary. On June 3rd, the patient found that her water 
again dripped from her. ‘The nurse had passed the catheter as usual, 
and a small opening into the vagina was found, just below the meatus, 
which appeared to be due to an improper use of the catheter. 





Results of Thirty-four Cases of Gastrotomy, by M. Péan. 


In the Zancet for July 21st, 1876, Mr. W. E. Rowlatt records notes 
of thirty-four cases of gastrotomy performed by M. Péan with the view 
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of extirpating tumours having their seat in the epiploon, mesenteries, 
broad ligaments, peritoneum, spleen, or pelvis. ‘These include all 
gastrotomies performed by him from February 2oth, 1868, to 
December 31st, 1875, except those undertaken to remove tumours 
from the ovaries and the uterus. Case 39 is one of complete extirpa- 
tion of the spleen for a cyst developed upon that organ, and the 
patient is still alive, nine years after the operation. 

Case 1.—February 2oth, 1868. ‘Multilocular cyst of the broad 
ligament of the right side; general vascular adhesions ; short pedicle. 
The surface of section of the pedicle cauterized ; eight ligatures. 
Death from exhaustion. 

CasE 2.—Multilocular cyst of broad ligament, resembling a fibro- 
cystic tumour of the uterus by the breadth of its pedicle; no ad- 
hesions. Removed in pieces, followed by cauterization ; several 
ligatures ; tube left in the pelvis. Weight 18 kilogrammes. Death 
from pelvic peritonitis. 

CasE 3.—November 5th, 1872. Abdominal tumour mistaken for 
an ovarian cyst. Punctured twice ; exploratory incision followed by 
a flow of twenty litres of ascitic fluid. The bowels, with the epiploons 
and the peritoneum, were injected, and were bound together by firm 
adhesions. Recovery. 

CAsE 4.—June 19th, 1873. Areolar cyst of the broad ligament. 
Adhesions formed with mesentery, intestines, uterus and abdominal 
walls ; weight seventeen and a half kilogrammes; contained twenty 
litres of viscous liquid. Three different portions of the tumour, 
which were excessively adherent, were drawn together to form a 
pedicle, and were allowed to suppurate. Recovery. 

CasE 5.—June 24th, 1873. Multiple cysts of the mesentery and 
great epiploon. Largest contained eighteen litres of blood-stained 
liquid ; several were joined to the principal cyst by pedicles ; general 
pelvic adhesions. Anterior surface adherent to great epiploon, which 
was partially separated from the cyst; the remainder was ligatured 
and excised ; while the part which had been separated was replaced 
in abdomen ; several ligatures. Recovery. 

CasE 6.—August 19th, 1873. Unilocular cyst of the left broad» 
ligament ; adhesions with uterus. Contained twenty-seven litres of 
serous liquid. Tube left. Treated by suppuration. Recovery. 

CasE 7.—August 28th, 1873. Multilocular and areolar cyst of left 
broad ligament. Contained five to six litres of sero-purulent liquid. 
The areolar portion of the tumour presented an aspect of encephaloid 
cancer. Adhesions with peritoneum, intestines, epiploon, and above 
by a strip with the inferior surface of the liver. ‘Tumour extirpated 
by segments. Weight of whole mass, 1790 grammes. Death from 
peritonitis on seventh day. 

Case 8.—Sept. 25th, 1873. Multilocular cyst of right broad liga- 
ment ; adhesions with uterus. Patient very weak; suffers from 
asthma. Weight of tumour, 2100 grammes ; contained sixteen litres 
of liquid. Death from asthma on the fourth day. 
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CasE 9.—Oct. 16th, 1873. Multilocular cyst of left broad liga- 
ment; adhesions with epiploon, intestines, and uterus; latter organ 
greatly hypertrophied. No pedicle. Severalligatures. Suppuration. 
Weight, 1275 grammes. Seventeen litres of liquid. Recovery. 

CasE 10.—Dec. 11th, 1873. Areolar cyst of left ovary and broad 
ligament. Punctured once before operation; gave forty-eight litres. 
Uterus, greatly hypertrophied, was propelled through incision by 
tumour which occupied the whole pelvic cavity. The tumour 
was destroyed in two portions. The fundus of the uterus was ampu- 
tated. Tube passed through vagina, passing out through the wound. 
Several hemostatic plugs were left in the wound. Recovery. 

Case 11.—Jan. 6th, 1874. Fibro-cystic tumour occupying the 
pelvic cavity, and adherent to the mesentery. Contained several 
fragments of bone resembling the human skeleton; taken out in 
segments. Pedicle treated by suppuration. Recovery. 

CAsE 12.—Jan. 8th, 1874. Cyst of left broad ligament, adherent 
in front to abdominal wall, and behind to intestines ; nine litres of 
liquid ; pedicle ten centimetres in breadth. Left ovary was included 
in the wall of the tumour. Recovery. 

CASE 13.—Jan. 15th, 1874. Cystic cancer of the pelvis. Twelve 
litres of purulent matter withdrawn. Numerous adhesions with intes- 
tines. ‘Treated by suppuration. Death. | 

CasE 14.—Jan. 28th, 1874. Cancerous tumour of pelvis. Fifteen 
days before operation thirty litres of greenish gelatinous liquid with- 
drawn. Several cancerous tumours were found dispersed in the 
peritoneum. Wound closed. Death. 

Case 15.—Feb. sth, 1874. Maultilocular cyst of right broad liga- 
ment ; areolar in its inferior portion ; situated beneath liver and in 
epigastrium; vascular adhesions with mesentery and _ uterus. 
Eighteen litres of liquid. A portion of the tumour was formed into 
a pedicle, and drawn down to the inferior extremity of incision ; re- 
mainder was tied with a portion of mesentery. Recovery. 

Cask 16.—Feb. 26th, 1874. Cyst having adhesions with ovary and 
broad ligament and pubis. Sixteen litres of blood-stained liquid 
‘withdrawn by puncture. A large areolar portion of the tumour was 
adherent to the broad ligament by a large pedicle. ‘This portion was 
suppurating. Adhesions with intestines; while trying to destroy 
these, a small opening was made into the intestine. Pedicle was 
ligatured. Death from peritonitis. 

Case 17.—March 24th, 1874. Cancer of the iliac fossa; adhesions 
with mesentery and peritoneum. Suppuration. Death. 

Cases 18.—April 12th, 1874. Heematic cyst of the left broad 
ligament; no adhesions; traces of anterior peritonitis. Thirteen 
litres of greenish, serous liquid. A portion of the tumour was 
enucleated ; the remainder was treated by suppuration. Recovery. 

Case 19.—May roth, 1874. Unilocular cyst of left broad liga- 
ment ; general adhesions with epiploon and bladder. After destroy- 
ing the adhesions with the bladder, there was some difficulty met 
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with in replacing this organ in the abdomen. ‘The portion of the 
tumour adhering to the broad ligament was left. Seventeen litres of 
liquid withdrawn, Death from peritonitis. 

CASE 20.—August 11th, 1874. Cyst developed in the right broad 
ligament, pushing a portion of the mesentery in front with the intes- 
tines dependent on it. Bladder pushed downwards by tumour. 
General adhesions. Five ligatures. Seventeen litres of liquid. 
Pedicle treated by suppuration. Recovery. 

Case 21.—August 18th, 1874. Multilocular and areolar cyst of 
left broad ligament ; general adhesions with abdominal wall, epiploon, 
and intestines. One large sac was punctured, and gave twenty litres 
of purulent liquid. Six ligatures made in the peritoneum and mesen- 
tery. Enucleation was very difficult. Pedicle was very large. Treated 
by suppuration. Death from shock. 

Case 22.—Noy. 5th, 1874. Cyst of left broad ligament. No 
adhesions. Peritoneum was separated from the tumour, and the 
whole mass was taken away. A portion of peritoneum was drawn 
towards the wound. Ten litres of liquid. Recovery. 

CASE 23.—Dec. rst, 1874. Multilocular cyst of left broad liga- 
ment. Kecent adhesions formed on its anterior surface ; older ones 
behind with epiploon and intestines. There were also some adhe- 
sions with the uterus. Eighteen litres of liquid. Treated by sup- 
puration. Death from cerebral symptoms on third day. 

Case 24.—Dec. 13th, 1874. Multilocular cyst of left broad liga- 
ment, containing nineteen litres of serous liquid. Treated by sup- 
puration. Death from peritonitis. : 

CASE 25.—Jan. 28th, 1875. Cyst of the left broad ligament, con- 
taining nineteen litres of a purulo-gelatinous liquid. The broad liga- 
ment was incised in order to attain the deep portion of the tumour, 
which was areolar in its structure. Treated by suppuration. Recovery. 

CASE 26.—Feb. 2nd, 1875. Areolar cyst of the left broad _ liga- 
ment; adhesions with mesentery, intestines, and uterus. Incision of 
broad ligament ; enucleation. Treated by suppuration. Death on 
second day from peritonitis. 

Case 27.—April 2oth, 1875. Cancerous tumour of mesentery and 
pelvis, resembling an areolar cyst. Death. 

CasE 28.—May 4th, 1875. Cyst of the right broad ligament ; no 
adhesions ; small pedicle. Treated by suppuration. An abscess 
opened into bladder. Recovery. 

CaSE 29.—Sept. 14th, 1875. Multilocular cyst of right broad 
ligament, containing nineteen litres of serous liquid ; adhesions with 
abdominal wall and epiploon. Treated by suppuration. Recovery. 

CasE 30.—Sept. 28th, 1875. Cyst of left broad ligament, contain- 
ng twelve litres of purulent liquid; adhesions with uterus. Five 
ligatures. Recovery. ‘ 

Case 31.—October 25th, 1875. Areolar cyst of left broad liga- 
ment and mesentery ; intestines were pushed forwards. Enucleation 
was extremely difficult; portion of peritoneum was drawn forward 
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and applied to the wound. No pus. Drainage tube passed through 
vagina. Death from acute peritonitis. 

CasE 32.—November 11th, 1875. Cystic cancer of the pelvis, 
situated behind the uterus. Death. 

CasE 33.—December 14th, 1875. Cystic cancer of left iliac fossa. 
Adhesions with ovary, uterus, and bladder. Death. 

CasE 34 (splenotomy).—September 6th, 1867. Cystic tumour of 
the spleen, which was greatly hypertrophied. Surface of tumour was 
very vascular. Several portions of the spleen were ligatured and 
taken away with portions of the tumour ; remainder taken away with 
pedicle, and surface of section cauterised with hot iron. Peritoneum 
was washed ; weight 1140 grammes. Five litres of liquid charged 
with leucocytes and cholesterin. Recovery. 


The Surgical Treatment of Primary Retroflexion of the Uterus. 


In a paper in the “ American Journal of Obstetrics” for June, 1876, 
Dr. W. Lennecker, of Chicago, explains his mode of treating primary 
retroflexion of the uterus. He points out that this condition often 
exists in the virgin, but gives rise to no subjective symptoms until 
the uterus becomes subject to the periodical hypereemia of menstrua- 
tion. Moreover, when women, having a retroflected uterus, marry, 
their suffering becomes aggravated ; and increased dysmenorrhea, 
with menorrhagia, dyspareunia, sterility, and general ill-heath are the 
result. Under these circumstances the author considers that no 
palliative treatment will be of any avail, and that the indications are 
to straighten the axis of the uterus, and to restore the fundus to its 
normal condition. 

In order to carry out this object he adopts the following operative 
treatment. He uses three knives of special form, having narrow 
blades, about half an inch long, and one-eighth of an inch wide, at 
the end of long curved and somewhat flexible stems, so that they 
may be bent in any curve to suit the flexure of the uterus. The 
patient is placed on a table in the position employed by Professor 
‘Simon, while operating for vesico-vaginal fistula, a supine position 
with the buttocks much raised. Simon’s speculum is also used, and 
the vaginal portion drawn well down by a double tenaculum. The 
exact curve of the uterus is first ascertained by a lead or rubber 
sound. ‘The blade of the scissors is then passed into the cervix 
until the outside blade reaches the angle of reflection of the vagina, 
and the part intervening between the blades divided by a single 
stroke ; the opposite side of the cervix is similarly treated. The 
three knives are then bent to the exact curve of the uterus, and by 
their means, first the anterior wall of the uterus, and then both lateral 
walls successively are slit open up to the fundus. The parts are now 
swabbed with a sponge and ice water, until the bleeding is fairly 
stopped, which is generally the case in a short time, a sound wrapped 
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in cotton soaked in carbolic acid is then carried up to the fundus, so 
as to cauterise the wound thoroughly. After forty-eight hours a two- 
bladed dilator is introduced up to the fundus, and the cauterisation 
with carbolic acid repeated. ‘This treatment is repeated every third 
day until the twelfth day, and then once a week for six weeks. ‘Ten 
days after the operation one of Noeggerath’s pessaries (a modified 
form of Hodge’s lever pessary) is introduced. ‘This has the effect of 
elevating the uterus, and keeping it in an erect position while the 
Cicatrix is forming, which generally takes from eight to ten weeks. 
If the cicatrix is not strong enough at the end of this time, the pessary 
is to remain longer. 

The author has now adopted this apparently heroic treatment in 
thirteen cases, in all of which a complete and permanent relief from 
the symptoms occasioned by the displacement was obtained. In 
three cases pregnancy speedily followed the operation. Several of 
the patients had previously been treated by different physicians with 
pessaries of various shapes and kinds, but had found it impossible to 
wear them, or had failed to obtain any relief from their use. 
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SPBorETRICs AND. GYNACOLOGY ONE 
HUNDRED YEARS AGO: 
AN INTRODUCTORY LECTURE TO THE CLASS OF MID- 
WIFERY AND DISEASES OF WOMEN AND CHILDREN 
IN THE UNIVERSITY OF EDINBURGH. 


By Professor ALEXANDER RuSSELL Simpson, M.D. 
President of the Edinburgh Obstetrical Society. 


GENTLEMEN,—In the first week of September there was 
held within the buildings of the University of Pennsylvania 

a large and interesting meeting of medical men. Along 
- with my friend Dr. Finlay I had the pleasure of attending 
as delegate from the Edinburgh Obstetrical Society, and 
bearing also, along with my distinguished colleague, Professor 
Lister, a commission to represent this University in the 
International Medical Congress at Philadelphia. This 
gathering, presided over by the venerable Professor Gross, 
was composed of representative men from the various 
medical societies, schools, and colleges of all the diffe- 
rent States of America, many being present from Canada, 
some from Europe, some even from Australia and far Japan. 
It was a week of great activity. The forenoons were 
occupied with the delivery of addresses on various depart- 
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ments of the profession, largely commemorative of the 
progress made in each during the past hundred years, 
especially in America. For, as you know, the occasion of 
such a Convocation at this particular time is that our 
Transatlantic cousins have been celebrating the hundredth 
anniversary of the Declaration of Independence ; and let me 
say, perhaps because I am a Scotchman and have the blood 
of one of the followers of Wallace in my veins, I sympathise 
with all who struggle for independence, whether in the West 
or East, to-day or a hundred years ago, and I was glad of 
the opportunity of seeing in the Quaker City the old bell 
which in 1776 tolled out the determination of the hardy 
settlers in the States to fight for their autonomy. 

In the afternoons the Congress broke up into the nine 
different sections of Medicine, Biology, Surgery, Dermatology 
and Syphilology, Obstetrics, Ophthalmology, Otology, Sanitary 
Science, and Mental Diseases. In each of these important 
subjects were brought up for discussion, introduced in each 
department by some of its leading representatives in America. 
Thus in the Section of Obstetrics, to which I naturally con- 
fined my attention, and which was presided over by Dr. 
Barnes, of London, on the first day the subject of “The 
Causes and Treatment of Non-puerperal Hemorrhages of 
the Womb” was reported on by Professor Byford, of Chicago, 
well-known among us from his Treatises on Diseases of 
Women and on Obstetrics, Another day, Dr. Goodell, 
Clinical Professor of Diseases of Women and of Children in 
the University of Pennsylvania, the author of various papers 
full of research, and of rich practical suggestions, opened the 
discussion with an Essay on “The Mechanism of Natural 
and of Artificial Labour in Narrow Pelves.” Next day the 
main topic of debate was “The Treatment of Fibroid 
Tumours of the Uterus,” which drew out the opinions and 
experiences of a number of the leading American ovari- 
otomists. The subject was appropriately confided to the 
hands of the greatest of them—the veteran Dr. Washington 
L. Atlee; and his brother John—jar nobile fratrum—as 
appropriately took the first word in the debate that fol- 
lowed. On the fourth day Dr. Lusk, Professor of Obstetrics 
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and Diseases of Women and Children in Bellevue Hospital 
Medical College, New York, treated the very important 
subject of “ The Nature, Causes, and Prevention of Puerperal 
Fever,” in an erudite essay, full of careful observation and 
happy induction. These papers were all presented by their 
authors on questions assigned them for discussion by the 
committee. But there were other spontaneous papers of 
high interest read on other subjects, such as those on “The 
Enucleation of Ovarian Tumours,” by Dr. Minor, who first 
proposed this method of dealing with the pedicle; on 
Paracentesis, Aspiration, and Transfusion,” by Dr. Fitch, of 
New York, the inventor of the dome-trocar ; on “ Uterine 
Hemorrhage,’ by Professor Trenholme, of Montreal; and on 
“Chronic Inversion of the Uterus,” by Dr. White, of Buffalo, 
who was the first to restore to its proper position a uterus 
that had been long inverted. A corresponding activity pre- 
vailed in the other sections, where, as we have seen to be 
the case among the obstetricians, some of the foremost 
men from their various schools and hospitals presented papers 
on the most important subjects in the several departments. 
As one passed through the various sections, or sought an 
insight into the appointments of the medical department of 
the University of Pennsylvania, which it was my privilege to 
do under the kind guidance of Dr. Lenox Hodge, son of the 
great Obstetrical Professor, or visited the hospitals, which I also 
did in the no less kind companionship of Dr. Cheston 
Morris, it was difficult to realise that a century ago all these 
arts and sciences were waiting for development, and all these 
institutions were as yet unfounded. Amazing has been the 
rapidity with which the nation that then came into being 
has developed, and in the general growth all that concerns 
our profession has had its proper share, so that now there 
are many well-equipped schools of medicine yearly sending 
out supplies of well-trained graduates ; and, as several of the 
orators had occasion to remind their audiences, some of the 
most important advances in our theory and practice, which 
are now the common property of the world-wide profession, 
have emanated from America. 

A hundred years ago, however, the settlers in these infant 
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States were mainly doctored by physicians and surgeons 
who themselves had emigrated from some of the European 
nations. Carrying with them the “ Elementi Artis Obstetrica” 
of Roederer; or their copy of Mauriceau or Lamotte in the 
original French, or in their English translation ; or the works 
of Dr. Burton or Dr. Johnson ; or, best of all, of Dr. Smellie, 
according as it had been impressed upon them by their Pro- 
fessor, they braved the dangers of the Atlantic—which, by 
the bye, to the voyagers in a comfortable Cunard steamer make 
no great demands on modern bravery—to preside over the 
replenishment of that New World with the Anglo-Saxon 
race. Nota few of these practitioners, and we may well 
believe not the least esteemed among them, hailed from our 
own land and from this University; and from carefully 
written notes of the Lectures of the then Incumbent of this 
Chair ‘I think I can give you ina brief space some impression 
of the information which they carried with them. 

You know—or if not, you will pleasé take note—that the 
course of instruction in this class-room comprises— ! 

I. The Anatomy and Physiology of the Female Organs 
of Reproduction. 
II. The Physiology and Pathology of Pregnancy. 
III. Parturition—natural (Eutocia) and morbid (Dystocia). 
IV. The Hygiene and Pathology of the Puerperal State. 
V. The Hygiene and Pathology of Infancy and Child- 
hood. 
VI. The Special Pathology and Therapeutics of the Female 
Organs of Reproduction. 

I will not weary you with lengthy extracts—certainly not 
by citing the entire passages in any of these divisions, 
although all that Professor Young had to say, ¢g., con- 
cerning all the parts of generation, occupies but three pages 
of the manuscript. A specimen or two from each of the 
sections will suffice to make you comprehend the stand- 
point of our predecessors of a century ago. Hear what one 
sitting 100 years ago where you now sit had to note as the 
anatomy and physiology of the ovaries :— 

“The ovaria are situated about three or four finger 
breadths from the sides of the uterus. They contain small 


One Hnndred Years Ago. 573 


pellucid eggs, from which they take their name. We don’t 
understand the real use of the ovaria; but as far as can be 
learned, they are of important use in the production of the 
human species, as may be easily known by taking them 
away from any animal, which from that time forth is evi- 
dently deprived of the means of generation.” 

In treating the subject of generation, after citing the 
opinions of Hippocrates, Aristotle, Harvey, De Graaf, &c., 
he concludes :— 

“We believe that both male and female contribute, and in 
general are absolutely necessary to the generation of the 
human species ; and I imagine, that the finest part of the 
male sperm is conveyed to the ovaria and there mixed with 
its liquor, and at a proper time conveyed to the uterus, by 
the Fallopian tubes, where conception is first made, and con- 
tinues to go on.” 

As the anatomy of the unimpregnated organs was but 
imperfectly known, and the minuter structure altogether 
unknown, we are prepared to find a very imperfect apprecia- 
tion of the changes, that occur in them subsequently to im- 
pregnation. The changes in the uterus itself, as I shall 
have occasion to demonstrate to you, are the most striking ; 
and to these alone attention then was given. The increase 
of size and the changes in position, in form, and in consistency, 
were noted, but even in regard to the most striking of these— 
the change in size—the rate of increase is very vaguely 
stated. The symptoms from which a conclusion is to be 
drawn as to the presence of pregnancy were fairly considered, 
almost as fully as they could be stated now; and the value 
of the diagnosis founded on such data would depend then, » 
as now, on the capacity for induction of the investigator. 
But when they came to deal more closely with the case, and 
search for signs of certainty, they must in many and many a 
case have been in great perplexity, where nowadays a 
positive diagnosis can be arrived at; for the all-important 
information to be gained by auscultation lay beyond their 
reach. True, they knew how to exercise the sense of touch ex- 
ternally and internally, and could give good advice as to the 
practice of it, as thus :— 
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“We should make it a rule never to use any force in 
touching, but always take time and do it as easily as possible; 
for if we are very rough in touching a woman, she will be 
apt to think very ill of our skill, more especially if she hath 
been easier touched by other persons. But if you take care 
only to do it gently you need never give the woman pain,” 

But they did not know how to educate that sense to its. 
fullest power of apprehension, and it is little wonder that the 
supreme word in reference to the recognition of pregnancy 
runs :— 

“You can seldom distinguish by the touch till the fourth 
month or so. By the touch, if you feel the neck of the 
womb pretty smooth and hard, and its neck pretty long, and 
when you push it up with your finger it will seem pretty 
light, there is no pregnancy. But if the woman be with 
child, and advanced to the fourth month, the neck of the 
womb is shorter, the orifice is softer, and besides it is much 
heavier, when you press it upwards ; and though sometimes 
you wont be able to reach the neck or orifice of the uterus, 
you will always be able to reach some part of its body 
through which you will be able to feel the head of the child, 
or some other part of it, and without some such examination 
as this, you will often be much at a loss.” 

Amid much that is vague and erroneous in connexion 
with the intra-uterine conditions and connexions of the 
foetus, it is interesting to note that though the structure of 
the placenta was not clearly understood, yet a true con- 
ception was already formed of its most important function. 

“The vessels of the womb are, as I observed before, 
_ greatly enlarged in time of pregnancy, and open very large 
into the cavity of the womb, where the placenta is attached, 
so that the placenta serves as so many corks as it were to 
stop up the vessels. And we know that during the time of 
pregnancy, if any part of the placenta is detached from the 
uterus, a great flooding will ensue, and in this case a woman 
may lose a great quantity of blood before the child is killed. 
Where, however, there is a great quantity of blood lost, the 
child suffers greatly. I therefore think that without any 
doubt we may conclude that the placenta thus fixed prepares 
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that nourishment which it receives from the uterus for 
nourishing the child ; and from all the experiments for and 
against the placenta’s being attached by bloodvessels to the 
uterus, I think there must be a circulation betwixt the uterus 
and placenta, as we find that no two parts of our body are 
so firmly connected without the intervention of blood- 
vessels.” 

There you will perceive that Dr. Young attributes to the 
placenta a function of preparing nutritive material, which it 
receives from the uterus, for the nourishment of the child ; 
and though this be not the only function which that organ 
serves in the economy of the intra-uterine being, it is, as I 
have said, unquestionably the chief one, to which its respira- 
tory and depurative functions must be regarded as_ subor- 
dinate; and although modern physiology can point with more 
precision to the seat of the elaboration of this nutrient 
material, it has not yet been able more closely to define it. 

If we turn to the disorders of pregnancy, we are led to 
think that all the morbid phenomena that may arise are 
dependent on a plethora with which all pregnant females 
were supposed to be afflicted, or are produced in some 
mechanical way from pressure by the growing gravid uterus. 
Hence the sentence, ¢.¢., regarding the cure for obstinate vomit- 
ing, reads :—“ There is nothing will relieve the symptom better 
than bleeding, for women are generally plethoric at this 
time from the obstruction of the menses, so that in this case 
if you remove the plethora you remove the disease.” So for 
the relief of heartburn the patient was to be instructed to use 
some carminatives, or to get “small doses of tartar emetic to 
cleanse the primz vie and prevent the plethora.” Not 
only hemorrhoids and suppressions of urine, and cedematous 
swellings of the legs were regarded as results of mechanical 
pressure: even of convulsions, it was said (p. 164) :— 

“These are more frequent at this time than any other, 
and may be owing to a great many different causes. The 
most common is from the uterus pressing upon the iliac 
arteries so as to hinder the blood from passing into the 
lower extremities, and hence more blood is sent to the head, 
and the vessels there are distended. Another reason is the 
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vessels being more full of blood -and less circulation, and 
also the irritation produced by the foetus in utero.” 

But we pass on, and, noting that the duration of pregnancy 
is very correctly given at from 270 to 275 days, and most 
frequently about 273 days, we come to the subject of partu- 
rition, which divides itself into the three groups of natural, 
laborious, and preternatural. The phenomena of natural - 
labour are sketched distinctly enough, but the mechanism 
of the process is barely hinted at, notwithstanding the com- 
mendation of the works of Smellie and of Roederer in 
which, to say the least of it, a good foundation for the deve- 
lopment of this great subject is laid. As regards the 
management of the lying-in woman the rules are all simple and 
sensible. Only when he comes to treat of the third stage of 
labour—the expulsion of the placenta—he becomes more 
than usually diffuse, and gives one the impression that the 
delivery of the placenta had sometimes cost him a good deal of 
trouble and anxiety which he transfers to the patient, saying : 
“Women are generally anxious till the placenta is extracted.” 
Whereupon he proceeds to give the very bad advice to wrap 
the cord round one hand and: pass the other along it to the 
vaginal orifice, and then to pull at the cord, dragging it some- 
times from side to side. No wonder that he needs to go on 
to give instructions how to pass the hand into the uterus and 
separate and extract the placenta in cases where the cord 
has been torn off; and no wonder that he has to add :— 

“ Some women, and indeed most of them, do examine the 
placenta after extraction, to see if it be torn and pieces 
pulled off it, which may happen from taking too slight a hold 
of it. Therefore you are cautioned always to take a very 
great hold ; for if the woman has any complaints afterwards, 
it will be attributed to your mismanagement in extracting 
the placenta. At our first beginning in practice it will be as 
well if we can make so free with the woman as to introduce 
the hand into the uterus to extract the placenta, and doing 
this a few times, we will be better able afterwards to judge 
how to craw it away by the umbilical cord as formerly men- 
tioned without introducing the hand, for this practice must 
always give the woman a considerable degree of pain.” 
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I only note here furthér as illustrative of the diagnostic 
straits in which practitioners of those days must have often 
felt themselves, that your predecessors were taught that in 
cases of retained placenta. and of miscarriage, when a sub- 
stance was expelled from the womb, regarding which they 
were in doubt whether it were blood-clot or placenta, the 
only means of making the distinction was to soak the 
corpus delicti in water. If it dissolved, it was a coagulum : 
if it retained its fleshy consistence, it was placental tissue. 

Laborious births occurred when the head was detained in 
the passage longer than usual—beyond twenty-four hours. 
They might be due to narrowness of the canals, or large size 
or bad position of the child’s head, obliquity of the uterus, 
stone in the bladder, &c., and were to be finished where 
simple adjuvants failed by the use of the forceps. It is in 
connexion with the application of the forceps that there is 
any reference to the mechanism of labour. The practitioner 
was to feel for the ear of the child in order to ascertain its 
position ; the blades of the forceps were to be applied over 
the ears towards the angle of the jaw, and worked during a 
pain by pulling from blade to blade till the head appeared 
at the outlet. In certain cases, when the ears of the child 
were towards the os pubis and sacrum, the position would be 
recognised by the presentation of the fontanelle (I shall have 
occasion to show you how true to nature this description is 
where we have to do with the flat pelvis); but while such a 
position is quite possible, and one very likely to demand the 
use of forceps, the impossible direction is given to apply one 
blade of the forceps at the os pubis, the other at the sacrum. 

In cases where from larger size of foetal head or narrower 
calibre of maternal pelvis the forceps failed to extract the 
child, the practitioner had a hard task before him. For after 
perforating the head with a pair of Smellie’s scissors, using 
all due precautions, and being careful to remove all splinters 
of the cranium, he had to set to work with crotchets still 
further to break up and drag down the head. How difficult 
the process was, the following sentences reveal to us:— 

“The only danger attending delivering with the crotchet 
is the wounding the woman or your hand. If it slips, you 
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will often have occasion to introduce it ten or twelve times 
before you can extract the whole of the child. I have 
sometimes in vain endeavoured to extract the child for two 
or three hours, but at last have got it done piecemeal, and 
the woman recovered perfectly well. However difficult, 
make it always a general rule never to abandon the woman, 
though your attempts should prove all unsuccessful for 
some time, for you will find out a way somehow or 
other to doit. Sometimes you are obliged to use two 
crotchets, but this very rarely ; when it happens you must in- 
troduce one at each side of the head, the same way as you 
did the forceps. I sometimes have torn the head of the 
child all to pieces so as I could lay hold of it with my 
hands. I then introduced my hand, laid hold of one of the 
arms ; fixing my crotchet again pulled and succeeded. But 
sometimes I have torn one arm off, then laid hold of the 
other, fixed my crotchet again in the thorax, and extracted 
the child. I have thought of turning the child when thus 
torn and bringing it by the feet, but I was aware of the 
splints of bone rushing into the tender womb and there doing 
much mischief, I therefore judged it best not to do it.” 

The preternatural labours are those where we had some 
part of the foetus presenting other than the head ; but we 
do not linger over the lectures concerning them, further than 
to observe the difficulties indicated in those footling cases 
when the trunk had been torn off, though the neck and the 
head were left within the cavity of the uterus :— 

“But now let us suppose the head left in the womb, by 
the mismanagement of the midwife, or by reason of its bulki- 
ness. If from the first cause, the labour pains will generally 
bring it away, but if not, you must then introduce your hand 
into the uterus ; and if the head is so slippery that you can- 
not lay hold of it, you must cause an assistant to press 
strongly on the woman’s abdomen, and then you will get 
your fingers introduced into the mouth, and if the head is 
small, you must thus extract it. But if this fail you must 
have recourse first to the forceps, having turned the head 
into the natural posture in which it presents, and introduce 
your forceps as formerly directed, and in this case you will 
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be able to extract it. But if the child is only about seven 
months old, you may extract it in any position, as little is 
to be dreaded from its size. But now I shall suppose you 
have tried with your forceps in vain, because of the head's 
being too great or pelvis too narrow. Reduce the head to 
a proper position, make an assistant to press upon the abdo- 
men of the woman to retain it there till you introduce a pair 
of scissors, and open it as formerly directed ; then endeavour 
to extract with your fingers, but if this does not succeed, as 
the head is diminished by the forceps or if you have not 
them at hand, then use the crotchet as formerly directed 
when the head was opened.” 

Passing by the lectures on Czsarian section, twins, &c., I 
turn for Dr. Young’s observations on the puerperal state to 
another copy of notes of his lectures which deals more fully 
with the diseases of women, of two years later date (1779) ; 
and Iam tempted at once to read a somewhat lengthy ex- 
tract regarding the sources from which the disorders which 
attack puerperal women are derived. He groups them under 
four heads :~— 

“t. The sudden taking off the compression from the 

vessels of the abdomen. 

“2. The quantity of blood discharged by the lochia. 

“ 3. The degree of heat the women are kept in. 

“4a, The coming and going away of the milk. 

“From the first generally proceed violent faintings, immo- 
derate flux of the lochia, and sometimes violent cramp pains. 

“ As to the second, we may always observe that during the 
uterine evacuations the nerves of women are more irritable 
than during any other time. Six times the quantity of blood 
may be discharged from the nose without these disorders 
which attend an immoderate or too sparing a discharge of 
the lochia or even the menses. This renders women at this 
time easily affected by passions of the mind. The necessity 
of keeping them quiet is so well known that in some coun- 
tries, as at Haarlem, in Holland, they hang out a board when 
a woman is lying-in, and it is not allowed for officers of 
justice to enter into the house at the time. Again, a too copi- 
ous flux sometimes occasions fainting fits, or if the woman 
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has been weakened before, it will increase that weakness and 
perhaps destroy her. 

“The third is the degree of heat they are generally kept in. 
I do not know a more frequent cause of their disorders than 
this. More suffer from this, in their recovery, than from 
almost all the other accidents. People have been led by 
observation to believe that heat was necessary and that 
sweating is the cure. They took notice that all women sweat 
generally after being brought to bed, and it was pretty much 
the custom to keep them in a constant sweat for nine or ten 
days. I said all women sweat ; this is brought on partly 
by the agitation of the labour, partly by their additional 
clothing and their being kept too warm, by taking warm 
meats or drinking largely of thin watery liquors always 
warm. All these encourage sweating, which was formerly 
mistaken for an effect of nature and necessary to a recovery. 
Now, sweating is not at all of use to those who intend to nurse ~ 
their children. To those who do not it may be of service 
as a drain ; but not even to them for the first day or two, 
nor indeed is it always safe. For what is the effect of sweat- 
ing ? It renders the nerves more irritable, and thus makes 
the patient’ more susceptible of mischief from passions of the 
mind, and it opens their pores and subjects them to the 
danger of catching cold. Women who sweat much are more 
susceptible of febrile indispositions, and they imagine that 
these indispositions must be removed by the sweat being 
kept up. Thus they make continually the crisis of one 
disease the cause of another. Another thing which has de- 
ceived them, is that the women frequently have the rigors, 
which they think must be kept off by warmth, not knowing 
that the most trifling cause, as the milk coming into the 
breasts, will occasion it, and that is cured by the hot fit and 
gentle sweat which succeeds it as happens in the ague. By 
these mistakes I have seen very violent delirium brought on. 
I have just now a patient whom I was called to three weeks 
after delivery. Six hours after she was attacked with a 
shivering which returned at intervals, and on the third day 
she had three of them. She continued growing worse till I 
was called, when I found her pulse 168 in a minute. The 
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method they had taken with her was to overload her with 
blankets till they had almost destroyed her. I ordered 
the additional bedclothes to be removed and the room to 
be made cooler at night. Her pulse soon came down 
to 100. The first thing that shook my approbation of 
this hot regimen was my observing that the women in our 
ward at the infirmary were infinitely more seldom affected in 
this manner than the better sort of people ; which cannot 
be altogether owing to their being more robust, for their con- 
stitutions differ as much from one another among the poor 
as among the rich. It is undoubtedly owing to their lying 
in a large open room with only one fire and where the air is 
continually fresh, and to their always suckling their own 
children.” | 

Under the head of Faintings he gives a graphic sketch of 
a group of cases the nature of which was then quite un- 
known, but with which of recent years we have become 
familiar :— 

“There is another kind of fainting much more dangerous, 
where the patient entirely loses her pulse, though perhaps 
not her senses, and has a faintishness as if cold all over, parti- 
cularly in the extremities or perhaps the nose. Wherever you 
meet with a fainting of this kind, the pulse entirely lost and 
coldness ascending from the lower extremities, in all proba- 
bility it will shortly destroy your. patient. I never knew one 
recover such a fainting. I have seen three instances where 
it was followed by death. .... ; 

“ As to this other kind I know nothing that will cure them. 
However, you must attempt it by the same methods. They 
generally die as if they were suffocated, and though they are 
as chill as death, cannot bear a warm cloth on any part of 
their body, nor the least weight because they are stifled for 
want of breath.” 

In these pulseless, gasping, fainting women, chill as death 
but intolerant of any pressure, it is easy for us to recognise 
the well-marked features of puerperal embolism. 

The febrile diseases of the puerperium are very meagrely 
discussed under the three divisionsof—Ist. Fevers without signs 
of inflammation ; 2nd, with evident marks of inflammation ; 
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and 3rd, with miliary eruption. There is no reference to 
the puerpera’s liability to prevalent zymotic diseases, and we 
do not get any characteristic features either among the first 
or second of the groups which could enable us to discern the 
fever that we nowadays call “ Septic.” So that the portion 
that proves here most interesting is that containing the remarks 
on the miliary fever, with which we have lost all acquain- 
tance since our lying-in women have been placed in favourable 
hygienic conditions, the only examples of which I myself 
have seen were in an Italian maternity. The cause of its 
disappearance you will gather from Dr. Young’s account 
of it:— 

“We proceed next to the fever attended with miliary 
eruptions, which is a small rash or kind of pimples so called 
because imagined to be an affection of the miliary glands, or 
from their resemblance to a grain of millet. This distemper 
was known to the ancients, though they confounded it with 
other eruptive fevers. It appeared at Leipsic in 1552, and 
at Frankfort in 1673. There are two kinds of this eruption, 
Ist, the little pimples that I mentioned, and 2nd, a sort of 
vesicle filled with clear liquor. This eruption often accom- 
panies other distempers. It is not peculiar to lying-in women 
but attacks others, both children and grown persons, who have 
been kept warm or have sweat much ; anything that ever 
heats will occasion it, and therefore it is most frequent with 
women in childbed. Symptoms: It very often begins like a 
common fever—sometimes with a shivering, sometimes with- 
out ; headache ; quick pulse; thirst, &c. &c. Afterwards, 
which does not happen in common fevers, such a languor 
and anxiety come on as they cannot express, with oppres- 
sion about the preecordia, and a degree of sickness such as to 
occasion vomiting. These, with pain in the back, are the 
symptoms which commonly precede it. Sometimes there 
are none different from those of common fever, but pain in 
the back and languor. Restlessness is common to both: 
also pains in the abdomen, and gripes, which are more fre- 
quent. A full quick pulse almost always attends this, as it 
does every other eruptive disorder, as the small-pox, measles, 
&c., when they are coming out: and likewise an itching of 
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the skin always precedes the eruption. There is no fixed 
time.for its coming out. The small-pox and measles are 
more regular: the first extremely so, and the latter observing 
nearly a set time. But this is very irregular both in its ap- 
pearance and continuance.” 

Quitting now the obstetrical to pass to the gynecological 
section of our subject, it strikes me that in the latter field our 
. predecessors of the last century must often have wandered 
hopelessly and helplessly, not knowing with what forms of 
disease they had to do, nor having any means of gaining 
clearer information. It is not only that there is a crude 
pathology which recognises almost no morbid changes in the 
parts beyond injuries, inflammations, cancers, polypus, pro- 
lapsus, and foreign bodies ; there is little attempt to localise 
the mischief or to trace its progress ; and we can hardly be 
surprised when we reflect that though the speculum uteri had 
been known in earlier days, its use a century ago had fallen 
into most complete abeyance ; and it has only been since its 
use was revived in France in 1816, by Récamier, and still 
more since,in 1843, my immediate predecessor in the chair and 
his contemporaries began to use the sound and sponge-tent, 
that real investigations began to be made into the character of 
the multiform disorders of the female generative organs. <A 
single sentence contains all that Dr. Young’s student carried 
away with him under the definite head of “ Diseases of the 
Uterus :’—. 

“The uterus is subject to all other disorders as the other 
fleshy parts, such as inflammation, cancer, scirrhus, &c. ; and 
these diseases in the uterus have nothing particular except 
that some of them, as the scirrhous cancer, are here more 
difficult to discover than in any other part.” 

The hiatus gets filled up to some extent when we look at 
other portions of the course ; for under the heads of Disor- 
ders of the menses and of Fluor albus we are brought into 
contact with some of the diseases which lead to functional 
disturbance of the organ ; and following the section on the 
puerperal diseases we are introduced to prolapsus and polypus 
of the uterus. 

The paragraphs on diseases of the ovaria are more extended, 
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for here the frequent occurrence of cystic degeneration lead- 
ing to the formation of bulky tumours, and often of enor- 
mous cysts, could not fail to attract attention and call for 
treatment. But here again pathology is quite at fault, regard- 
ing the collection of fluid as dropsical, like fluid collections 
in serous Cavities, and requiring the use of similar remedies 
for its removal, notwithstanding that experience had shown 
their futility. Hear what he says as to the treatment of 
ovarian dropsy :— 

“The cure of a dropsy in the ovarium by internal reme- 
dies is the same as that of a dropsy in any other part. You 
may .try medicines, but they will seldom succeed, as the 
ovarium is in a manner out of the laws of circulation. The 
only way is by the paracentesis which may be performed the 
same way as in a common dropsy, and it is more likely to 
succeed as it is seldom, like the common dropsy, attended 
with a scirrhous liver.” 

Truly, when we read such sentences we gratefully justify 
Professor Parvin of Indiana, the eloquent obstetric orator of the 
International Medical Congress, for the proud claim he makes 
for the admiration of all our profession and the gratitude of 
multitudes of women who would now be left to lingering 
disease, and sure and swift approaching death, had not 
Ephraim McDowell of Kentucky devised and carried out 
successfully the bold and long-denounced operation of ex- 
tirpation of cystically degenerated ovaries. 

I have said that the observations on menstrual disorders 
- compensated to some extent for the lack of information on 
uterine diseases which startles one who hopes to get instruc- 
tion concerning them under its proper head. But all is dark- 
ness and confusion even here, as you will see if I read you a 
portion of the lecture headed “ Disorders occasioned by the 
Menses :’— 

“These are owing to too great a quantity of blood dis- 
charged, or to too little, or again to total obstruction. If 
disease happen before they begin to flow, it is called chlorosis, 
or green sickness—Febris alba, morbus virgineus—from the 
pale greenish colour of those who labour under the disorder. 
These patients generally have a small quick pulse, not and 
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cold fits, pain in the back, difficulty of breathing upon any 
extraordinary motion or exercise, such as walking fast, &c. 
These symptoms may be accounted for from the stimulus in 
the womb occasioned by the blood endeavouring to force its 
way through the uterine vessels. When this is the case all 
we can do is to keep the prime vie in proper order, to 
increase the momentum of the blood. Prescribe moderate 
exercise, and relax the uterine vessels by the warm bath or 
a semicupium. There is a kind of chlorosis where the patient 
is too plethoric, and here venesection will be proper, yet the 
cure must be gradual, and is chiefly the business of nature,” 
and so on. 

Where the patient suffers from Menorrhagia, or, in the lan- 
guage of the day, from an immoderate flux, the chief depen- 
dence was to be placed on rest and the use of opium—“ the 
best medicine that can be given, provided the woman is not 
with child and has no cancer.” The use of the opiate is 
referred to again, when painful menstruation had to be dealt 
with in hysterical females, and in patients suffering from after 
pains, to whom it was recommended that the drug be given 
in some disguised form, because of the impression some of them 
seem to have entertained in those days as now, that an 
opiate must of necessity disagree with them. | 

A corresponding uncertainty both as to cause and cure 
pervades all that had to be said on leucorrhcea, or the Fluor 
albus, as it was designated, which is looked on as a disorder 
which has some resemblance to menstrual disorders, only that 
the discharge that escapes is pale in colour instead of being 
red, and was to be met by astringents in the form of vapours, 
pessaries, and injections. : 

Of uterine displacements with which the use of the sound 
and the sound-educated touch have made us now so familiar, 
and which we now know to be so frequently associated with 
uterine distress, they had no idea a hundred years ago. The 
only displacement of which they took note—apart from that 
of the gravid uterus—was the downward displacement, or 
Prolapsus. It was pointed out that this might be either — 
complete or incomplete, and Dr. Young is careful to note 


that the displacement affects the vagina as well as the uterus 
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itself. Of the distinction, however, between a truly depressed 
uterus and one in which the protrusion is associated with 
elongation of the cervix we have no hint. In treating this 
condition, the uterus was to be replaced and kept in position 
by means of vaginal pessaries, which might be made of 
sponge, or bone, or cork, or some kind of metal or wax- 
covered material, but were best of wood or ivory. It was 
reserved for our time and for an American gynzcologist to 
introduce a pessary of vulcanite, which should largely super- 
sede the use of all other forms of uterine hysterophore. 
Another variety of uterine disease which, as I have said, 
received special attention at that time was Polypus uteri. 
These polypi seem to have made a great impression on the 
minds of our predecessors, as though their name had given 
them some kind of association with the hydrozoon which 
they resemble, and had endowed them with a peculiar faculty 
of multiplication and reproduction as often as they were cut 
down. This kind of impression has not yet passed away 
from the popular mind, and shows itself often in our consult- 
ing rooms by the anxious question: Have I got polypus? 
and even reproduces itself in the last week’s sermon of the 
greatest preacher of our time. How imperfect the notions 
regarding their pathology must have been you may gather 
from Young’s opening remarks where he speaks of polypi as 
being of two kinds, internal and external—the former growing 
within the heart and large bloodvessels, and formed from 
the coagulable part of the blood ; the latter “rather fleshy,” 
and growing from nose, throat, uterus, or vagina. As regards 
those seated in the uterus he found them too vascular, and 
fleshy, and firm in-texture to allow of such easy removal as 
those of nostrils and fauces. They were often confounded, 
he states, by the ancients with moles and false conceptions, 
and are to be carefully distinguished from the prolapsed 
uterus or a hernia of the bladder and rectum, as he calls the 
condition usually described now as cystocele and rectocele. 
Whether they sprang from the uterus or vagina had no in- 
fluence on the symptoms or treatment: for to them the 
intra-uterine variety was absolutely unrecognisable: and their 
removal was to be attempted by means of ligature rather than 
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with the knife, as the large size of the vessels in them rendered 
it dangerous to attack them with cutting instruments. 

I draw towards a close, but not without asking your atten- 
tion to one of the greatest triumphs of modern surgery, for 
which also we are indebted to America. You know that, 
chiefly as a consequence of tedious labours, fistulous com- 
munications, sometimes of large extent, occasionally get 
established between the bladder and the genital canal. The 
unfortunate patient who is the subject of such vesico-vaginal 
fistula is in a miserable plight, than which it is difficult to 
conceive anything more deplorable ; and when I sat where 
you now sit they were the very opprobria of our art. Many 
surgeons made many efforts for their cure, but in almost 
every instance without the least success. There might now 
and again be a chance case of cure, or some mitigation of the 
trouble ; but far more frequently the patient’s condition was 
left unchanged, or only altered for the worse by all attempts 
' to cure her. The first difficulty in the way lay in the want 
of means for rendering the orifice accessible. I once assisted 
Professor Stoltz, of Strasburg, in operating on a case where 
a fistula lay high up close to the neck of the uterus, and the 
only means of getting at the opening was by laying hold of 
the cervix uteri with a pair of forceps, dragging down the organ 
till the vagina was freely inverted, and keeping the parts in 
this prolapsed condition during the operation ; and I still 
have a lively impression of the fatigue involved in the honcur 
which Stoltz conferred upon me by giving me the forceps to 
keep hold of. A second obstacle to the cure of them lay in 
the fear that surgeons had of exposing a large enough raw 
surface—fear dependent on the aggravation of the mischief 
that, as I havé stated, sometimes followed the attempts to 
remedy it. A third was found in the difficulty of 
securing the coaptation of the vivified surfaces, so as 
to induce a union by the first intention. It is just 
some twenty years since the pamphlet of Dr. Marion 
Sims came across the Atlantic to announce to Europe 
that all these obstacles had been overcome—that full exposure 
of the opening could be obtained by his duckbill speculum— 
. that by free bevelling of the margins of the fistula a satis- 
Ohtake 
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factory extent of wound surface could be obtained on 
the vaginal aspect; and that by the use of silver 
sutures the edges could be brought together and kept 
in contact till firm cohesion had taken place. From 
many a urinous garret and miserable cellar, and some- 
times from more comfortable homes where yet they 
carried about with them a long distress, the victims of this 
sad calamity came at that time to Edinburgh. They had 
mostly been here before, and had been sent home with their 
last hope of remedy extinguished. But now they returned, 
and in almost every instance were sent back cured. Not 
always with one operation, however ; sometimes it required 
to be repeated several times before complete success was ob- 
tained, though in none so frequently as in the one patient 
where Dr. Sims first triumphed after thirty failures. My 
cousin was amused while travelling in the Highlands lately 
when the landlord of one of the hotels where he was staying 
refused to send him in a bill because his wife had been cured 
of this complaint by his father. I remember the case well, 
one of those difficult ones where success was not attained till 
after much brave endurance on the woman’s part, and much 
patient endeavour upon his. Well, what had they to say of 
this a hundred years ago ?— 

“We had lately a woman in the Infirmary who had the 
bladder lacerated in a former long and difficult labour. I did 
not see her till four months after, when a cure was impossible. 
She had also a stricture in the vagina. In order tocure it I 
introduced a flexible catheter to prevent the excoriation, but 
found that unless the catheter is as large as the orifice, the 
urine still flows out, or if it is large enough, proves a constant 
stimulus to the bladder. As to stitching it, it cannot be per- 
formed here because you cannot come at the wound. The 
only way then is to keep the parts clean and still, and 
perhaps it may heal up in the same manner as after litho- 
tomy. I had a case of this kind this winter which I treated 
in the following manner. A woman whom I attended had 
not a long labour, yet in about a week after it, a mortified 
spot fell out of her bladder. I caused her to sit up to the 
middle in a strong infusion of oak bark such as the tanners 
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use, and in which a quantity of alum was dissolved. In this 
she sat twice aday. Att first it was new milk warm, but after- 
wards she used it quite cold, and thus she was entirely cured. 
The first woman I had went away to a woman at the West 
Port who ordered her to sit regularly twice a day in cold 
water by which she was cured. This led me to advise the 
infusion of oak bark with alum as more proper, and I have 
had several patients cured by it. The cure of a laceration is 
the same as that of an opening made by the falling out of the 
mortified spot. It is the business of nature; and all art can 
do is to keep the part as clean as possible.” 

Gentlemen, I have read these extracts partly to im- 
press upon you the interest attaching to a department of the 
profession in which such rapid and beneficent progress has 
been made, with the hope that you may enter on the study 
of it with some hearty zeal, and partly because I propose to 
do again this year what I did six years ago—viz., to offer a 
prize for the best notes of the course of lectures during the 
session on which we are entering. It may encourage you to 
good endeavour to be told that the gentleman who won the 
prize for the notes of lectures in 1870-71 has already 
entered on a promising career of usefulness and distinction in 
_the great metropolis. 


ON THE METHOD OF OPERATING FOR VESICO- 
VAGINAL FISTULA. 


BEING A COMPARISON OF BOZEMAN’S OPERATION 
WITH THAT OF THE AUTHOR. 


By the late Prof. Stmon, of Heidelberg. 
(Continued from p. 508.) 


HITHERTO I have had a special preference to the rapid 
method of preparatory treatment, and have only in rare cases 
considered a gradual process of preparation to be necessary. 
Immediately before the operation I divide with the knife the 
adhesions by which the vagina is narrowed, and the edges of 
the fistula are rendered immoveable, and this usually in several 
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places. In the lateral and anterior walls of the vagina, and 
especially at the junction of the lateral and anterior walls, 
I make, if necessary, deep incisions ; in the posterior wall on 
the contrary, only superficial notches, because here the peri- 
toneum might be injured. After this I dilate the vagina by 
introducing successively larger and larger specula, of a duck- 
billed or flattened shape, and then again make further 
notches at the spots where the dilatation is resisted by cica- 
tricial tissue. By traction on the lips of the os uteri, and on 
the posterior margin of the fistula, I endeavour to render the 
parts moveable, and, as far as it can be done without violence, 
to bring them to the surface, and to draw aside with sharp 
hooks the parts which overhang the fistula. It is often 
absolutely surprising how quickly a fistula, which previously 
could scarcely be seen, is rendered so accessible that it can be 
operated on without difficulty. I believe that by this rapid pre- 
paratory treatment I have attained as much effect as can 
possibly be arrived at by the process of gradual dilatation, as 
was made manifest in the cases which I have already related 
(Cases 3 and 4) ; it may under some circumstances still be 
carried out with a successful result, when it has been found 
necessary to abandon the gradual preparatory treatment. 
The rapid preparation is generally more difficult than the 
gradual, and not unfrequently requires great experience, so 
that unpractised hands do not obtain a good result by it. On 
the other hand, however, it has several real advantages over 
the more gradual plan. It not only shortens the duration of 
the process of cure by weeks and months, but is also far 
more free from danger than the other plan. In the process 
of gradual dilatation, the incisions in and through the cica- 
trices are forcibly stretched asunder for many hours each day 
by means of the dilators ; the pus and the urine flowing from 
the bladder, which rapidly decomposes in the vagina, are re- 
tained in this cavity, and in contact with the raw surfaces. 
By this means may be set up colpitis, cystitis, and, if the 
cellular tissue of the pelvis is laid open, suppuration in this 
tissue, parametritis, and even pelvic peritonitis, and the 
patients may be exposed to fatal complications. In the rapid 
mode of preparation, on the contrary, when the fistula is 
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closed immediately afterwards, no dilators are stretching the 
vagina during any long period; the pus has a free outlet, and 
the urine does not stagnate or decompose in the vagina. In 
my practice I have carried out the rapid preparation in a pro- 
portionately very large number of cases, but I remember none 
in which such severe constitutional symptoms were set up as 
in the two cases at Heidelberg (Cases 3 and 4) in which 
Bozeman attempted to carry out the gradual dilatation, and 
ina third case in which I tried the same plan a few weeks 
later, in conjunction with Dr. Markwald, of Berlin. For an 
experienced operator, then, I consider that the rapid prepara- 
tory treatment is in most cases indicated, and only excep- 
tionally the more gradual one. In cases in which the upper 
margin of the fistula is very immoveable, it may be desirable, 
as a preliminary to the rapid preparation, to employ traction 
upon the margin itself, and upon the os uteri. Moreover, it 
is under all circumstances very desirable to expose the fistula 
to view several times before the operation, in order to. ascer- 
tain with the utmost possible exactitude the suitable instru- 
ments and manipulations, and the hindrances which interfere 
with its exposure. To less experienced operators, on the 
contrary, it must be recommended, in all cases in which there 
are hindrances to the exposure of the fistula, to undertake the 
gradual preparation, and only to abandon it when, in spite of 
the utmost precautions, it proves impossible for the patient to 
endure it. 

Should the vagina, which had been rapidly dilated, 
become contracted again after the cure of the fistula, a 
eradual dilatation can then be carried out with less danger. 

That Herr Bozeman, as he repeatedly and prominently 
declares, endeavours to avoid transverse obliteration of the 
vagina, whenever this is in any way possible, is certainly a 
thoroughly correct principle; and in the case of inexperienced 
operators the method of gradual preparation may conduce 
much to the result, that in future the operation for trans- 
verse obliteration shall be less frequently performed.* But 


* Within the last few years I have treated two Russian women in whom the 
operation for transverse obliteration of the vagina had been performed by two 
German surgeons. The patients, not content with their condition, travelled to 
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nevertheless this operation, priority in which Bozeman for- 
merly claimed, but now allows to me, cannot be avoided in 
cases in which the margins of the fistula altogether refuse to 
be brought together at all, and in which a persevering trial of 
preparatory treatment has either produced no result, or has 
had to be abandoned because the patient could not endure it. 
In such a case, should it prove impossible to replace the loss 
of substance by transplantation from surrounding parts, 
nothing remains but the transverse obliteration of the vagina. 
During last summer, while I was expecting Herr Bozeman at 
Heidelberg, it proved necessary to obliterate the vagina in 
the patient whom I was treating with Dr. Markwald. The 
loss of substance extended from one cm. in front of the os 
uteri to a point distant two cm. from the orifice of the urethra. 
The vagina was so contracted that only a single finger could 
be introduced, and all the parts bordering on the fistula were, 
with the exception of its anterior margin, firmly adherent to 
the surrounding tissue, and completely immoveable. But the 
most unfavourable circumstance of all was that the lateral 
margins of the fistula were only from two to three mm. broad, 
had undergone cicatricial alteration, and were adherent to the 
bones. Although I felt sure that, even if the vagina could 
be dilated, and the posterior margin of the fistula rendered 
moveable in the centre, the lateral parts of the fistula would 
still remain separated, yet I wished to try whether the con- 
ditions might not be so far improved by the gradual preparatory 
treatment, that it might be possible to effect a transplantation. 
I divided the adhesions, and introduced only soft dilators. 
But on the fifth day there arose a pelvic peritonitis of so 
severe a kind, that for a long time we doubted whether the 
patient would recover. It was only after ten weeks that she 
was so far restored that I was able to carry out the trans- 
verse obliteration which was then indicated, on account of 
the fact that only a length of two cm. of the urethra remained, 


Heidelberg, and after bloodless dilatation of the urethra, I ascertained by palpa- 
tion through the bladder that both fistule were comparatively small. I therefore 
again divided the artificial septum, incised the cicatricial bands which narrowed 
the vagina, and cured the fistula. The previous operators appear not to have 
attempted either a gradual or a rapid dilatation of the vagina. 
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and that at the operation this had to be still further diminished. 
Continence is perfect only in the lying position, while in 
standing and walking almost all the urine flows away. 
Nevertheless, her present condition is for the patient a great 
gain. In these and similar cases the operation for transverse 
obliteration must be carried out, and if a remnant of urethra 
from $ to cm. longer than in the case just mentioned still 
remains, continence is completely attained. The operation 
then is truly what Bozeman called it in the year 1868, “an 
important operation,” because it frees the patient from the 
most terrible part of her suffering—namely, the incontinence 
of urine. 

In his article in the Mew York Medical Record, in order to 
show what efforts should be made to avoid having recourse 
to transverse obliteration, when it is in any way possible, 
Bozeman expresses his opinion that suppurative pyelitis is 
_the result of this operation, and brings forward my second 
case, which has been above recorded, as a new proof for this 
conclusion. I know not upon what and how many observa- 
tions Bozeman bases this opinion, but I can allege on the 
other side that I have seen at least ten patients, in whom I 
have effected the transverse obliteration, for from five to ten 
years after the operation in the most blooming health. I 
have indeed observed some other cases, in which a suppura- 
tive pyelitis, with or without the formation of a calculus, led 
to a fatal issue. But of this the transverse obliteration was 
not the cause, but constrictions and contortions of the ureter 
of the corresponding side, which had been originated during 
the cicatrisation of the lesions made during delivery. Asa 
general rule the symptoms of pyelitis had already arisen 
before the closure of the vagina. 

In my second case, as above recorded, both ureters were 
much contracted at their point of entrance into the wall of 
the bladder. I know indeed of no reason why, after trans- 
verse obliteration of the vagina—after which the urine does 
not stagnate any more than it does in the normal bladder— 
suppurative pyelitis should arise. 

Herr BandI extols as an advantage in Bozeman’s method, 
that the operation is carried out with the parts concerned zx 
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situ. But I know not wherein this advantage should consist, 
for, as regards the healing, it comes to precisely the same thing 
whether the parts remain zz situ during the operation, or 
whether, as in my method, they are restored to their natural 
position as soon as the operation is completed. It is true 
that, with the parts zz situ, and with Bozeman’s method of 
exposing the fistula, the operation can be carried out very 
exactly, but, as we have already mentioned, this can only be 
done by the help of scissors. If the artificial drawing down 
of the parts affected is successful, the operation can be carried 
out with the knife, and with an exactitude which is impos- 
sible in the other method. In cases, therefore, in which this 
artificial drawing down can be accomplished, I regard my 
method as incomparably superior to that of Bozeman, _ It is 
only in cases in which the fistula is situated high up, and can- 
not be displaced, that the question might arise whether under 
such circumstances the one or the other position and mode 
of exposing the fistula deserves the preference. It is worthy 
of note that many operators, who profess themselves adhe- 
rents to my method, have altogether overlooked, or not suffi- 
ciently valued, the advantage to be gained by drawing down 
the parts. - Thus, for example, Ullrich, at Vienna, has 
invented an apparatus for fixing the fistula, which, like every 
apparatus of this kind, renders a displacement of the parts 
forward impossible. According to my method, such an 
apparatus might perhaps then, and then only, be employed 
with advantage, when the fistula is immoveable, and its dis- 
placement impossible. 

I must here again return to the point of the inclusion of 
the ureter within the sutures. For Bozeman, in the case 
of his second patient who was operated on at Vienna, makes 
this circumstance answerable for the fact that a small fistula 
was left behind. Nowit is related in the history of the case 
that the orifice of the urethra, which was visible, was slit up 
for a distance of one cm. in an outward direction, and it is 
therefore difficult to conceive how not the outermost, but the 
outermost suture but one, which corresponded to the small 
fistula left behind, could have closed the lumen of the ureter. 

It appears to me rather that in this case also the remain- 
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ing behind of a small fistula depended upon other causes. 
For were Bozeman’s supposition correct, that not only at 
Heidelberg, but also at Vienna, and again in a previous case 
at Paris, he had included the ureter in the suture, and so 
caused a fistula to be left behind, we should have to conclude 
that his suture has a specially unfavourable influence in this 
particular ; for, as I mentioned above, neither by me nor 
by other operators has this hindrance to the cure been 
observed. 

I was surprised to see that the reporter regarded the result in 
the second case as equivalent to a cure, although the worst 
place remained open ; for both in Bozeman’s and in Bandl’s 
opinion the small fistula that remained was to be regarded as 
a fistula involving both bladder and ureter. But since Boze- 
man, in the operation for the great aperture, could not avoid 
the ureter, which was full in view, it may be anticipated that 
he will be still less able to do this in the operation on the 
small fistula, when the ureter may be expected to be much 
less clearly visible, and perhaps not visible at all. 

I have discussed Bozeman’s method of operation at such 
length, because the far larger proportion of fistulae can in fact 
be cured by it, so that it may come into competition with the 
two other methods which are now in general use: that of 
Sims and Emmet, and my own.* But it will never attain a 
very wide popularity, because by either of the latter methods 
the same, and in a considerable number of cases a still better 
result, can be obtained in a simpler manner, and with far less 
costly instruments and apparatus. Bozeman’s proceeding is 
so complicated, and, in the compulsory position of the ope- 
rator, so fatiguing, that in difficult cases an enormous expen- 
diture of time and perseverance on the part of the operator 
is demanded. For how long must a less practised person 
take in the operation, when Bozeman himself, in a difficult 
case, required four and a half hours for its completion? In 


* These three methods are distinguished chiefly with respect to the different 
position of the patient and mode of exposing the fistula, with the consequences of 
these as regards the ease and certainty of the operation, Preparatory and after- 
treatment, on the other hand, have no necessary connexion with the method ; and 
moreover the material used for sutures, whether metallic wire or fine silk, makes 
no essential difference. 
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my opinion the method would be much improved if Bozeman 
would give up his complicated plate-suture, and adopt the 
simple suture of silk or metallic wire; and, further, if he 
would exchange his after-treatment with a catheter kept 
permanently in place, which is always unnecessary, and often 
actually injurious, for my altogether negative method.* 
Lastly, his results would, in my judgment, be still much im- 
proved, if in all cases in which much economy of substance is 
necessary, and therefore especially in the case of fistulae which 
involve the urethra, he would substitute my method of opera- 
tion for his own. 

I have myself, from our joint course of operations, and 
especially from the description of the cases at Vienna, gained 
this advantage, that I now set a higher value on the gradual 
method of preparatory treatment than formerly, believing 
that it should be strongly recommended to less practised 
surgeons. 

With regard to the exposure of the fistula, I shall for the 
future, in difficult cases, make trial of all possible methods 
and positions, and choose that which secures accessibility best. 

So much for the operations which Bozeman performed at 
Heidelberg and Vienna. With regard to our joint course, it 
was not yet ended. The number of cases was as yet very 
small, and among them I had as yet operated on no fistula 
situated high up. Bozeman, on the contrary, had operated 
on two high up, but only on one situated low down, and in- 
volving the urethra. We had, therefore, agreed to continue 
our joint course in the summer of 1875. I was then to 
operate on the fistulae situated high up, more difficult to 
reach, but easier to cure. Bozeman, on the contrary, on the 
fistulae low down, easier to reach, but more difficult to cure. 
Especially was Bozeman once more to undertake the fistula, 
in operating on which he had so unsuccessful a result. To 
my regret he did not return to Heidelberg. 

Already, in July, 1875, Bozeman had published an article 
in the Mew York Medical Record, and in August a second 





* Marion Sims, who not long ago. made us acquainted at Heidelberg with his 
mode of placing the patient and exposing the fistula, told me expressly that in the 
after-treatment he now uses a self-retaining catheter only in exceptional cases, 
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in a public journal of Geneva, with regard to our joint 
course of operations. With both I was only made acquainted 
casually, and a long time after their publication. Passing in 
silence over the latter, which was written only for the general 
public, I must make some comments on the former, which 
was addressed to the medical profession, because it contains 
many inaccuracies. 

With regard to the extent of the fistula, and the result of 
the operation in my first case, Bozeman says: “The first 
case presented a good-sized fistula, which occupied the 
base of the bladder. About seven-eighths of the fistula was 
closed.” 

In this case, however, not only the whole base of the 
bladder was deficient, but the aperture extended also into the 
lateral culs-de-sac, and downwards into the urethra. After 
the operation not an eighth of the aperture, but only a small 
fistula scarcely as large as a pea remained, at the most only 
a twenty-fifth part of the line of union. Later, in the de- 
scription of his second case, Bozeman says, with regard to 
this opening which was left: “ The fistula was small.” 

In the description of my second case is the following 
passage : 

“The operation which he performed had for its object the 
reclosure of the vagina, which I witnessed. It was Kolpo- 
kleisis the second time.” 

In this case I had, six years before, rendered complete an 
atresia of the vagina, which had arisen in consequence of a 
difficult labour, by closing a very small opening in this 
atresia. A calculus, which had probably been formed not 
in the bladder, but in the kidney, and had thence descended 
into the bladder, had ulcerated through, not indeed the 
cicatrix, but the portion of the urethra lying between the 
septum closing the vagina and the meatus, in the close 
vicinity of the cicatrix. I therefore performed no second 
Kolpokleisis, but united the edges of the urethro-vaginal 
fistula in a longitudinal direction, that is, in a line at right 
angles to that formed by the obliteration of the vagina. 
The line of union extended to the neighbourhood of the 
orifice of the urethra. 
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With regard to the result in my third case, Bozeman says: 

“The operation succeeded only to a limited extent, the 
failure being due probably to the cystitis, which still existed 
to a slight extent at the time of the operation.” 

In this patient, as I have already mentioned in the report 
of the case, only a small fistula remained behind, which, 
when an examination was made four weeks after, was found 
to have closed spontaneously, so that in this case also a 
complete cure was in the end attained by the operation. 
After the operation, catarrh of the bladder, with pains in 
the lumbar region and fever, arose, but, nevertheless, cure 
was effected. Bozeman had in this case (though he does not 
mention it) attempted the gradual dilatation of the vagina 
without success, on which account I undertook the rapid di- 
latation immediately before the operation. 

My fourth case, Bozeman describes in the following 
manner : 

“The fourth case of Professor Simon was a young woman, 
aged about twenty. She had a small fistula at the root of 
the urethra, with complete atresia of the vagina above, with’ 
no outlet for the menses. Professor Simon proposed in this 
case to close the fistula as the first step of the treatment. 
But instead of closing the fistula as he intended, he closed 
the vagina below the fistula, thus making the operation one 
of Kolpokleisis, with no provision for the escape of the 
menses. The result was only a partial success, and further 
treatment will be required to complete the occlusion.” 

In this case the fistula lay below an atresia of the vagina, 
which, however, was not complete. On the contrary, on the 
right side an opening existed, which led to the right lip of 
the os uteri. Bozeman attempted (which is again not men- 
tioned) in this case also to dilate the vagina from the opening 
which I have mentioned, downwards, but here equally he 
obtained no success. I therefore operated on the fistula, 
having immediately before the operation separated the ad- 
hesions of the vagina above the fistula so extensively that I 
was able to get good access to it. The result was that only 
a small opening at the extreme left angle remained, which 
had not been included in the suture. I can. hardly under- 
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stand how Herr Bozeman came to believe that I had per- 
formed Kolpokleisis. After reading Bozeman’s paper, I 
have several times examined the patient with assistants and 
students, as well as with visitors from a distance, and we have 
ascertained the relation of the cured fistula to the incomplete 
atresia of the vagina to be as I have described it. Through 
the vaginal aperture on the right side it is possible to reach 
the margin of the os uteri; the adhesion lies above the 
closed fistula. 

In the description of his second case, Bozeman says: 
“The second case was the one Professor Simon first operated 
upon with partial success.”* 

“The fistula was small and involved the cervix uteri, per- 
fectly simple and easy to get at, as shown by the fact that 
it took only thirty-five minutes to complete the operation. 
The case was just such a one that I would have guaranteed 
a cure in eight days if I had had entire management of the 
after-treatment. But, as it turned out, the after-treatment 
was not properly carried out, and cystitis resulted, which 
caused the fistula to re-open two days after the suture appa- 
ratus was removed,” 

In this case not only had the fistula completely re-opened, 
but it had become incurable as far as regards the restoration 
of continence: indeed I am convinced, as I have said above, 
that with Bozeman’s method of vivifying and inserting sutures, 
it could never again have been closed. The fistula did not 
open for the first time two days after the removal of the 
sutures, but the urine at once escaped as they were being 
removed. It was, however, at the examination made two 
days after that it was first found to have re-opened in its 
whole extent. Bozeman makes the failure in carrying out 
the after-treatment according to his wishes answerable for 
the unfortunate result. But, as I have already said, he 
managed the after-treatment himself. He visited the patient 


* Bozeman here calls the result of my operation, after which a small fistula, not 
so large as a pea, had remained unclosed, ‘‘a partial success,” while he did not 
object to the second of his Vienna cases being reckoned by Herr Bandl among the 
successes, although an opening as large as the point of a uterine sound (and there- 
fore not much smaller) still remained, and although he regarded this as a fistula 
involving the ureter as well as the bladder. 
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three or four times a day, and my very experienced assistants 
carried out all his wishes. I know not how Herr Bozeman 
could have conducted the after-treatment better. But that 
the after-treatment was not, in fact, the cause of the failure, 
is most distinctly proved by the fact that under far more 
unfavourable circumstances, without a self-retaining catheter, 
without injections of the bladder, and without opium, I suc- 
ceeded in closing the fistula. Herr Bozeman has also since 
changed his opinion. In a letter which I received from 
him, dated from Paris in October, 1875, he attributes the 
failure to his want of knowledge of the relation of the urethra 
to the fistula during the operation, and to the circumstance 
that in my former operation the margins had not been. 
pared and united in the knee-elbow position, and therefore 
with the parts not in their natural relation. 

In the description of his third case, Bozeman says :— 

“The operation proved tedious and protracted, though it 
was entirely satisfactory. Professor Simon expressed him- 
self satisfied, and said he did not see how it could fail to 
succeed, Six or eight hours after the operation, I found an 
unusually small quantity of urine passing the catheter, which 
at once aroused my suspicions as to the right ureter being 
closed between two of my sutures. A few hours later the 
patient had great pain in the right kidney, and then felt a 
gush of urine into the vagina, with complete relief. When 
I saw her again, about eighteen hours after the operation, 
and learned the true story of the case, I told Professor Simon 
we would have a partial failure of the operation, corre- 
sponding to the point at which the right ureter lay in the 
posterior edge of the fistula. The same accident having 
occurred some years ago in a case in the Hdétel-Dieu of 
Paris, upon which I operated, and in other cases, I felt con- 
fident of the final result—a partial failure. The removal of 
the suture apparatus on the eighth day in this case fully 
confirmed my explanation. A small fistula remained about 
the middle of the line of cicatrisation, which was nearly two 
inches in length. This remaining fistula is, properly speaking, 
a vesico-uretero-vaginal fistula. Now that the precise situa- 
tion of the ureter is known, there can be no difficulty 
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in the next operation, when a complete cure may be ex- 
pected.” 

In the case the fistula which remained open lay, not as 
Bozeman describes, in the centre of the cicatrix, but at its 
inner extremity, immediately in front of the anterior lip of 
the os uteri, and is no vesico-uretero-vaginal fistula, but an 
ordinary vesico-vaginal fistula. It has therefore a more 
favourable situation and character than Bozeman supposes. 
The symptoms, which Bozeman describes as a proof of the 
ureter having been included in the suture, are in no way 
characteristic. The circumstance that only a small quantity 
of urine flowed away through the self-retaining catheter in the 
first six or eight hours, the pains in the region of the kidney 
which a few hours later extended to the right kidney, and 
the subsidence of these immediately after: the gush of urine, 
point rather to an incomplete plugging of the catheter by a 
clot. On this account the urine flowed only in small quantity 
through the catheter, the greater part was retained in the 
bladder. When the bladder became more distended, the 
urine forcibly ejected the clot, and also forced its way by the 
side of the catheter.* The fact that the pain in the kidney- 
region was one-sided undoubtedly depended upon casual cir- 
cumstances, or was a casual assertion of the patient, who had 
scarcely recovered from the anzsthesia. The pains which 
follow a sudden closure of the ureter, and which I have 
observed from the ureter being compressed by a suture in a case 
of uretero-vaginal fistula, set in within one or at most two 
hours, and are far more acute. They present the aspect of 
the most intense renal colic. (Vide Scanzoni’s Beitrage, B. vi. 
1860). In this instance, notwithstanding his second case at 
Vienna, Bozeman regards the cure of a vesico-uretero-vaginal 
fistula as quite easy, because the situation of the ureter is 
known to him. At the conclusion of the article is the 
following passage: “At the second operation of Prof. 
Simon and myself, which we performed the same day, Dr. 


* Bozeman assumes that the stream of urine came away through the vagina, 
perhaps because the bedding was wetted ; but it was surely impossible either for 
him or for the patient to judge whether the urine found its way thither through 
the fistula, or through the urethra by the side of the catheter. 
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Koberlé, of Strasburg, the celebrated ovariotomist, was pre- 
sent. He came to Heidelberg, and spent two days to see us 
operate. Prof. Simon frankly admits the superiority of my 
operation in all cases where the fistula is situated high up. 
He is delighted with my speculum, and, indeed, has ordered 
all my instruments to be copied, even my operating chair.” 

With regard to the remark which I made upon Bozeman’s 
method after his first operation I have already explained my- 
self. If he had asked me later, he would have found that I 
had very quickly altered my opinion. With regard to my 
purchasing Bozeman’s instruments and apparatus, I have 
already explained in a letter to Dr. Beigel, of Vienna, who 
had asked my reason, that I purchased them, partly to make 
my students acquainted with them, and partly to make some 
trials with them myself. But hitherto I have not been able — 
to decide in favour of Bozeman’s method. In the summer of 
1875 I have closed nine fistule (six among them at the first 
operation), but have not employed Bozeman’s method in any 
operation, because I saw that with mine I should be able to 
attain the object more quickly and more certainly. 

This criticism of Bozeman’s article was necessary in order 
to explain the facts. I am very far from suggesting that 
Herr Bozeman had any intention of giving an inaccurate 
account. J am rather convinced that it was his anxiety for 
the recognition of the merits of his method which led him to 
a too hasty composition and publication. The chief inaccu- 
racies have arisen from the fact that Bozeman judged of the 
results of my operations only on the fifth or sixth day after 
the removal of the sutures, when it was very difficult for 
myself to ascertain it, and did not make himself acquainted 
with the condition of things after cicatrisation was complete, 
and that he did not give himself the trouble to ascertain 
exactly the pathological condition of the fistulae operated on 
by me in his presence. Thus it happened that he calls the 
result of my third case, in which, after the spontaneous 
closure of a small remaining fistula, a complete cure was 
attained, a success of “limited extent,’ and that he asserts 
that, in the fourth case, in which only a small fistula, which 
lay beyond the suture, was left unclosed, “only a partial 
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success” was attained. On account of the hasty character 
of his examination, he came to the conclusion that in the 
second and fourth case I had effected a transverse oblitera- 
tion of the vagina, although in the second case I united the 
fistula in a line at right angles to the obliteration already 
existing, and, in the fourth case, he had himself incised the 
vagina and attempted to expand it with dilators. Herr 
Bozeman is too experienced an operator not to know that 
the result after cicatrisation, and still more after contraction 
of the cicatrices, is often much better than it is before the 
margins are fully cicatrised, and he must very well know 
that the pathological relations of a fistula often cannot be 
recognised until after repeated and very minute investiga- 
tion. 

I several times invited Herr Bozeman to come and ex- 
amine the fistula, once when he passed through Heidelberg, 
six or eight weeks after the operation, and again in the 
following October, in two letters addressed to him at Paris ; 
but on the first occasion he could not delay his journey, and 
on the second family reasons prevented his visiting Heidel- 
berg. But if it was impossible to obtain an opportunity for 
examination he might very easily have avoided the inaccu- 
racies in his description, or have corrected them in a post- 
script to his article, if he had inquired by letter what the 
final results were. After the reception which he met with, 
and which he acknowledges in his article, he might have 
been sure that I should most readily have given him the 
required information. In conclusion I have to remark that 
this article appears so late because up to October, 1875, I 
was expecting Herr Bozeman to continue our joint course of 
operations. When he was unable to come I allowed myself - 
a still further delay, in order that I might communicate the 
result of my operations in October and November upon the 
patient on whom Bozeman had operated without success. 
When at last I commenced the article, I could complete it’ 
only very slowly, on account of serious illness. 
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ON SO-CALLED ULCERATION OF THE WOMB. 


By Heywoop Smiru, M.A., M.D. Oxon. 

Physician to the Hospital for Women, and to the British Lying-in Hospital. 
IT is a pity that, notwithstanding that the College of Phy- 
sicians have given us a nomenclature of disease fully up to 
our present knowledge, and compiled with the greatest care, 
yet that medical men will persist in the use of terms that 
only mislead in their description of diseases, and whose 
existence should be relegated to the region of exploded 
pathology. One of the most common mistakes is that of 
calling granular inflammation of the lips of the uterus “ ulcera- 
tion.” The mistake arises from the desire of giving the 
public a name for a disease that may easily be remem- 
bered, regardless of the pathological accuracy of the descrip- 
tion ; and, I fear, not unfrequently, from the wish, on the part 
of the practitioner, to enhance the magnitude of his cure by 
giving the patient an incorrect idea of the serious nature of 
her malady. | 

True ulceration of the cervix uteri is a disease of extreme 
rarity. It may present itself to us as strumous ulcer, or a 
syphilitic ulcer, which in its primary manifestation on the lips 
of the womb is also very rare, or as a rodent malignant ulcer : 
whereas the condition commonly called “ulceration of the 
womb” is really “granular inflammation of the cervix,” and is 
one of the most common diseases that fall under the observa- 
tion of gynzcologists in the out-patient room, 

It is characterised usually by a patch or ring of red, bleed- 
ing granulations on one side of, or surrounding the os uteri, 
the cervix is swollen and somewhat tender, the os generally 
more or less patent, and exuding the glairy discharge charac- 
teristic of endocervicitis. 

To the touch it gives the sensation of a velvety tissue, 
in most cases easily distinguishable from the normal smooth 
surface of the labia uteri. 

It rarely is found in virgins, but very frequently in the 


married, and more especially in those who have borne 
children. | 
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The symptoms are continuous backache (sacral), with a 
sense of weight and bearing down ; dysmenorrheea by the in- 
crease of the backache, general malaise, and often menor- 
rhagia. There is usually promise leucorrhcea, if uncomplicated, 
glairy, not opaque. 

It seems at first sight to be a trivial complaint, but, in pro- 
portion to the length of time it has existed, often proves very 
intractable, and necessitates a considerable amount of patience, 
both on the part of the medical attendant and the sufferer. 

It is, however, a disease of considerable importance, as if 
neglected it becomes a source of much misery, and often a bar 
to pregnancy. Moreover, we are not ina position to disprove 
that, in patients inheriting a tendency to malignant disease, 
it is not a forerunner of epithelioma. 

The majority of cases present themselves to us in the 
out-patient room, and,as hospital accommodation is necessarily 
limited, we cannot as a rule place out-patients in the most 
favourable conditions for rapid recovery. For the most part 
women suffering from granular inflammation are the poor, 
with large families, the consequent home duties rendering the 
needed rest almost an impossibility ; and in our treatment we 
are therefore driven to attempt to cure with circumstances mili- 
tating constantly against our utmost efforts. It is therefore 
scarcely to be wondered at if the results are so often unsatisfac- 
tory, and if we are tempted to pursue a course of treatment that 
may seem needlessly heroic, but which becomes imperative 
if we would successfully combat the disease under such un- 
favourable circumstances. 

Endocervicitis is met with uncomplicated by granular in- 
flammation of the lips of the uterus, though the granular 
condition exists in the cervical canal ; but in cases of granular 
inflammation of the lips there is BEL ee some endocervicitis. 

In flexions of the uterus there is nearly always associated 
granular inflammation, that lip being affected which is on the 
side of the flexion: the posterior lip in cases of retroflexion, 
and the anterior in cases of anteflexion. This is doubtless 
due to the pressure on the side of the flexion producing hy- 
perezemia of the lip on that side, which condition of hyperemia 
being maintained tends to granular inflammation. 
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Granular inflammation is often a sign of the existence of 
submucous induration of the cervix, or areolar hyperplasia, 
though the latter disease may exist without it ; but when this 
condition is present the granular jadammnetied only arity 
pears when the subjacent induration is removed. 

The treatment of granular inflammation of the cervix is 
tedious, especially when it has been allowed to run on for 
some months before advice is sought. To effect a cure it is 
imperative that the patient should rest entirely from exercise, 
and from sexual intercourse ; she should if possible lie up 
for the greater part of the day, in the horizontal position, or 
if possible with the pelvis slightly elevated. The lips of 
the uterus should be freely scarified at intervals of about 
seven days, so as to lessen the local congestion, and in some 
cases it is necessary to carry the scarification to some. con- 
siderable depth. After this has been repeated several times, 
and ergot having been administered in doses of about m xx 
to mxxx of the liquid extract three times a day, some 
astringent caustic should be applied at intervals of from 
seven to ten days. Nitrate of silver, the common refuge in 
such cases, is of little use; in some cases doing positive 
harm. The liquor hydrargyri pernitratis should be used, 
taking due precaution that it does not run upon the vagina ; 
and it will be found that with care a few applications of this 
will effect a cure. Fuming nitric acid may be substituted 
for this in some cases. 

Strong carbolic acid (carbolic acid 9, water 1) is also of 
great use in promoting a healthy condition in the inflamed 
cervix. If, however, the granulations are unusually coarse, 
and do not yield to the above treatment, then the potassa 
caustica lightly applied, so as to destroy the surface, will 
often induce the mucous membrane to put on a more healthy 
appearance. In some cases the application of the potassa is 
extremely painful. In these it is often a good plan to touch 
the affected part with the actual cautery; and since we 
have had introduced into England the excellent petroleum 
cautery of M. Paquelin, we possess a means of applying 
the fer rouge with the least possible alarm to our patients, 
as the apparatus is contained in a small compass, and the 
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preparations for its use do not involve the heating of irons 
at a fire. 

It is much to be hoped that our increased knowledge of 
the pathology of this disease may lead to its more rational 
treatment, and that we may no longer hear of patients 
suffering from, and being under treatment for months for, 
so-called “ulcers of the womb.” 
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OBSTETRICAL SOCIETY OF LONDON. 
Meeting, November 1st, 1876. 


WILLIAM OVEREND PriEstLey, M.D., President, in the Chair. 





Case of Cesarian Section for Cicatricial Obliteration of Vagina. 


Dr. GaLasin showed the uterus and adjoining parts from a case in 
which he had performed Cesarian section on account of cicatricial 
obliteration of the vagina. The patient, aged forty, had been married 
five years before, and two years after was confined for the first time. 
Although there was no contraction of the pelvis, she was two days 
in labour, and, as she stated, the child had eventually to be destroyed. 
Two weeks after delivery incontinence of urine commenced. She was 
afterwards for five months in Guy’s Hospital, having a vesico-vaginal 
fistula just behind the pubes, which admitted the finger. She was 
seen by several surgeons, but it was considered hopeless to attempt 
any operation for her relief. When she left the hospital the entrance 
of the vagina had contracted up to a minute aperture. The menses 
never returned, but after about a year she began to have periodic 
pains every month. Although marital intercourse appeared to be impos- 
sible unless the rectum were used, she again became pregnant. Labour 
pains came on on October 2nd, 1876, but never became vigorous. Foetal 
movements ceased on the 4th. She was seen on the 5th by an extern 
attendant, who unfortunately mistook the case, having probably 
examined the rectum instead of the vagina. When she came under 
observation on the 7th, the sixth day of labour, the pulse had risen 
to 150. Since her condition was too desperate to allow the attempt 
at dilatation after incisions, Czsarian section was resolved on. ‘The 
orifice of the vagina only admitted a No. 6 catheter, being embedded 
in very dense tissue. On opening the uterus, the head of the foetus 
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was found to lie upwards, and nv part of it had descended into the 
cervix, although it was dilated enough to admit two fingers. Some 
fcetid gas escaped, and the surface of the uterus was covered with 
greenish slough. A: trocar and canula was passed from outside 
through the constriction, and the uterine wound closed with thick 
carbolised gut. Not the slightest contraction of the uterus could be 
procured, and hemorrhage took place from the placental site. Not- 
withstanding subcutaneous injections of ergot, and the use of manipu- 
lations, ice, and eventually perchloride of iron, the patient expired 
before the abdominal wound was closed. 

Dr. MEapows thought there could be no doubt as to the propriety 
of the treatment adopted by Dr. Galabin, but he took exception to 
one point in the operation—viz., the employment of catgut sutures in 
the uterus ; they had most signally failed in his own and Dr. Routh’s 
experience. The interrupted current would probably have been most 
useful in restraining hemorrhage and securing firm contraction of the 
uterus, , 

Dr. Rocers had seen two cases of Czesarian section recover where 
no sutures had been employed for the uterine wound, the peritoneal 
cavity not being closed until firm contraction of the uterus had taken 
place. He had also seen two successful cases where silver wire 
sutures had been employed. 


Case of Extreme Hypospadias. 


Dr. Cooper Ross exhibited drawings of a case existing in a boy 
aged fifteen, who had been baptised, brought up and educated at a 
public institution as a girl. When the child was first seen at an 
earlier age, the general appearance was exactly like that of a girl with 
a very large clitoris. The penis was imperforate, but erectile ; and 
when erected was about an inch long. The scrotum was very deeply 
fissured from above downwards, and low down in the fissure the 
urethra opened. In the apparent labia small bodies, the testes, were 
occasionally found, but these were often retracted into the abdomen. 
Since that time the testes have increased in size, so as to place the 


true sex beyond doubt, and are now no longer retracted into the 
abdomen. 





Specimen of Extra- Uterine Fetation. 


Dr. MeaDows exhibited for Mr. Moore, of Moreton-in-Marsh, a 
specimen of the tubal variety of foetation. It was of interest for the 
unusually late period of pregnancy to which it had run on—namely, 
fully the fifth month, the patient having quickened several weeks 
previously. The patient was aged twenty-six, and had three children. 
The last was still-born at the end of February, 1876. She became 
pregnant again about the end of April. She suffered a good deal of 
pain in the left side, but had no hemorrhage or: other unusal 
symptom. On October 5th she was suddenly seized with severe 
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pain and collapse, and died in fifty-two hours. The specimen indi- 
cated the probable cause of the abnormality. The Fallopian tube 
ran along the side of the uterus, and joined it at a distance of about 
two inches below the fundus, and this condition had probably caused 
an obstruction to the passage of the ovum along the oviduct. He 
had observed the same thing in a previous case. The corpus luteum 
was in the ovary on the same side as the affected tube. 

The PresipentT thought that the foetus was of scarcely so much as 
five months’ development. He had a specimen of about that age from 
a case in which the dates had been ascertained accurately, whose size 
was much greater. Hehad had one case of tubal foetation, the spe- 
cimen from which was now in the King’s College Museum, in which 
the duration of pregnancy had been longer than in the present. 

Dr. Braxton Hicks suggested that an extra-uterine foetus was fre- 
quently below the normal standard of size, not having adequate space 
for growth. As to the position of the Fallopian tube, was not this 
due to the side of the uterus next to the gravid tube having been 
deveioped more in proportion than the other side? We knew that 
the point of junction of the Fallopian tube was lower with regard to 
the fundus in the pregnant than in the unimpregnated uterus. 

Dr. Hayes thought that a committee should be appointed to report 
upon it. 

The PRresipEnT asked Dr. Hicks and Dr. Hayes to examine the 
specimen with Dr. Meadows. 





Case of Extra- Uterine Fetation; Removal of Living Fetus by 
Abdominal Section ; hecovery of both Mother and Child. 


By Tuomas R. Jessop, F.R.C.S. 
Honorary Surgeon to the Leeds General Infirmary. 


I am indebted to my friend Dr. Wiltshire, your able Secretary, for 
the opportunity of relating to you the facts of a case of extra-uterine 
pregnancy, in which, by the operation of abdominal section, the lives 
of both mother and child were preserved. I have gladly accepted 
Dr. Wiltshire’s invitation to be present at your meeting to-night, be- 
cause I feel certain that in the Fellows of the London Obstetrical 
Society I shall find an audience at once the most appreciative and 
the most indulgent. : 

I shall not presume in such a place to do much more than merely 
recite my case. As a surgeon, whose knowledge of obstetrics is 
limited by the want of experience, I shall confine the few remarks 
I have to make to the purely surgical aspects of the case, and shall 
purposely avoid any general consideration of the subject of extra- 
uterine gestation ; though I am not without the hope that gentlemen 
more competent than myself may be tempted to enlighten us upon 
some at least of the many important problems which can hardly fail 
to be suggested. 
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My case, then, is as follows :— 

Mary C——, a married woman, aged twenty-six, residing in Leeds, 
had enjoyed fair average health up to the time of the commencement 
of the illness with which we are now concerned. In March, 1869, 
she gave birth to her only child, after a labour in all respects natural. 
After having weaned the child she continued to menstruate with 
moderate regularity up to December, 1874. 

During Christmas week of that year the catamenia were present, 
and as January passed over without a recurrence of “a period,” she 
believed herself to be “in the family-way.” There was no other 
symptom of pregnancy. Mrs. C—— was accustomed to supplement 
her husband’s earnings, which for years, from the slackness of the 
cloth trade in Leeds, had been miserably low, by the proceeds of 
charing. It was about the 3rd of March, 1875, when she believed 
herself to be rather more than two months’ pregnant, that in lifting a 
heavy washing machine she experienced a wrench in the right side of 
her body. This was followed during the ensuing week by severe ab- 
dominal pains and a little feeling of sickness ; but in spite of these, 
and although at times she was compelled to walk ‘ double fold,” she 
continued to attend to her duties. On the roth of March, shortly 
after commencing to wash, she had occasion to go to the water-closet, 
and whilst there, but not in consequence of any effort or straining, 
she was suddenly seized with a violent pain in the right side of the 
belly, which caused her to swoon away. She was immediately carried 
to bed, and Mr. Clayton, her ordinary medical attendant, was sent 
for. As the symptoms presented were those of inflammation—pain, 
swelling of the abdomen, vomiting, constipation, retention of urine, 
and fever—she was treated accordingly. For two months she was 
confined for the most part to bed, suffering constantly from abdo- 
minal pain, sickness, and loss of appetite. 

On the 14th of May she became conscious for the first time of the 
movements: of a child, and at about the same time she observed a 
hard swelling in the lower part of her body towards the right side. 
On the 18th she obtained admission into the Cookridge Convales- 
cent Hospital, near Leeds ; but she returned home after eight days, 
because her sufferings compelled her to lie in bed longer than was 
permitted by the rules of the institution. From this time forward 
she continued to suffer from constant abdominal pain, frequent sick- 
ness, constipation, and want of appetite. Her pains were through- 
out aggravated by every movement of the child, and she was in per- 
petual dread of any such movement. 

On three or four different occasions a discharge of blood from the 
vagina took place, extending once over a day and a night. Her 
flesh and strength rapidly wasted. From time to time the attacks of 
pain and vomiting became more violent, and when, at length, it was 
evident that her life was becoming endangered, Mr. Clayton, who for 
some time past had formed the opinion that the child was lying out- 
side the uterus, sought the advice of Mr. Samuel Hey. ‘These gen- 
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tlemen made a careful examination of the case together on the 13th 
of August. They satisfied themselves of the existence of an extra- 
uterine living foetus, and gave it as their opinion that an operation 
for its removal was called for. Seeing that it was my week for ad- 
mitting patients at the infirmary, Mr. Hey called upon me, and asked 
me to undertake the treatment. She was accordingly admitted into 
my ward that same evening, the 13th of August, 1875. 

I found her looking emaciated and pain-worn, vomiting after every- 
thing swallowed, and constipated, feverish with a dry tongue, great 
thirst, and a rapid feeble pulse. It was abundantly evident that the 
patient was fast sinking. 

At eleven P.M. a consultation of the whole surgical staff was held, 
at which the following observations were made. ‘The abdomen 
throughout was distended. At the umbilicus and below was a large 
rounded prominence, which gradually sloped off towards the ensiform 
cartilage, and terminated inferiorly somewhat abruptly in a hollow, 
which was bounded again by a lesser prominence immediately above 
the pubes. Ona closer examination, the umbilical prominence pre- 
sented the character of a child’s breech. The cleft and the two but- 
tocks were distinctly traceable through the thin abdominal walls, and 
extending upwards in a straight line towards the sternum, the little 
prominences of the vertebral spinous processes were plainly percep- 
tible. Above the pubes two feet could be made out, and above the 
umbilicus, immediately below the ribs, it was not difficult to map 
out the outlines of the two scapule. The rapid beating of the foetal 
heart could be most distinctly heard towards the right side above 
the umbilicus. The breasts were enlarged, and the areole were fairly 
developed. 

On examination per vaginam the uterus felt somewhat enlarged, 
and on measurement by Simpson’s sound its cavity was found to be 
two inches and a quarter in length. The uterus remained motionless 
whilst the abdominal contents were swayed from side to side. On 
several occasions the movements of the child were plainly visible, 
and indicated considerable vigour. After repeated careful search we 
were unable to satisfy ourselves of the presence of a placental 
souffle. The diagnosis of extra-uterine gestation seemed complete. 
The woman’s condition was becoming extremely critical. Under 
these circumstances it was decided to remove the child by abdominal 
section. With the full concurrence of my colleagues, I accordingly 
proceeded to perform the operation at half-past 12 on the morning 
of the r4th August. 

The patient having been placed under the influence of ether, and 
the bladder emptied of urine, an incision six inches long was made 
through the linea alba, with the umbilicus at its centre. The abdo- 
minal wall was unusually thin, but more vascular than common, and 
the peritoneal lining, though natural on its free surface, appeared 
thick and velvety on section. Immediately upon the completion of 
the incision, the breech and back of the child, thickly coated with 


612 Abstracts of Soctetres’ Proceedings. 


vernix caseosa, came directly into view. At the upper part of the 
wound the omentum was seen lying like a cap upon the child’s shoul- 
ders ; and inferiorly the funis, of natural appearance, passed trans- 
versely across the wound, and was traced round the external aspect of 
the left thigh of the foetus to its attachment at the umbilicus. 

The child was in a kneeling position, its breech presenting towards 
the mother’s navel, its head folded upon its chest, buried beneath 
the omentum and transverse colon, the soles of its feet pointing to- 
wards the pubes, and its knees resting upon the posterior brim of the 
pelvis. Its removal was readily effected. The funis was tied and 
separated in the usual manner, and the child was handed over to the 
custody of two gentlemen previously appointed to look after its well- 
being. It was now seen that the gestation had been of the “abdo- 
minal” variety ; no trace of cyst or of membrane could be found. The 
child had lodged in the midst of the bowels, free in the cavity of 
the abdomen. 

A few bands of unorganised lymph of a very friable nature, lying 
upon, but not adherent to, intestines, were readily removed by spong- 
ing, and about an ounce of clear serum was found in the peritoneal 
cavity. On tracing the umbilical cord, the placenta, having a larger 
superficial area than natural, was seen covering the inlet of the pelvis, 
like the lid of a pot, and extending some distance posteriorly above 
the brim, where it apparently had an attachment to the large bowel 
and posterior abdominal wall. Near its centre was a round promi- 
nence, which seemed to correspond with the swollen fundus of the 
uterus beneath. Great and especial care was taken not to cause the 
smallest disturbance to its connexions. The placenta was indeed 
left untouched. The umbilical cord was now brought out of the 
wound and shortened, so as to have its cut end protruding about two 
inches beyond the surface of the abdomen, where it was secured at 
the inferior extremity of the wound by means of a clamp which has 
been invented by the ingenious chaplain to our infirmary—Mr. Gough 
—for the treatment of the pedicle in ovariotomy. The wound was 
now closed by means of six silver-wire sutures passed through the 
entire thickness of the abdominal wall, and including the peritoneum, 
together with as many intermediate superficial sutures of silk. It 
was then observed that the prominence above the pubes before 
alluded to was due to the placenta covering the enlarged uterus. 
Strips of plaster, pads of lint, and a roller completed the dressings. 

The child, a female, was well developed, considering that in all 
probability it had not reached the eighth month of feetal life. Fora 
considerable period of time—from an hour to an hour and a half— 
there was much uncertainty as to its survival owing to very defective 
respiration. Perhaps this might have been due, as was suggested at 
the time by Mr. Hey, to its having become etherised or in other 
manner narcotised through the medium of the mother’s blood. At 
length, through the skilful managment of Mr. Hey and Mr. Scatter- 
good, healthy breathing became established, and the immediate 
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danger to the chid’s life was averted. In the course of a day or two 
a wet nurse was procured for it, and afterwards its progress became 
most satisfactory. 

I will not run the risk of wearying you by a recital from my note- 
book of the mother’s condition from day to day. The further history 
of the case shall be dealt with briefly. 

For the first four days it was deemed prudent to keep the patient 
upon the table in the operating-room, lest her removal should prove 
prejudicial. Afterwards she was placed in a private ward. Morphia 
was injected subcutaneously, at first freely and frequently, subse- 
quently at longer intervals, and on the 26th of September, six weeks 
after the operation, it was finally abandoned. During the first two 
days nothing was given by the mouth but a little ice. On the day 
after the operation, nutrient injections were commenced, and they 
were continued for about four weeks, being given at first once in four 
hours, and subsequently at increasingly long intervals. On the 
morning of August 16th a little flatus, and on the 18th some faeces, 
passed from the bowels. From the time of the operation the vomit- 
ing gradually lessened in frequency and in severity, and by August 
17th it had ceased to follow upon each act of swallowing, and had 
become an occasional symptom only. 

On the 17th, too, the clamp was removed, and the funis, in a gan- 
grenous state, could be traced deeply through the wound. To prevent 
it from dropping into the abdomen it was secured outside by means 
of jute and adhesive plaster. From time to time she complained, 
when not under the influence of morphia, of very great pain at the 
bottom of the body and in the thighs. There was not at any time 
a discharge from the vagina, although she made complaint of pain 
and forcing as if due to uterine contraction. On the 18th of August 
her breast became distended with milk, and by the 22nd it had dis- 
appeared again. Besides the nutrient enemas she now began to take 
a few spoonfuls of milk and gruel by the mouth. On 19th August, 
five days after the operation, the dressings were found soaked with a 
bloody discharge. ‘This continued daily for some time in quantities 
varying from one or two, to as much as eight or tenounces. On the 
22nd it was observed to be offensive, and of a thick, dark, grumous 
character ; and in a few days later the stench arising from it was 
most intense. On 24th August she had a severe rigor, lasting ten 
minutes, and this was followed by vomiting. | 

On August 29th the vomiting had ceased, and her general condition 
had so far improved that her request to have tea and a biscuit was 
complied with. From this time her diet was improved daily—fish, 
eggs, chickens, &c., being cautiously added at intervals. 

On September 4th the funis was cast off as a long slender slough, its 
discharge being followed by a copious flow (six or eight ounces) of 
fluid. 

The wound had now healed in its entire length, with the excep- 
tion of the round hole at its lower extremity, which had previously 


614 Abstracts of Socreties Proceedings. 


been occupied by the umbilical cord. At this time three weeks 
had elapsed since the operation. During the next fortnight the dis- 
charge was most profuse. ‘Two, three, and even four times in the 
twenty-four hours she was seized with agonizing abdominal pains, 
which, after lasting from a few minutes to two or three hours, were at 
once relieved by an outpouring of a quantity of putrescent fluid. On 
the roth of September I stood by her in one of her most severe at- 
tacks, and I was almost alarmed, upon hearing her exclaim, “ There, 
I shall get relief,” to see not less than half a pint of coffee-coloured 
fluid, of the consistency of treacle and unbearably offensive, rapidly 
forced out of the wound. 

On September 14th she complained of pain in the right leg and 
foot, and upon examination these were found to be slightly cedema- 
tous. There was also some tenderness along the course. of the 
femoral vein in Scarpa’s triangle. On the 15tha slough three inches 
long came away. On the 16th the discharge became purulent and 
decidedly less in quantity. It was observed that the supra-pubic pro- 
minence had now disappeared. By the 18th the cedema in the leg 
had gone, and on the roth the patient sat up in bed to dinner. Her 
progress now became steady and equable. On the 27th of September 
she sat for an hour in a chair, and on the gth of October she was 
able to be transferred to the general ward. ‘The discharge had now 
become small in quantity, thin, and serous in character. On the 29th 
of October the wound is reported as quite healed, and three weeks 
later she returned to her home. From that time to the present, she 
has kept in good health. Menstruation commenced about a month 
after she left the infirmary, and has recurred at regular periods ever 
since. . 

The child was as healthy, vigorous, and large as an average child 
born in the natural way, and it continued to thrive well till July, 1876, 
when, after a week’s illness, it died of croup and inflammation of the 
lungs, at the age of eleven months. 

As I announced at the outset, I have no intention of dealing with 
the subject of extra-uterine conception as a whole. It would be 
impossible, indeed, to do so in a single paper of limited length. 
Campbell, Ramsbotham, Hutchinson, and others, have written as 
exhaustively as the recorded material at their command will permit, 
and it would be a fruitless task were I to attempt to go over the 
same ground. Our knowledge of the natural history of these cases 
has, in a great measure at least, become fixed and well-defined. It is 
true that we have as yet much to learn respecting their causation and 
exact mode. of origin; but when once the impregnated ovum has 
been prevented from leaving its ovarian bed at the appointed time, 
or when it has tripped, as it were, in its escape, and tumbles outside 
the grasp of the fimbriated end of the Fallopian tube, or when, again, 
it has been arrested in its onward progress towards the uterus, there 
is not a stage in its further development or decay which has not been 
many times observed and, with more or less accuracy, described. 
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Upon these—causation, mode of origin, progress of development, 
natural terminations—I do not propose to enter. The practical 
points—the questions more especially interesting to me as a surgeon 
—which seem to present themselves most prominently, upon a review 
of the particular case before us, are : first, what are the circumstances 
which induced my colleagues and myself to decide upon the removal 
of a living extra-uterine foetus ? and, secondly, what precautions or 
means did we make use of which may fairly be said to have conduced 
to our patient’s recovery ? 

With regard to the first question it is almost needless for me to say 
that hitherto the teaching of our most eminent obstetricians and _ sur- 
geons has been entirely opposed to operative interference during the 
life of the child, and this teaching has been founded upon the almost 
universally fatal character of operations performed under these circum- 
stances. Dr. Wiltshire informs me that he has sought out a few re- 
corded instances of recovery in foreign lands, but I believe I am 
correct in stating that the case I have just read is the first example in 
this country in which the lives of both mother and child have been 
preserved. Campbell, in his monograph, which forms the basis of 
most subsequent writings upon this subject, says :—‘‘ Of xine women 
operated on during the existence of fcetal life, or soon after its extinc- 
tion, the whole died ;” and again—‘“ By fifty-one operations, only ¢wo 
children were preserved, and in one of these even the details are too 
marvellous for belief.” Dr. Ramsbotham in his “ Obstetric Medicine 
and Surgery,” 5th edition, published in 1867, writes :—‘‘ Ove case is 
recorded in which both mother and infant were saved,””—and he refers 
for confirmation to the “ New York Medical Repository ;” and further 
on he says, “ The results of the cases on record, in which attempts 
were made to save the child’s life by operation, would teach that such 
a proceeding is almost always fatal to the mother, and should there- 
fore not be entertained.” In the face of such overwhelming evidence 
as this, and of a rule so naturally and unhesitatingly deduced by a 
gentleman of Dr. Ramsbotham’s weight and authority, I cannot but 
feel that it lies upon me to show upon what grounds I ventured to 
run so directly counter to their teaching. I have long since come 
to regard the exceptions to a rule as sometimes of more im- 
portance than the rule itself; and there is frequently much 
more to be learned from an exceptional than from a typical example. 
It may be—possibly it may hereafter still be found to be—better and 
safer practice not to interfere than to attempt the removal of a living 
extra-uterine foetus, at least under ordinary circumstances and in the 
majority of instances. Nevertheless, as in this case, exceptional con- 
ditions will sometimes arise which can only be dealt with by a devia- 
tion from the prescribed rules. The life of the mother had been 
gradually ebbing away for weeks, probably for months. At the 
time of Mr. Hey’s first visit to her, it was evident that her condition 
was rapidly changing for the worse. On her arrival at the in- 
firmary we were all agreed that she had not many days, perhaps 
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not many hours, to live. There could be no doubt, on the other 
hand, that the child was not only alive, but that it showed signs of 
vigour and of strength. The mother’s critical condition seemed to 
have been brought about by the continued vomiting and the frequent 
attacks of pain, both of which were probably due to the presence of 
the foetus in her abdomen. Her only possible chance lay in the re- 
moval of the child ; and as to the child itself, there was no apparent 
reason why its life might not be preserved. ; 

Under these circumstances we deemed ourselves justified in under- 
taking the operation—justified, I repeat, because it offered the only 
small chance of saving the mother, and justified again by the fairer 
prospect of preserving the infant. 

And now, lastly, was there anything in the line of treatment adopted 
which may be said to have contributed in any degree to the success- 
ful issue ? 

Putting aside the very critical condition to which the woman was 
reduced at the time of operation—and I am not quite sure that even 
this ought to be reckoned as weighing against the chances of recovery, 
—it would be difficult to conceive a case of extra-uterine pregnancy 
presenting fewer difficulties, or more free from dangerous complica- 
tions. The peritoneum was in a fairly healthy condition, and con- 
tained nothing more than a few albuminous shreds, and a small quan- 
lity of a clear liquid. There were no membranes, no adhesions, no 
enclosing capsule for the child. There was no bleeding to stanch, 
and the abdominal organs were but little disturbed. These facts must 
be kept well in mind when estimating the danger in any future case. 
Nevertheless, two points in: the treatment do seem to me to be 
specially worthy of mention—viz., the care which was taken not to 
interfere in the slightest degree with the placenta, and the provision 
which was made for securing its escape from the abdomen after its 
separation from the maternal structures. Nothing need be said as to 
the form of these precautions, except that the result in this case con- 
firms the wisdom of those who have so strongly insisted upon its im- 
portance. Unless the placenta can be removed without the risk of 
setting up a copious bleeding, it had better be left absolutely undis- 
turbed. But what is to become of it? The placenta formed in this 
case, as it must in most, by far the largest item in the sum of dangers 
to be encountered. Experience has shown that a separation from the ~ 
maternal structures will take place, and that this period of separation 
must be reckoned as one of the most fatal. Besides the risk of 
heemorrhage there are others not less grave—peritonitis, septiczemia. 
All these dangers are diminished by securing an uninterrupted outlet 
for the detached placenta, and such discharges as may accompany its 
separation. The means made use of, after careful consideration, con- 
sisted in keeping the inferior end of the abdominal wound open by 
means of the umbilical cord, left attached to the placenta. Through 
this opening the disintegrated tissue and offensive fluids found ready 
egress, and thus were prevented from spreading damage around. 
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Upon looking back, no device has ever suggested itself to my mind 
better calculated to secure the end which in this case was happily at- 
tained, and I think now, as I did at the time, that to our manage- 
ment of the placenta may be fairly ascribed a large share of whatever 
credit we may claim in bringing about a successful issue. 

The PREsIDENT remarked that as far as his knowledge went, this 
was the first recorded instance of extra-uterine fcetation in Great 
Britain where both mother and child had been saved by abdominal 
section ; notwithstanding the good result obtained, it must not be 
taken as furnishing a precedent and justification for abdominal section 
in other cases of extra-uterine foetation. In many instances the child 
had become encysted, and was converted into an inert mass which 
gradually diminished in size, and did not imperil the life, nor even- 
tually seriously interfere with the comfort of the mother. The dangers 
oi operating were greatly diminished by interfering at a late period 
when the foetus was dead and suppuration established. While the - 
puerperal state lasted, the enlargement of the uterine circulation 
increased the dangers both of septicemia and peritonitis. Such an 
operation as that related could hardly have been justified unless 
the patient were in extreme danger. He thought the plan of leaving 
the placenta quite a sound one. 

Dr. Meapows reminded the Society that some years ago he had 
advocated the very practice which this case now triumphantly vindi- 
cated. He thought it our bounden duty to interfere and rescue the 
child from its perilous position. Statistics of operations hitherto 
seemed adverse to this, but the almost uniformly fatal character of 
the operation was traceable to the forcible removal of the placenta, 
which gave rise to most alarming and generally fatal hemorrhage. 
He hoped Mr. Jessop’s would be the starting-point of a new practice. 
Indeed he would go further, and express a hope that it would some 
day be regarded as sound practice in all cases where tubular preg- 
nancy existed to open the abdomen, and treat the case as we would 
an ordinary ovarian tumour—viz., by removal. Still more, he con- 
sidered was it our bounden duty to interfere and perform primary 
gastrotomy, if the child was living, and beneath the abdominal wall. 
The risks of such an operation would now be moderate, and the 
. patient would have a fair chance of recovery. 

Dr. Snow Beck remarked that the Fallopian tube was perfectly 
open to the passage of a small probe in the specimen Dr. Meadows 
had brought forward this evening. He did not, therefore, see how 
the passage of the ovum could have been hindered by the position of 
the tube. He agreed with Dr. Meadows that a tubal fcetation should 
be treated as a deadly form of tumour. At a later stage he would 
perform primary gastrotomy, not so much in the interest of the fcetus 
as in that of the mother, for he considered that. the danger to her 
was greater if the foetus were left to disintegrate. 

Dr. Wynn WILLIAMs observed that the tube passed through the 
muscular tissue obliquely. 
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Mr. SPENCER WELLS asked for further details as to the provision 
for the escape of fluid from the peritoneal cavity after the operaticn. ' 
As long as the opening in the abdominal wall was free the patient did 
well ; but as soon as the funis came away there were intervals of 
accumulating fluid, at times very foetid, with great pain and feverish 
attacks, followed by gushes of pent-up discharge and relief, until a 
fresh decomposition took place. Perhaps this might have been 
avoided by the use of a drainage tube of glass or vuicanite, and the 
injection of some disinfecting fluid as carbolic acid or iodine. It was 
by attention to such details in after-treatment as well as to improved 
methods of operating that we might hope for very much better 
results now and hereafter than had previously followed gastrotomy in 
cases of extra-uterine foetation. 

Dr. CLEVELAND inquired if he had understood correctly that the 
patient had been sustained for a month by nutrient enamata. He 
thought they might be more successfully resorted to than they have 
hitherto been. 

Dr. Braxton Hicks thought that this case was exceptional ; 
for the sac must have ruptured into the peritoneal cavity. It was to 
be distinguished from those in which the sac remained entire, and 
this distinction had much to do with the point raised by Mr. Spencer 
Wells, of inserting a drainage tube. When the sac remained entire, 
it might itself be used as a drainage tube, and in some cases might be 
stitched to the wound, excluding the peritoneal cavity and leaving 
the abdominal wound open. But it was very different when the 
placenta and funis were free in the abdominal cavity, and surrounded 
by any fluid which might be poured out. He thought that in this 
case, if the funis had been cut short and the abdominal wound closed, 
the placenta might have shrivelled up and given no more trouble. 
In one case of his, in which the sac was unruptured, and was utilised 
as a drainage tube, the placenta came away piecemeal in the course 
of ten days. 

Dr. JaMEs EpMoNDs mentioned a case of Czesarian section in 
which the placenta had been left in the uterus on account of firm 
adhesions, and the patient recovered. This bore out Dr. Hick’s view 
that the placenta might shrivel up and give notrouble. In two cases 
of Ceesarian section of his own he had used no sutures, since he 
could not overcome his repugnance to putting them into a muscular 
organ. Jn both cases the abdomen was kept open for some consi- 
derable time, until the uterus seemed to be fairly closed by contrac- 
tion, and both patients recovered. In the second case some alarming 
gushes of blood continued to take place for three or four hours, but 
the quantity of fluid, and the proportion of blood in it, gradually 
diminished. He administered turpentine to both patients; to the 
former as an enema before the operation, to the latter internally 
afterwards. 

Dr. Epis called attention to the statistics collected by Dr. Parry 
on extra-uterine pregnancy in his recent valuable monograph. He 
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showed that in 500 cases, 248 women went to or beyond term. Of 
these, 122 lived and 125 died, giving a mortality of 50°4 per cent. 
Of 60 cases operated on, 34 lived and 26 died, giving a mortality of 
43°33 per.cent. Of 188 cases reaching or passing beyond term and 
left to nature, 88 lived and 99 died, giving a mortality of 52°65 per 
cent., whilst of 62 gastrotomies for the removal of extra-uterine children 
during or at the end of gestation 30 lived and 32 died, a mortality 
of 51°61 per cent., only 1 per cent. in favour of gastrotomy. Dr. 
Edis thought the time had come when we should reconsider the 
subject, and not be wholly influenced by the mere statistics of pre- 
ceding operations, more especially when we considered tne great ad- 
vancement that had taken place in the diagnosis of these obscure 
cases, and the improved method of dealing with the placenta and the 
alter-treatment generally. In a certain number of cases extraction fer 
vaginam, without opening the peritoneal cavity at all, would be resorted 
to, and the risk to life thus materially lessened. He thought that to 
the majority of cases in which the fcetus was left to become encysted, 
the patients succumbed to some later contingency, and that such deaths 
were generally not recorded. By gastrotomy there would be a fair 
prospect of saving a large number. 

Dr. PALrrey thought we were tied down by the tradition of 
our old teachers. In his own experience he had formerly been 
uniformly unsuccessful. The cases died from two causes, some 
were poisoned by opium, and others from too much stimulant. 
He considered it the duty of every man to operate for extra- 
uterine foetation as soon as it had been clearly ascertained. The 
patient’s life was in peril, and we were bound to rescue her 
from that peril, if possible. He regarded the statistics of our 
forefathers as valueless in guiding us in the present day. In 
cases of gastrotomy he had formerly given three grains of opium im- 
mediately, and afterwards a grain every four hours, and all his cases 
were then unsuccessful. In one case he was sent for to perform 
Czesarian section in the country, and it happened that no opium nor 
stimulants could be procured ; and the patient did perfectly well. In 
a second case he profited by this lesson, and gave only a little brandy 
with beef-tea, and this patient did equally well. 

Dr. AVELING thought the position of the child in the abdominal 
cavity a subject of great interest. Floating freely as it did when 
alive without the retaining influence of the uterus, he expected to 
find the head carried by its greater weight towards the pelvis, the 
opposite, however, was the case ; this might be accounted for by the 
recumbent position which the woman had been obliged to maintain 
by the altered shape of the abdominal cavity caused by the filling up 
of the pelvis by the enlarged uterus and the placenta. The case being 
so unusual offered a good opportunity of testing the relative value of 
the gravitatory and reflex theories of foetal position near the end of 
pregnancy. 

Dr. WILTSHIRE thought we ought to congratulate Mr. Jessop on 
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the success of his case, this being the first case in the literature of the 
English language where both mother and child had been saved. 
Keller, of Strasburg, had related nine cases, in which four of the 
mothers recovered, and seven children, one being a case of twins. 
The diagnosis of these cases was very difficult, especially in the early 
months. In cases of Fallopian gestation we were apt to get rupture 
about the second month, when the cases were regarded as pelvic 
hzematocele or cellulitis, there being a mass detected to one or other 
side of the pelvis, and the uterus enlarged. He himself had had such 
acase. The effusion after awhile disappeared, but left a swelling 
which was diagnosed as extra-uterine foetation. Pregnancy went on 
up to about six months, and he was thinking of performing gastro- 
tomy with the hope of saving both mother and child. Owing tosome 
uncertainty in the diagnosis, the operation was delayed. Suddenly 
collapse came on, with symptoms of peritonitis: the patient, how- 
ever, pulled through after a severe illness, this being now five years 
ago. ‘T'wo years ago he heard that the foetal bones had recently been 
removed from the rectum. In this case rupture had occurred at an 
early stage, and yet the child went on growing. The diagnosis be-— 
tween extra-uterine foetation and hematocele was sometimes very 
difficult. Cramp-like pains, and the presence of a mass at the side of 
the uterus were the best available signs. He doubted, however, whether 
a certain diagnosis could be made in the early months. In the later 
months the apparently superficial position of the child was very de- 
lusive. A case occurred in Paris where every one who examined it 
thought it extra-uterine. At full term gastrotomy was just about to 
be commenced, when a final vaginal examination was made, and the 
vertex found to be presenting. He agreed with Dr. Meadows that, 
in case of rupture of a tubal foetation, some might be snatched from 
death by immediate gastrotomy. In the abdominal form, he thought 
-we were called upon to perform primary gastrotomy, ‘leaving the 
placenta untouched, and allowing a free passage for the débris. 
After the death of the foetus, the operation was still more urgently 
called for. 

Dr. Wynn WILLIAMS mentioned a case in which Dr. Greenhalgh 
diagnosed extra-uterine foetation at an early stage, and aspirated the 
liquor amnii through the vagina. No further trouble ensued. 

Mr. Jessop, in reply, said that he was highly gratified with the 
reception his communication had met with, and accepted the valuable 
information which he had received from Dr. Meadows and others. 
With regard to the use of nutrient enemata, there had been severe 
vomiting before the operation, and this continued afterwards. 
Enemata of beef-tea, egg, brandy, with a little opium were employed 
on this account, but ‘food was also given by the mouth. As to the 
use of a drainage- tube, at the time he hardly knew what would be- 
come of the placenta, whether it would shrivel up, or must come 
away piecemeal. He considered that the tube would be so much 
additional foreign matter, and would cause a greater risk of perito- 
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nitis than there would otherwise be, if it were not necessary for the 
placenta to be disintegrated. It was hardly the case that the patient 
became worse after the removal of the funis from the angle of the 
_ wound. There was no sign of septicemia or inflammation, although 
there was periodical pain and discharge of retained fluid. He did 
not therefore think that he was justified in interfering by inserting a 
tube or making injections with a syringe. He was glad to hear Dr. 
Meadow’s advocacy of the operation. He thought, however, that we 
should hardly ever be able to diagnose tubal gestation unti! the 
patient was in the throes of death. It was very rare for such a case 
ea a stage of development such as that in the specimen on the 
table. 
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Case of Multilocular Tumour, complicated with Preonancy, Rupture of 
the Cyst, and Peritonitis ; Ovariotomy, Miscarriage, and Death. 


By GrorGE H. Kipp, M.D. 


The case was that of a lady, thirty-eight years of age, who resided 
in the south of Ireland. He (Dr. Kidd) was asked to see her early 
in the month of March, and on visiting her he found her confined to 
bed, the abdomen being exceedingly large, measuring somewhere 
about forty-four inches in circumference—so large, in fact, that it 
interfered seriously with respiration, with the heart’s action, and with 
the digestion of food. The lower part of the abdomen, thighs, legs, 
and feet were very cedematous. The whole surface of the abdomen 
was tender to the touch (the patient shrank from having it touched), 
and her expression was one of great anxiety. She was very much 
emaciated, and there was a considerable amount of fever, the pulse 
being about 112. She suffered very much from: night sweats, and 
the urine was loaded with lithates. He was asked to-see the lady chiefly 
to determine whether she was pregnant or not, and, if pregnant, he was 
asked to induce labour. On making an examination, the conclusion 
he came to was that the greater portion of the abdominal swelling was 
formed by an ovarian tumour, that there was a large quantity of 
fluid in the cavity of the peritoneum, and that if she were pregnant, 
it could not be for more than between four and five months. Having 
arrived at this conclusion, he recommended, instead of inducing 
labour, that they should in the first instance tap the abdomen, which 
would afford some relief to the constitutional disturbances which she 
was suffering from, and at all events allow us to arrive at a more 
complete knowledge of the case, and would also afford time for con- 
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sideration as to the further steps to be taken. Accordingly he tapped 
the tumour the day he first saw her and drew off about five quarts of 
fluid. The greater portion of this fluid was from the cavity of the 
peritoneum. It was thin and serous, but a considerable portion of it 
also came from the ovarian tumour. He tapped first the cavity of 
the peritoneum, and drew off as much as he could, and he then passed 
the trocar on into the tumour, and he succeeded in tapping four cysts 
of multilocular ovarian tumour. After that he was able to trace the 
outline of the uterus and confirm the opinion that he had already 
airived at in consultation on the case, that the uterus was enlarged 
to about the fourth or fifth month of pregnancy. He was able to 
hear the placental murmur, and very faintly a foetal heart. He could not 
say with absolute certainty that he heard a foetal heart, but he believed 
he heard it. At all events, he felt then in a position to express his 
opinion that she was pregnant about five months. The result of the 
tapping was to afford her very great relief. She slept well that night, 
and was so much relieved, that a week afterwards she was enabled to 
undergo a railway journey of six hours and come to Dublin. Of 
course she came with every means that could be used to lessen the 
fatigue of the journey, and to enable her to bear it, which she did 
remarkably well. He saw her afterwards, and expressed his opinion 
that the only possible chance for her life was the removal of the 
tumour, and it was for the purpose of having this done that the lady 
was brought to Dublin. When she arrived in town he found that 
she had again so much increased in size that the abdomen was again 
forty-four inches in circumference. It had increased four inches from 
the time he had tapped her, from the Sunday until Tuesday week 
following. The breathing was again becoming difficult and oppressed. 
At this period she was seen by Mr. Spencer Wells, and he took the 
same view that he (Dr. Kidd) had done, as to the question of 
pregnancy, the question of the multilocular ovarian tumour, fluid from 
the cavity of the peritoneum, and some peritonitis consequent upon 
it. He suggested as he (Dr. Kidd) had done before, that this fluid 
was from the rupture of one of the cysts of the multilocular tumour. 
On that Tuesday Mr. Wells again tapped the cavity of the peritoneum, 
and drew off about five pints of fluid. On the following day he pro- 
ceeded to operate, and performed the major operation, to remove 
the tumour. When the cavity of the abdomen was laid open there 
came a large quantity of fluid out of the peritoneum, then the preg- 
nant uterus came into view, and afterwards the tumour. Mr. Wells 
then proceeded to remove the tumour. He found it in an exceedingly 
soft condition—so friable that it broke down under his hands. There 
was distinct evidence of recent peritonitis. ‘There were bands of 
lymph tying coils of the intestine to one another. There was an 
effusion of the lymph on the parietal surfaces of the peritoneum, and 
soft adhesions between the abdominal wall and the tumour. How- 
ever, these adhesions yielded very freely; but the tumour was so soft 
that it came away in fact piecemeal. As there was no possibility of 
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removing it entire, there being some firm adhesions between the 
omentum and the tumour, it had to be torn away, and portions of the 

omentum in two places had to be ligatured and cut away. Mr. Wells 

ligatured these, and round the pedicle he passed a double ligature, 

drew it tight at each side, cut the ends of the ligature short, and 

dropped it back into the peritoneum. He then closed up the wound 

in the ordinary fashion, by sutures passing through the whole thick- 

ness of the abdominal wall, drawing them into a series of surfaces 1n 

contact with one another. The operation took place about twelve 

o'clock on Wednesday. In the course of the afternoon labour pains 

set in, and at six o’clock in the evening a five months’ foetus was ex- 

pelled. Fortunately no hemorrhage occurred, and there seemed to be 

no collapse or other inconvenience to the mother on account of the 

labour. ‘The progress of the case from the day of the operation until 
the following Sunday was exceedingly favourable. ‘he poor lady her- 
self said that she was more comfortable than she had been for months. 

The cedema of the abdominal walls and the extremities quite dis- 
appeared, and the pulse became lower than it had been for some time 
before the operation. The temperature varied from 100°, 101°, 102° ; 
on Sunday it was 103°, and ultimately it came down to 99°. Everything 
seemed so favourable that he (Dr. Kidd) was speaking to a medical 
friend on the subject on the Sunday after his visit, and he could not help 
saying to him that he thought she was safe. However, there was fluid 
accumulating to some degree in the cavity of the abdomen during this 
time, and in the course of Sunday a quantity of fluid was forced out 
through the abdominal wound, and the result of this was a consi- 
derable amount of collapse. When he saw her he found her very pale 
and shrunken, and in a state approaching syncope. By giving her 
stimulants, tightening the binds of the abdomen, and ejecting ether 
she rallied. And while speaking of ether he might say in passing that 
its effect was not very beneficial in thiscase. The patient rallied and 
after a few hours seemed nearly as well as before. The collapse on 
this occasion seemed to him to be due rather to the sudden removal 
of the pressure on the abdominal vessels ; it was like a patient being 
tapped with a large trocar in the upright position: when pressure 
is taken off the vessels, a quantity of blood accumulates in the 
vena cava. After this there was a sudden discharge of serum from 
the abdominal wound, and it was evident that this was running the 
patient down. It was simply debility. However, the constant flow 
_ of serum from the abdominal wound and the emptying of the blood- 
vessels produced this prostration. It occurred to him that perhaps 
if he could stop the secretion of the fluid it might improve her chance. 
The idea that presented itself to his mind was that he might inject 
some iodine into the cavity of the peritoneum, which was, of course, 
a very serious experiment, but one that he thought advisable. He 
communicated with Mr. Wells, and decided to support her strength. 
They gave her as much nourishment as they could, but the prostra- 
tion continued, and the lady sank and died a week after the operation. 
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He thought this was the first occasion in this country in which ovario- 
tomy had been performed during pregnancy. Mr. Wells in his book 
gave six cases in which he operated during pregnancy ; it was re- 
markable that in all six the patients recovered. The farther compli- 
cation in this case was peritonitis and the rupture of the cyst. That, 
too, however, was not an unexampled instance, for at the meeting of 
the British Medical Association at Oxford, a case was detailed where 
ovariotomy was performed notwithstanding the presence of peritonitis, 
and then a few hours after the woman was delivered of a full grown 
child. So that he thought they had sufficient grounds for going on to 
say that the operation was not prohibited either by the pregnancy or 
by the existence of peritonitis. This subject he had occasion to bring 
before the Society at a former meeting.. In 1870 the subject of the 
operation of ovariotomy during pregnancy was under discussion in 
London, and before 1870 there was a very important paper read by 
Dr. Playfair on ovarian diseases as complicated with pregnancy. In 
the discussion which took place at that period, to which Dr. Playfair’s 
paper gave rise, Mr. Wells and Dr. Barnes also took part. Dr. Play- 
fair had collected details of fifty-seven cases, in which he told 
them that the tumour was pushed aside by the foetal head. pre- 
senting an ovarian tumour, and not causing any detriment to the 
birth of the child. In reference to that subject, he (Dr. Kidd) might 
mention that he had brought forward a case in which he had 
succeeded in operating on a tumour of this description, and in which 
the labour terminated favourably. The question remained whether 
the labour should be induced with a multilocular cyst or the ovarian 
tumour removed. 


Meeting, Fune toth, 1876. 


The PrestpENT (Dr. More Madden, Vice-President, being in the 
Chair) exhibited a recent specimen of an ovarian cyst which had 
been removed from a patient in the Rotunda Hospital on the previous 
Tuesday. 

Dr. MorE MappEN thought the Society owed the President its 
thanks for the details he had given of the interesting case, and still 
more for the candour and courage with which he had come forward 
and detailed the circumstances of an unsuccessful case—a candour 
which, if more frequently imitated, would lead to better results in 
medical statistics at large. As the President was willing that there 
should be a discussion on the communication, he (Dr. More Madden) 
had no doubt that some of those present (who, like himself, had had 
the opportunity of witnessing the skill which the President exhibited - 
in the operation in question) would be happy to bear testimony to 
the ability with which the case was treated, notwithstanding its 
unfavourable termination. 

The PRESIDENT intimated that as the next business on the paper 
was the adjourned discussion on Dr. Kidd’s case of *‘ Ovarian Disease 
(Multilocular Tumour) complicated with Pregnancy, Rupture of a 
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Cyst, and Peritonitis” (communicated at the April meeting of the 
Society), it would be better that the discussion on that paper should 
now proceed, and the two cases could be dealt with at the same 
time. 

At the request of Dr. Denham, 

Dr. Kipp gave a brief resumé of the chief points touched on in 
his communication. 

Dr. DenuHam. said he would be very slow to operate on pregnant 
women with ovarian tumours, and he generally preferred waiting 
until the result of the pregnancy had: been attained, and then when 
the proper time arrived—if it was thought right—that would be the 
suitable time for operative interference. . The whole subject was so 
fraught with interest that one scarcely knew where to commence in 
dealing with it. ‘The whole question involved was the propriety of 
the operation. He felt that the subject was so important that it was 
difficult to discuss it with calmness. Baker Brown, one of the first 
operators in the world, had nine cases of ovariotomy, seven of which 
were fatal. Only two, therefore, recovered, and he was so shocked 
with the result that he ceased to operate altogether. Mr. Bird also, 
a very able surgeon, had operated on thirteen cases, but the mortality 
was so great that he either ceased to record his cases, or he ceased to 
operate altogether. There might be something in the atmosphere of 
this country ; but he believed Mr. Spencer Wells had come over to 
Ireland on five different occasions to operate, and four of the patients 
died. He knew that Mr. Spencer Wells’ operations in this country 
had been anything but successful. 

Dr. GEORGE JOHNSTON said he had not much experience of ovario- 
tomy, never having performed the operation. In cases such as the 
President had described he did not think he would be justified in 
operating. At the time that the patient first came to the Rotunda 
Hospital it was considered that it would not be justifiable to operate 
on her, inasmuch as she was in good health and suffering no pain, 
the only inconvenience she suffered from being her large size. It 
could be distinctly diagnosed that the case was one of unilocular 
tumour, and the result of the tapping showed that the diagnosis was 
a correct one. He must say that he would have been very tenacious 
about operating in that case. With regard to the early operation he 
did not consider that it would be at all prudent that they should do 
so. He hada case under his observation at present which showed 
this. The patient was still in good health, and it was now nearly 
eighteen years since she first came under his notice. He had got 
the late Dr. Johnston to see her, and he wisely said, with his charac- 
teristic bluntness, “ There is just one little remedy that will be of 
great use in that case, and it is a very valuable one ; it is the ‘ tinc- 
ture of time.’” (A laugh.) That lady was actually smaller now 
than she was at that time. He had another case—it was one of 
fibroid tumour—and that patient either had not very much increased 
in size, and she enjoyed good health. She was of very large size, 
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and she had had the opinion of several, and they did not consider it 
prudent to’ attempt to operate. At any rate, the patient was sur- 
viving it. He did not wish to say anything further on the subject, 
except that he would be rather tenacious in operating in these cases 
unless he saw that really the case was an urgent one, where the 
patient was suffering extreme pain, and that there was a tendency to 
an evil result. 

Dr. MacSwiney thought it would be greatly to be regretted if the 
operation of ovariotomy were to be discredited by any discussion in 
that Society. Persons who, like himself, had no experience from 
personal performance of the operation, but only knew the records as 
they were to be found in the literature of the subject, could not all 
coincide in the opinion that it is an operation that should not be had 
recourse to. On the contrary, as it appeared to him, the records of 
the operation of ovariotomy clearly demonstrated that when it was 
performed on those occasions when, he presumed, the skill of the 
obstetric surgeon alone recommended it to be performed—occasions 
when it appears probable that the life of the woman would be the 
forfeit of not performing the operation—that on such suitable occa- 
sions the results have been in the highest degree satisfactory. He 
took it that it was not an operation that was performed merely because 
it might result in the safety of the woman, but an operation per- 
formed when, humanly speaking, there seems to be no chance of the 
woman surviving unless relieved of this tumour ; and although there 
might be something in the atmosphere of Ireland to render the cases 
peculiarly fatal (a laugh), still he thought they were bound to admit 
that there had been many successful operations in this country. He 
was not prepared with the statistics, but he was aware that there were 
some members of the Society present who had had successful cases, 
and he had the great satisfaction and pleasure of seeing two success- 
ful cases—one an operation at which he was present, and the other 
he saw prior to the operation, both of these operations being per- 
formed by the President of the Society, and both resulted in the 
recovery of the patients. He (Dr. MacSwiney) would venture to 
raise his voice against any attempt to discard the operation of ovario- 
tomy in suitable cases. 

The PRESIDENT said the discussion had taken two aspects—rst, 
as to the advisability of operating during pregnancy, and 2nd, as to 
the justifiability of ovariotomy at all. As to the first aspect, that was 
one of the most difficult questions which he thought the obstetric 
surgeon could be called upon to decide. It fell to his lot within the 
past week to decide on that question. A patient was sent to him 
with a well-marked ovarian tumour. She was also, he believed, preg- 
nant some eight or ten weeks—at least, so he believed—but at that 
period of pregnancy, with a large ovarian tumour in front, it was out 
of his power to say definitely whether the patient was pregnant or 
not. He believed in that case it was his duty to wait and see what 
effect pregnancy and the co-existence of the tumour would have, and 
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certainly unless grave symptoms arose, he did not intend to interfere in 
that case ; but it was exceedingly probable that he might be compelled 
either to tap her or have recourse to the operation. He, however, 
certainly thought that he ought to wait, and not perform ovariotomy 
on a pregnant woman unless the symptoms demanded it. He thought 
that those were the views of Dr. Kidd and Mr. Spencer Wells. Dr. 
Kidd’s case was one that must have terminated fatally if left alone. 
With regard to the question of whether ovariotomy was justifiable or 
not, he did think that the statistics of Mr. Spencer Wells were suffi- 
cient justification of the operation. Mr. Spencer Wells’ mortality did 
not exceed 20 per cent. ina list of 100 cases, and Mr. Keith, of Edin 
burgh, in 50 cases, had only 8 deaths. He. (the President) did not 
think the air of Ireland had anything to say to the success or non- 
success of the operation; he thought some of the causes of the 
latter result were preventable. His own very limited experience 
was such that he did not put himself forward as an authority 
at all. He had, however, had the good fortune to save two 
patients. One of these patients would certainly, in his opinion, have . 
been dead months ago if it were not for the operation. ‘The other 
woman, though actually not dying, still had a rapidly increasing 
tumour, and he thought her end would have been as the average of 
those had been. With reference to the case he had detailed that 
evening, he had no hesitation in saying that he believed he was justi- 
fied in the performance of the operation. This was a woman who 
measured round the waist not much under two yards, was quite un- 
able to walk with any degree of comfort, and whose size was rapidly 
increasing. When she was tapped in the Rotunda Hospital some 
months ago, in the course of four weeks the tumour was again dis- 
tended, and the large amount of twenty-one quarts had been removed. 
He wondered how long the woman would have lasted after the removal 
of twenty quarts of fluid every three months. He had before him 
the results of 500 cases tapped by Mr. Spencer Wells, and the mor- 
tality of those cases was 25 per cent.—a mortality greater than 
that which was the average of the operation of ovariotomy. Allu- 
sion had been made to the é/a¢ of the operation and the temptation 
of large fees. He did not think anything could be more discredit- 
able to a medical man than the performing of the operation for the 
mere question of é/at, He did not think there was one member of 
the Society who would operate in an improper case for the sake of 
éclat. He (the President) had been asked to operate twice within the 
last three years, and he refused, because he saw that the cases would 
in all probability terminate fatally. On the other hand, nothing would 
ever deter him from performing an operation that he believed him- 
self called upon to perform with the view of saving a life which 
otherwise must perish. 

Dr. Kipp, in the course of his reply, said that the discussion had 
taken a turn which had surprised him very much indeed. How they 
should go back to discuss the propriety of ovariotomy at all he 
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could not understand. If there was any question in surgery which 
could be proved to demonstration, he believed it was the propriety, 
and not only the propriety, but the absolute duty, of the surgeon to 
perform ovariotomy. Mr. Wells said in his book that he was brought 
to see a patient by one of the leading physicians in London, who 
spoke to him about the risks of the operation, and as to how any 
man could dare to undertake the operation. The reply he received 
was, how could any man dare “to leave the poor woman to die 
without an effort to save her?” And he (Dr. Kidd) believed that 
was the more important question when they remembered that the 
average duration of life in cases of ovarian tumour was under two 
years. It was the mostepainful death perhaps that one ever wit- 
nessed. He thought there were very few surgeons of the present 
day who did not recognise the propriety of this operation; but at the 
same time he quite concurred with Dr. Denham and Dr’ Johnston 
that there were many cases in which the operation should not be 
attempted. He had himself declined to perform ovariotomy in a 
case in which another surgeon in Dublin operated upon the patient, 
and successfully. In that case the woman gave him (Dr. Kidd) a 
history of having had a tumour for fourteen years, and even after that 
time it was not a large tumour. Its rate of growth was not great, and 
her health was not bad, and in consequence he strongly advised that 
there should be no operation. However, the woman went into: 
another hospital, and in a few days he was present, and saw the 
tumour removed. He must say that he thought in that case the 
operation entailed an amount of risk that he would not recommend 
a patient to undergo. He had seen many other cases where he had 
advised the patients not to undergo the operation, the health not 
being seriously injured by the tumour, which was not rapidly growing. 
There were certain cases where an ovarian tumour might go on for a 
number of years without imperilling the patient’s life, and in those 
cases the operation should not be performed. But if a tumour were 
rapidly growing, and a woman’s health suffering, then he said that it 
was evidently going to run her into her grave within a few months, 
and he did not hesitate in such a case to recommend the operation ; 
but it was an operation that he thought should not be undertaken 
without the patient’s being made fully aware of the risk she incurs by 
its performance, and she herself must decide as to whether she will 
risk a few months of life and suffering against the prospect of perfect 
recovery, and it was to be remembered that recovery in these cases 
was perfect recovery. That was a very important point. A woman, 
if she recovered after the operation, might enter into all the relations 
of life. But the case which formed the subject of his communica- 
tion, was as to the operation taking place during pregnancy. Now 
Dr. Denham had spoken about the risk of abortion coming on after 
the operation, and had recommended that the operation should be 
postponed until after the termination of pregnancy. He quite agreed 
with Dr. Denham with regard to that, and that was the point that he 
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(Dr. Kidd) brought before the Society so long ago as 1870. If the 
case were one of multilocular cyst, and that they could not reduce 
the size of the tumour by tapping, the risk in that case was very much 
greater. But if in addition to that they had a case of multilocular 
cyst, and the tumour had ruptured, the contents escaped into 
the peritoneum, and the woman would die in a few days, probably, 
and they knew in similar cases that the operation had been per- 
formed and the patients had lived, surely it was their duty to recom- 
mend the operation? That was the first case recorded where an 
abortion took place after the operation, and in all the other cases the 
patients went on to their full term of pregnancy after the operation. 
Dr. Johnston had spoken of cases running on for eighteen years, and 
he had also referred to cases of fibroids. Cases of ovarian diseases 
that run on for eighteen years are exceedingly rare. He believed 
that in many of those cases of very prolonged duration there had 
been an error in diagnosis. He did not say that with regard to 
Dr. Johnston’s cases, but it was very doubtful whether they were 
cases of ovarian tumours. . If they were subperitoneal fibroid tumours 
he did not think they should be operated upon. That, however, 
did not involve the question of ovarian tumours. The President had 
aliuded to a case of pregnancy of eight or ten weeks. He (Dr. Kidd) 
could scarcely imagine the question of ovariotomy arising in that 
case, unless the ovarian tumour was in a condition requiring opera- 
tion. If it was a case of eight or ten weeks’ pregnancy, and if the 
ovarian tumour did not require the operation, he did not think they 
should interfere, and in that case he would prefer the chance of 
inducing abortion to attempting the operation, if he saw there was 
necessity for it. The object of his paper in 1870 was to show that 
in a number of cases they might have pregnancy run on perfectly 
safely and well to the full term, notwithstanding the presence of the 
Ovarian tumour, and his paper was drawn forth by the remark of 
Dr. Barnes, that it was impossible for ‘an ovarian tumour and a 
pregnant uterus to exist in combination. 

Dr. JoHN A. Byrne then detailed the history of a very interesting 
case, a sequel to one which he had brought before the Society at a 
previous meeting. He gave a brief reswmé of the former case, which 
had occurred in his practice. ‘The woman was pregnant of her second 
child; her first child, a male, was delivered by cephalotripsy, the 
forceps having been tried by him and Dr. Kidd, who assisted him, 
without success. On examination by himself and Dr. Kidd it was 
ascertained that the conjugate diameter was somewhat less that three 
inches. He recommended to her to have premature labour brought 
on if she again became pregnant at the end of the seventh month of 
gestation. He accordingly at the expiration of that time induced 
premature labour by the use of Dr. Barnes’ hydrostatic dilators, and 
when the os uteri was fully dilated, he performed version by the 
bipolar combined method, as recommended by Dr. Braxton Hicks. 
The child, a female, was born alive, and lived six hours. Dr. Byrne 
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recommended in the strongest manner to the members of the Society, 
the adoption in suitable cases of Dr. Braxton Hicks’ plan, and he 
illustrated by drawings the different stages of the operation. This 
patient again became pregnant, and on the zo4th day labour came 
on spontaneously, and a male child was born, which presented by the 
feet ; the child lived six weeks, and eventually died from bronchitis. 
Dr. Byrne dwelt upon the singularity of the phenomenon. of the 
uterus taking an expulsive spontaneous action at the same period 
exactly in a labour subsequent to that in which he had induced it by 
operative means ; he also discussed at some length the proper mode 
of treatment in those cases where we are certain from measurement 
and the history of previous labours that the conjugate diameter is 
narrowed, and concluded a very interesting and really practical paper 
by recommending that labour should be induced and version be 
performed, thereby giving a chance of life to the child, rather than 
resort to the dreadful alternative of craniotomy, after the unsuccessful 
application of the forceps, in those cases where the conjugate diameter 
was somewhat less than three inches. 

Dr. Kipp, after corroborating the facts contained in Dr. Byrne’s 
description of the case, thought if they had experience of a previous 
difficult labour, and they were quite satisfied that they had a small 
pelvis, it was a great deal safer for both mother and child to induce 
labour at the seventh month. 

Dr. DENHaM considered inducing labour at the seventh month in 
such cases as the one described by Dr. Byrne an excellent practice, 
the chances for the safety of the mother being greater, and he believed 
the chances for the child were tenfold. 

The PRESIDENT showed one of the largest intra-uterine polypi he 
had yet removed. Its substance was not dense, but its thickness 
was so great that on attempting to use the écraseur the resistance 
was something tremendous. It was removed from a married woman 
aged thirty-eight years, who had never been pregnant. She suffered 
from profuse menorrhagia—so profuse that menstruation became 
almost continuous. She was in good health up to four years ago. 
She was at the time of the operation in the most anzemic condition 
in which he ever saw a patient. 
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The Relation between the Sex of the Fetus and tts Pulse-rate. 


In the Archiv fiir Gynekologie, B. ix. H. 3, Dr. Engelhorn, of 
Leipzig, publishes some observations on this subject. -Thirty-seven 
cases are recorded, and in most of them the observations were repeated 
several times on different occasions. Remarkable variations of the 
pulse-rate of the same foetus were observed, amounting sometimes to 
a difference of more than twenty beats. Extraneous influences had 
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been eliminated, as far as possible, by taking observations only when 
the woman was quietly at rest, and when the fcetus was also quiet. With 
regard to the sex of the foetus no constant rule was found to hold. 
The average frequency in the case of boys was indeed somewhat less, 
being 137°7, as opposed to 140°8 in the case of girls. But the 
difference thus shown is of so trivial an amount, as compared with 
variations at different times, or associated with other causes, as to be 
of no avail for the diagnosis of the sex. There were also several 
instances in which very rapid pulse-rates (such as 150 or 160), 
occurred in boys, and very slow pulse-rates (such as 128) occurred in 
girls. 

With regard to the variation of the foetal pulse-rate at different 
times, some relation seemed to be shown between it and the maternal 
pulse-rate, although there were not unfrequent exceptions to the 
rule thus established. But, taking all the cases together, to maternal 
pulse-rates between 60 and 80 corresponded an average foetal pulse- 
rate of 134°9; while to maternal pulse-rates between 80 and 160 
corresponded a foetal pulse-rate of 143°9. The author suggests that, 
in the absence of any vascular or nervous connexion between mother 
and foetus, the relation between the pulse-rates thus shown may 
depend upon differences in the amount of carbonic acid in the blood, 
affecting the vaso-motor centres of the foetus. Many observers 
have noticed a similar acceleration in the foetal pulse when the mothe 
is suffering from any acute febrile condition. 3 

A relation between the size of the foetus and its pulse-rate might 
be thought probable, since such a relation holds both in the case of 
different animals, and in that of adult human beings; for the ex- 
planation of the latter fact which has been suggested—namely, that it 
depends upon the different rates of loss of body heat, is only hypo- 
thetical. The idea that such a relation exists seems to be confirmed 
by the author’s statistics, for he finds that to a length of the fetus 
between 40 and 45 cm. corresponds an average pulse-rate of 1479, 
to a length between 45 and 50cm. an average pulse-rate of 1379, 
and to a length over 50 cm. an average pulse-rate of 126°6. To 
this rule, however, as to the others, there were frequent excep- 
tions. In conclusion, the author decides that the tempting idea of 
diagnosing the sex of the foetus by means of its pulse-rate is not justi- 
fied by experience. 





The Choice of Operation in Cases of Contracted Pelvis. 


In the annual report of the Lying-in and Gynecological Hospital 
at Konigsberg, Professor Hildebrandt expresses at considerable 
length his views as to the management of labour in contracted pelves. 
These have several features of originality, and differ somewhat consi- 
derably from those generally accepted in this country. The in- 
duction of premature labour occupies a prominent place among 
the means used. ‘This is resorted to in all cases, provided they 
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come under observation in time, when the pelvis is flattened, and 
has a conjugate diameter between 6°5 and 8°5 cm. (2°5 and 3:3 
inches) ; also in pelves having a conjugate between 80 and 9‘5 cm. 

(3:1 and 3°7 inches), if there is general contraction in addition. 
Both forceps and version are regarded as having but a very limited 
range of utility in distorted pelves, and as being apt to prove dange- 
rous and fatal to both mother and child. Version is considered 
permissible only with a lax, unirritated uterus, especially if the mem- 
branes are unbroken, or have only just ruptured, and when there are 
conditions present, apart from the contraction of the pelvis itself, 
which prevent the head engaging in the brim, such as pendulous 
abdomen or excessive pelvic inclination. Forceps are never to be 
applied except when the head has nearly passed the plane of the 
pelvis where the distortion exists, and only slight traction is required 
to overcome the remaining obstruction. If three steady tractions do 
not avail, the instrument is to be at once discarded, and craniotomy 
performed. 

Setting aside these exceptional cases, the mode of proceeding is 
the following :—As far as possible, even in higher grades of defor- 
mity, delivery is left to the powers of nature, and ample time is 

allowed for the moulding of the head. If symptoms occur indicating 
the inability of nature to effect the expulsion, or calling for a speedy 
completion of delivery, craniotomy is resorted to, without regard 
whether the child is alive or dead. This operation’ is performed by 
the curved trephine of Braun of Vienna. The expulsion of the head 
afterwards is left to nature if possible ; but if the pains are inadequate, 
or the head too resisting, Braun’s cranioclast is used. The solid 
blade is passed within the skull, the fenestrated blade over the face, 
and the head is then extracted, when the compression screw has 
been tightened. This operation Professor Hildebrandt regards as 
quite free from peril to the mother. The cephalotribe he denounces 
as the most barbarous and unwieldy of all obstetric instruments, and 
its use as fraught with extreme danger.— Bericht der Neuen Gyntkolo- 
geschen Universitits Klinik. Leipzig 1876. 


6) 


fetation in a Rudimentary Uterine Horn. 


Dr. Hanns Chiari, of Vienna, relates a case in which a litho- 
peedion was formed after the rupture of a rudimentary left uterine 
horn, which had become gravid. He was making the inspection of 
the body of a woman, aged sixty, who had died from the effects of 
aortic obstruction. The uterus proved to be a.uterus unicornous 
dexter, and formed a curved body, 7 ‘5 cm. long and 2°5 cm. thick, 
the cervix being inserted into the vagina in the “ordinary way. The 
right Fallopian tube and round ligament were inserted in the usual 
way at the angle of the uterus. From about the middle of the con- 
vexity of the curved uterus on the left side was a fibrous band, about 
the thickness of the little finger, and four cm. in length. This led toa 
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small body about two cm. long and one cm. broad, at the outer end of 
which the left Fallopian tube and left round ligament were inserted. All 
these structures lay between the folds of the left broad ligament, which 
extended beyond the middle line towards the right side. On the 
posterior surface of the small body lying between the Fallopian tube 
and the rudimentary band was a triangular cicatricial depression, 
around which the peritoneum was deeply pigmented. ‘The left tube 
was somewhat arched in its outer half on account of slight adhesions 
to the ovary of the same side, but was completely pervious. A fine 
probe passed along it, entered a central cavity within the small body 
already described, and its point could be felt beneath the cicatrix. 
It could not, however, be passed in any degree into the band con- 
necting this body with the uterus, and when this band was cut trans- 
versely, no canal could be detected in it either by the eye or by the 
microscope. It was a solid band consisting of connective tissue and 
unstriped muscular fibres. 

In the pouch of Douglas towards the right side, and fixed by firm 
adhesions, was the shrivelled and contorted body of a foetus, which 
seemed to have reached a development corresponding to about the 
commencement of the fourth month of pregnancy. ‘It formed an 
oval body about four cm. long and two cm. broad. The superficial 
tissues of the foetus were infiltrated with calcareous particles. 

The author concludes that a rudimentary left horn of the uterus 
must have become gravid, and have ruptured in the fourth month of 
pregnancy, the foetus becoming converted into a lithopzdion. He 
could not obtain any information as to the sexual life of the patient, 
but the occurrence had probably taken place from fifteen to twenty 
years before death. Such an issue to a foetation in a rudimentary 
uterine horn is a very rare one, although there is in the Vienna 
Museum a specimen of a similar kind found by Rokitansky in a 
woman fifty-eight years of age. Of thirteen other cases which the 
author finds recorded, death followed quickly upon the rupture in 
twelve. In one, related by Pfeffinger and Fritze, a lithopeedion was 
formed in the rudimentary horn itself, and was retained for thirty years. 

The case is of interest from the evidence which it affords as to the 
migration of spermatozoa or ova. For since the rudimentary left 
horn was impervious in the part near to the uterus, either the sperma- 
tozoa must have traversed the peritoneal cavity and reached the left 
ovary, or the left Fallopian tube must have taken up a fertilised ovum, 
which had escaped from the right ovary.— Wiener Medizinische Wo- 
chenschrift, November 24th, 1876. 


A Successful Case of Transfusion. 


Mr. Victor A. Wartenberg records a successful case of transfu- 
sion performed at the Manchester Royal Infirmary. The patient was 
a youth aged twenty-two, on whom Mr. Bowring, assistant surgeon to 
the hospital, had performed amputation of the thigh for old-standing 
strumous disease of the knee-joint. After the separation of the liga- 
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tures, secondary hemorrhage repeatedly occurred, and, on the last 
occasion, the patient became pulseless, perfectly blanched, and the 
heart’s action almost imperceptible. 

Mr. Hardie determined to try transfusion, but with a very faint 
prospect of success. One of the resident pupils volunteered to sup- 
ply the blood. An attempt was first made to practise immediate 
transfusion by means of Dr. Aveling’s instrument, but without success. 
The bulb and tube had not been previously filled with any fluid, and, 
under these conditions, the blood refused to flow through the instru- 
ment. <A pint of blood was then collected and defibrinated by passing it 
twice through a fold of muslin. The total quantity was thus diminished 
by about four fluid ounces. The remaining fluid portion was then 
slowly injected by means of an extemporised apparatus into the 
largest visible vein in the patient’s arm. It was observed that the 
blood would not flow freely into the vein until the latter was tied 
round the canula with a fine ligature. Precautions were taken 
throughout the proceedings to maintain the blood at its normal tem- 
perature by immersing the vessels containing it in boiling water. 

Immediately after the operation was concluded, the pulse became 
a little stronger, but the patient did not entirely recover from the 
state of collapse for nearly a couple of hours, when he recognised 
those about him, and was able to speak to them. The next morn- 
ing his temperature rose to 102°4°, but fell again towards the evening, 
and after that he made a good recovery without a single bad symp- 
tom.—Lancet, September 23rd, 1876. 


Statistics of Guy's Hospital Lying-in Charity. 

In the volume of Guy’s Hospital Reports for 1876 is contained 
a report by Dr. Galabin of the cases which have occurred in the 
Lying-in Charity during tweive years, comprising no less than 23,591 
deliveries. The patients are attended in their own homes by the 
students, and two senior students, who have obtained a legal qualifi- 
cation to practise, reside within the walls of the hospital, and are 
ready at all times to assist their juniors. The assistant obstetric phy- 
sician is sent for in all cases in which any operation is performed. 

The maternal death-rate was 4°4 per 1000, or 1 in 22 3, deaths from 
all causes being included. ‘This is somewhat higher than the very 
low death-rate in the preceding report of nine years, which was only 
2°94 per 1000, or r in 338. ‘The chief item of increase is in the 
number of deaths due to causes independent of delivery, which 
amounts to fifteen, as compared with one only in the last report. 
For the first twenty-one years of the Charity’s existence, the death- 
rate was 7°I per 1000 or in 140. In comparing the mortality with 
that of similar institutions, it should be noted that the unmarried are 
attended as well as the married, and that no recommendation is re- 
quired. Many fatal cases of puerperal septicemia or eclampsia 
occur in girls who have been seduced. Forty-one fatal cases of sep- 
ticeemia occurred, including seven which followed obstetric operations 
or placenta preevia, This gives a proportion of 1°7 per 1000, or x in 
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575. In the last report of nine years the proportion was 1 in 676; 
in the preceding twenty-one years x in 234. No communication 
was traced between any of these cases, and they did not generally 
occur in groups. On one occasion there were four deaths from sep- 
ticeemia among patients delivered within one month, but all four were 
attended by different gentlemen. No single instance of scarlatina 
after delivery occurred among the 23,291 patients, nor is any such 
recorded among the 37,369 deliveries previously reported, a result 
probably to be connected with the fact that the cases are attended by 
gentlemen not engaged in general practice. In one instance a child 
suffering from scarlatina was placed in the same bed with a patient 
soon after delivery, and she died with symptoms indistinguishable 
from those of puerperal peritonitis. This case, therefore, would 
seem to tell against the view that such a transformation in the mani- 
festations of the disease depends upon the zymotic poison being in- 
troduced into the genital passages. There was one case of scarlatina 
at the sixth month of pregnancy. The patient miscarried, but re- 
covered well. Three patients were suffering from small-pox, and 
were delivered during the course of the disease. One of these died 
two days after delivery. Two patients were attacked by small-pox 
after delivery, and both recovered. There was a fatal case of typhoid, 
which commenced before labour, and one of typhus which began on 
the sixth day after delivery, and ended in recovery. The patient 
passed favourably through an attack of erysipelas of the face com- 
mencing on the tenth day. 

A progressive diminution has taken place in the number of cranio- 
tomy cases. In the first twenty-one years the proportion was 3°6 
per 1000, in the next nine 1°2 per 1000, and in the last twelve o°7 per 
tooo. Among the eighteen cases included in the present report, 
there were six deaths ; three from septicemia, two from exhaustion, 
and one from gangrene and suppuration about the uterus. 

The use of forceps in protracted labour has become more frequent, 
as craniotomy has become more rare ; but the proportion of cases is 
still very small, as judged by the standard of modern practice, a re- 
sult which necessarily follows from the rules of the Charity. In 
the first twenty-one years the proportion was 2°7 per 1000 for forceps, 
and 4°4 per tooo for forceps and vectis together. After this the 
vectis was no longer used, and in the next nine years the forceps 
cases were 4°8 per I000; in the last twelve 5°t per 1000. ‘This 
very sparing use of forceps seems to be associated with a good result 
as to the maternal mortality, the most frequent causes of death having 
been septicemia after easy labour (30 out of 106) and hemorrhage 
(23 out of 106). Out of the 121 forceps cases, five of the mothers 
died, one from hemorrhage, one undelivered, and three from septi- 
cemia. If to these be added six deaths after craniotomy, two after 
version for protracted labour, and also two from septiceemia and one 
from hemorrhage, which occurred after protracted labour terminated 
naturally, we have twenty deaths after difficult labour out of the 
whole 23,591 deliveries. ‘This gives a proportion of only o°8 per 
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tooo. As regards the effect on the foetal mortality, it may be ob- 
served that the death-rate is below the general average, and has un- 
dergone a progressive improvement, although the mortality is very 
high in cases of presentation of the funis, or upper extremity, and also 
in pelvic presentations. In the first twenty-one years it was 5°2 per 
cent.; in the next nine 4°6 per cent. ; in the last twelve 4°08 per 

cent. For vertex presentations the percentage stillborn is 2°7 for 
the last twelve years, 2°9 for the preceding nine ; but that many of the 
children might have been saved by an earlier use of forceps appears 
probable from the considerable number of stillbirths among the 
forceps cases. Of the 121 children, 76 were males, of whom 52 were 
living and 22 stillborn; 47 were females, of whom 40 were living 
and 7 stillborn. These numbers do not include cases 1n which for-: 
ceps were applied on account of any complication, such as eclampsia, 

or accidental hemorrhage. 

With regard to the results of version or the application of forceps 
in contraction of the pelvic brim, some change has taken place since 
about the middle of the twelve years, at which time a pair of forceps 
came into use having longer handles, and less yielding in the blades 
than those previously employed. Thus, in the first half of the period, 
delivery was effected by version in thirteen cases of protracted labour, 
in five of which forceps had first been tried in vain. The children 
_were living in ten out of the thirteen cases, and in three out of 
the five in which forceps had failed. In ‘the latter half of the 
period version was only once successful in effecting delivery, and 
the child in that case was not saved, while the mother after- 
wards died from pneumonia. In one other case version was _per- 
formed after the failure of forceps, but had to be followed by cranio- 
tomy. During the same time delivery was effected by forceps seven- 
teen times, Cape the head was arrested at or above the brim, and 
fifteen of the children were saved ; while, during the first half of the 
period, forceps were successful only seven times under such circum- 
stances, and only three of the children were living. In all the 
twenty-four cases in which long forceps were successful when the 
head was arrested at or above the brim, the mothers did well. Out 
of the fourteen cases of version under similar circumstances, there 
was one in which pelvic cellulitis occurred; a second, in which 
post-partum hzemorrhage took place, and the mother died after three 
weeks with septiceemic pneumonia; a third, in which the mother died 
on the seventh day from pneumonia. It would seem therefore that 
the power of the forceps used greatly affects the result, and that the 
high forceps operation has not proved a dangerous one to the mothers. 

Somewhat detailed accounts are given of twenty-six cases of 
eclampsia, especially with reference to the frequency of albuminuria. 
Of cases in which a specimen of urine was obtained, it remained free 
from albumen in only one, in which the convulsions followed con- 
cealed post-partum hemorrhage, and the pulse was dicrotic and com- 
pressible. In a second case, that of a confirmed epileptic, the urine 
contained a cloud only of albumen, and after death the kidneys were 
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found to be hard and deeply congested. In a third case, in which 
the patient had also suffered from epilepsy, the urine tested soon 
after the commencement of the convulsions was free from albumen, 
but next day it contained a little, and the quantity of albumen con- 
tinued to increase while the patient remained under observation. In 
a fourth case, in which eclampsia came on three days after post-partum 
heemorrhage, the urine passed before the convulsions contained no 
albumen, but another specimen drawn off afterwards was albuminous. 
In all the other cases the proportion of albumen was large, and in 
most of them casts were also numerous. But frequently at the end 
of two or three days the albumen had disappeared, or was reduced to 
a trace. Of all cases in which a specimen of urine was obtained dur- 
ing the last forty years, it remained free from albumen in only two ; 
one of these was that mentioned above, which followed internal 
hemorrhage; inthe other evidence of arachnitis was found post- 
mortem. Jn forty-one cases albuminuria is recorded, and there were 
others in which cedema of the face existed, but no specimen of urine 
was obtained. 

In the earlier part of the twelve years venesection was resorted to 
in the more severe cases, but since October, 1868, no patient has 
been bled, and reliance has been placed chiefly upon the administra- 
tion of chloroform, often for many hours, even when there has been 
stertor and deep lividity of face. Out of fifty cases recorded before 
the change in the mode of treatment, there were fifteen deaths, or 30 
per cent.; out of twenty-three cases recorded since, there were five 
deaths, or 2t°7 per cent. But in two of these five fatal cases there 
was no opportunity for the continuous use of chloroform, and in a 
third the patient, a confirmed epileptic, was not seen till she had been 
comatose for three days. In one fatal case, the only in which the 
temperature was noted, it rose to 108°8° before death. Of two 
cases in which the first convulsion occurred before the onset of labour, 
both were fatal; of sixteen in which it occurred during labour, four 
were fatal; of nine, in which it occurred after delivery, one was 
fatal. Of the last, four occurred in the same individual at successive 
confinements. : 





GHynecie Summary, 
Lneision aud Discission of the Cervix Uteri. 


In a paper read before the New York Academy of Medicine Dr. 
Peaslee reviews the different methods of performing the operation 
of trachelotomy for the relief of dysmenorrhcea and of sterility, when 
depending on stenosis of the cervical canal. 

The first of these is the deep incision of the cervical canal by 
Simpson’s metrotome, or some modification of it, such as that of Dr. 
Greenhalgh. The former was devised by Sir J. Simpson in the 
belief that the stenosis producing dysmenorrheea and sterility usually 
exists at the internal and not the external os uteri, and in the hands 
of its author the incisions were made with much freedom, and not 
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unfrequently in the consulting-room. Dr. Peaslee remarks that it 
is stated, on unquestionable authority, that some of his patients died 
in consequence of the operation, and others narrowly escaped death. 
He himself relates the case of a lady who was sterile, but had no 
stenosis of the cervical canal, and suffered from no other uterine 
symptom. Passing through Edinburgh, she was advised to consult 
a distinguished gynecologist there who had frequently performed the 
operation. He at once incised the cervix, and soon after his depar- 
ture such alarming hemorrhage occurred that the patient’s life was 
barely saved, and she had to pass the summer in the apartment 
where she was. Dr. Peaslee wonders that such results are not more 
common than they are actually found to be, since, by these incisions, 
the internal os is enlarged to more than three times its normal width, 
and the walls of the cervix are cut more than half through on both 
sides, even by what is described as the lesser incision. Hence there 
is a liability, not only to perilous hemorrhage, but to pelvic cellulitis 
and septic peritonitis. The author admits that Simpson’s operation 
generally cures dysmenorrheea, at any rate for the time, but states that 
the incision may cicatrise, and the dysmenorrhcea eventually be repro- 
duced in a severer form. He argues, however, that sterility is very 
rarely cured, unless the cervical tissue has been divided less deeply 
than was intended by Sir J. Simpson himself. ‘This he attributes to 
the fact that the whole cavity of the uterus, cervix and corpus toge- 
ther, no longer retains its normal form, but resembles a wide-necked 
flask without a bottom, so that it is not likely to retain the seminal 
fluid, and if pregnancy does occur the ovum is likely to escape from 
the uterine cavity prematurely. The latter has been found by expe- 
rience to be a common result. 

The next operation discussed is that of Sims. This consists of 
two parts. ist. A complete discission of the whole of the vaginal 
portion of the cervix, up to its vaginal attachment on both sides, by 
scissors. 2nd. An incision of the whole canal above, and including 
the os internum on both sides, by a narrow, razor-pointed knife. To 
this Dr. Peaslee objects that the risk of hemorrhage and septiceemia 
is even greater than in Simpson’s operation, on account of the com- 
plete division of the vaginal portion on both sides. ‘To the five fatal 
cases mentioned by Prof. Thomas as the result of the operation, he 
could himself add as many more. He also considers that with 
respect to the cure of sterility, itis even more objectionable than 
Simpson’s method ; for not only is the retentive power of the uterine 
cavity diminished, as in the other case, but the severance of the 
cervix on both sides at once destroys all contractile force in favour 
of conception, and the two pendulous flaps also act as valves to 
prevent the entrance of the spermatic fluid into the cervical canal. 
The same objections are considered to apply to Sims’ operation for 
the treatment of anteflexion. This consists first of the division of 
the vaginal portion posteriorly, up to the vaginal attachment, by 
scissors ; and secondly, of an incision made anteriorly above and 
posteriorly below by a narrow, razor-shaped knife passed up the 
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cervical canal. To the latter the name of sagittal incision has been 
given, from its object of “ bringing the incision of the cervical canal 
into a line with the uterine cavity.” Dr. Peaslee also points out 
that this object cannot possibly be carried out without opening the 
peritoneal cavity, if the body of the uterus is more forward than its 
normal position, and thus it is applicable only to cases in which the 
cervix alone is flexed forward. : 

Considering that in all of these operations, in consequence of the 
too extensive division of the walls of the cervix, a risk is run of pro- 
fuse, and sometimes fatal, hemorrhage, pelvic cellulitis, septic peri- 
tonitis (usually fatal), sterility (if not previously existing), and a 
tendency to miscarriage, the author has himself instituted a series 
of investigations as to the normal dimensions both of the external 
and of the internal os uteri. The result at which he arrives is that, 
in the nulliparous woman, the narrowest point of the cervical canal 
is, when opened by the passage of the menstrual fluid, an ellipse, 
whose conjugate and transverse diameters average respectively one- 
sixth and one-eighth of an inch, its area corresponding very nearly 
with that of a circle one-seventh of an inch in diameter. The external 
os, also elliptical when moderately dilated, has dimensions averaging 
one-fourth and one-sixth of an inch. It thus has an area exactly 
twice that of the internal os, and equalling that of a circle one-fifth of 
aninch in diameter. He has also made observations to ascertain the 
lowest average diameter of the two ora in parous women, who are 
neither sterile, nor have dysmenorrhcea, as a rational standard for 
determining the extent of incision actually required for the removal 
of stenosis of either external or internal os, when it exists. He finds 
that the internal os presents nearly twice the area of that of the 
imparous woman, in the majority of cases admitting a sound one-fifth 
of an inch in diameter, though in a large minority one from one-seventh 
to one-sixth of an inch only can be readily passed. He therefore 
regards a diameter of one-fifth of an inch as ample for the removal 
of stenotic sterility and dysmenorrhcea. He finds the external os 
admits a dilator one-fifth of an inch in diameter and upwards ; in 
some cases as high as one-fourth, or even three-tenths of an inch, 

Dr. Peaslee’s own operation, to which he gives the name of super- 
ficial trachelotomy, and the instruments for performing it, were first 
described at the New York Obstetrical Society about eight years 
ago. It consists of incising the internal os, if the stenosis exist at 
that part, and the external, if at the latter, to such an extent as to 
give both their precise average dimensions in the parous woman, 
neither more nor less ; also overcoming any other point of stenosis 
existing anywhere else in the cervical canal. The extent of the 
incision is such that when the internal os is but one-eighth of an 
inch wide the mucous membrane is not quite cut through ; when it 
is one-tenth of an inch wide the incision divides the mucous mem. 
brane, and extends one-hundredth of an inch into the tissue beneath 
it. Thus the arteries nearest the internal os are never reached. 

The instrument devised to secure this effect consists of a flattened 
tube containing a single blade. The former is eight inches long 
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and seven-sixteenths of an inch wide, except its terminal one, and 
three-fourths of an inch, which has a width of but one-eighth of an 
inch, so that this terminal portion enters the cervical canal as readily 
as asmall sound. The blade has a nut and screw attached to its 
posterior extremity to gauge the extent of its passage into the cervical 
canal, and a blunt point and lateral cutting edges for one and five- 
eighth inches at the distal end. There are two blades for each 
instrument, the cutting portion of one being one-fourth of an inch | 
wide, and of the other three-sixteenths of an inch. If the stenosis 

is confined to the internal os, the narrower blade is used ; if both 
ora are contracted, the wider instrument is passed through the 
external, and the other blade then introduced, and the inner os 
incised by it ; and in cases of decided congestion, in which a greater 
dilatation is desirable on account of the tumefaction of the mucous 
membrane, the wider blade alone is sometimes used for both ora. 
The dilator is used every second day after the operation for a week, 
and two or three times more once a week. 

In hospital practice Dr, Peaslee makes use of Sims’ speculum, 
drawing down the cervix by means of a tenaculum. In private 
practice he places the patient on the back, and passes the tube into 
the cervical canal precisely like the uterine sound. ‘The patient - 
need only be kept in bed for two or three days. In only two cases 
out of nearly three hundred did slight cellulitis ensue, and the author 
considers the operation less dangerous with respect to this result 
than the use of a tent.—American Journal of Obstetrics, August, 1876. 
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ON THE LACERATIONS OF THE EXTERNAL 
GENITAL ORGANS (EXCEPT THE HYMEN) 
DURING LABOUR IN PRIMIPARZ.* 


By J. MatrHews Duncan, M.D. 


THE following inquiry was undertaken with a view to ac- 
quiring greater exactness of knowledge, and to the correction 
of positive errors and omissions which are to be found in our 
best works, including text-books. The extent, variety, and 
number. of the injuries will, indeed, probably astonish most 
obstetrical readers. 

The cases were all deliveries in the Royal Maternity Hos- 
pital during one of my short incumbencies as ordinary phy- 
sician. The women alleged primiparity, and in all there was, 
in the condition of the hymen, corroborative evidence of the 
truth of their assertion. The condition of the hymen is not 
stated in the reports of the cases; but I am responsible for 
all the statements of injuries, the examinations and reports 
having been made by myself. The statements as to the 
position of the head and as to the bleeding were in some 
cases verified by me; but for these MM. Macdougall, Nelson, 
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and Graham are responsible, being the house-surgeons who 
had charge of the deliveries, In the cases will be found no 
negative statements, but only the actual injuries observed in 
each. When the anterior edge of the perineum alone is re- 
ferred to, as for instance in a laceration not amounting to 
half an inch in linear extent, it is called the fourchette. An 
ordinary perineal laceration includes a laceration of the four- 
chette, although the latter is not mentioned. 

It would have been desirable to have, for comparison’s 
sake, a similar report to this on the injuries inflicted by the 
passage of the child at the full term on multipare, and I may 
have the pleasure at some future time of supplying the 
desideratum. It may be here remarked that there is a very 
creat difference in respect of injuries of the external genital 
organs between primiparee and multipare. The former 
never escape without injury or injuries other than of the hymen 
merely. 

The multipara, on the other hand, may bring forth her 
child without a scratch being produced; or she may have 
merely a slight laceration of the mucous membrane at the 
posterior part of the vulvar orifice, or only a vestibular lacera- 
tion. 

To the clinical instructor deliveries without injury in mul- 
tipare are valuable as affording him opportunities of demon- 
strating the true character of the lochia ; for when there are 
lacerations, the commixture of this discharge with pus renders 
the demonstration extremely difficult and unsatisfactory. But 
to the pathologist the presence of injuries in primipare, and 
their comparative slightness or absence in multiparz, have 
the gravest significance, for these circumstances no doubt offer 
a substantial part of the explanation of the far greater mor- 
tality among the former than among the latter. The greater 
amount, also, of the injuries in elderly than in young primi- 
parze, as described by Hecker and Winckel,* is surely also a 
part of the explanation of the increased mortality of the 
former. 

An important clinical observation in connexion with these 


* “Berichte und Studien,’’ Band ii. S. 232. Leipzig, 1876. 


during Labour in Primipare. 643. 


lacerations is the frequently small amount of pain which they 
occasion after confinement, and the want of any apparent re- 
lation between the amount of injury and the amount of pain 
suffered after delivery. In Case XI. the lacerations were 
numerous and very severe, the vulva having the appearance 
of being gashed in various directions, yet the woman declined 
to admit she had any pain in the pudenda, and catheterism was 
frequently performed without any complaint being elicited. 

The injuries are called lacerations and tears, because these 
words express their mode of production. Most were like 
clean cuts, some more or less ragged on the edge. Others 
might be called deep abrasions and have been designated 
ulcers. 

The injuries that can be discovered in examining women 
after delivery are, for the most part, arranged around the 
vulvar opening in a stellate manner radiating from a centre. 
This is what is naturally expected, the lacerations resulting 
from distension of this orifice, the strain being in the direction 
of the nearly circular margin of the aperture, or at right angles 
to radii from the centre of the orifice, while the lacerations 
are, of course, more or less in the direction of radii. Of the 
89 injuries described in these reports of 25 cases 83 were of 
this stellate character, or about 93 per cent. 

But all the injuries were not of this stellate character, or 
produced by distension of the orifice of the vagina, or of the 
vulvar orifice of exit. Some were evidently the result of 
longitudinal or axial strain, which naturally gave rise to 
lacerations more or less circular or parallel to the margin of 
the distended orifice—that is, transverse to the direction of 
the strain. Priestley* has, as is well known, described a re- 
markable case of this kind ; and among my twenty-five cases 
there are found examples in the Cases VIII., XXII. and 
XXIV., or in about 12 per cent. Sometimes, as in Case VIIL., 
the orificial margin is detached partially, and one end of 
the detached portion being torn across, hangs loosely as a flap. 

Besides these two kinds of injuries, there is a third among 
those visible on examination—namely, the central perineal 
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ruptures. While the two former are connected with the 
vaginal and vulvar orifices, this last has no relation with any 
strain on the vaginal or vulvar orifices. It is the result of 
over-distension of the passage Jeading towards the vaginal 
orifice, the strain being transverse to the axis of the passage 
and the laceration in the direction of the passage. Indeed, 
considering the uniform structure of the parts, we hold the 
direction of the injury to indicate the direction of the strain 
as being at right angles to it. Among the injuries described 
in the twenty-five cases, three cases, or about 12 per cent., 
belong to this last or central perineal category—namely, 
Cases ITIL) Vivands x 8 

These central perineal ruptures, as they either do not 
penetrate into the vagina from without, or are conjoined with 
ordinary perineal rupture, may not readily have their true 
character recognised ; and I have therefore elsewhere directed 
special attention to them. But there are points in connexion 
with the slightest kind, such as is beautifully exemplified in 
Case III, that demand particular description. In that case 
the direction of the long slight central perineal laceration was 
sagittal, occupying the position of the raphé.. This direction 
of the injury indicates that the strain was in direction coronal, 
or from one ischial tuberosity to the other. The laceration 
affected only the superficial layer of the corium, while the 
deeper layer and the epithelium remained entire. This depth 
of the laceration was easily verified during the progress of the 
case, for during the second and third days of childbed the 
epithelium was peeled off, and the laceration could easily be 
examined. Then it was linear, and could not be observed 
but by separation of the edges. Theskin was merely cracked 
or partially split. The epithelium, though subjected to the 
greatest strain, did not yield, while the superficial part of the 
subjacent corium yielded, and a little blood become effused 
beneath the epithelium. It appears to me that we have here 
the pathogeny of the cracks of the abdominal and mammary 
integument occurring in pregnancy and at other times. The 
epithelium remains entire while the subjacent corium is 
cracked by a process very slow compared with the perineal 
cracks or splits under immediate description. This kind of 
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cracking is observed not only in central perineal ruptures, but 
also as short extensions or continuations of ordinary perineal 
ruptures beginning at the fourchette. | 

The vestibular lacerations had sometimes the character of 
deep abrasions, but generally were very like incisions or clean 
sharp-edged cuts, and _ these bled freely and for a long time. 
Some of them bled freely when their edges were separated 
two days after their occurrence, but none of them caused alarm 
or required special attention. They took place before the 
birth of the whole head, and the bleeding from them could be 
observed before the head was completely born. No doubt 
all of these stellate lacerations of the vulvar orifice take place 
in the same way as the ordinary perineal rupture, the tear 
beginning at the edge of the distended part forming the 
vulvar orifice and running backwards through the whole thick- 
ness of the edge ; and it may be even beyond the part wholly 
fissured, along the outer or inner surface of the tissues 
forming the margin. That the vestibule is folded in this 
way I have repeatedly verified by examination, finding the 
orifice of the urethra considerably within the distended vulvar 
orificial margin, formed by a transverse fold of the vestibular 
mucous membrane. 

While in none of the twenty-five cases was laceration of 
the posterior margin of the vaginal orifice absent, in not one 
was it the only injury present. It was always accompanied 
by some other tear. In one case, the Vth, there were eight 
separate lacerations. 

In Cases V., IX., XIII, XX. and XXIV., or in 20 per 
cent., the vaginal as distinguished from the vulvar orifice had 
other stellate lacerations besides the inevitable posterior 
one. 

In several instances the vestibular and anterior lacerations 

were more extensive than the perineal and posterior ; but the 
latter generally were the predominant injuries in their extent. 
At the same time it is an important and unsettled question 
whether mere extent is the proper measure of pathological 
importance or not. 

While the posterior or perineal lacerations were almost 
invariably in the mesial line or very near it, the anterior 
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vestibular lacerations were very rarely mesial. In only one 
vestibular laceration was the position mesial—Case XIV. 

In ten cases out of twenty-five the perineum escaped 
unhurt, the fourchette being entire. In only nine cases out 
of twenty-five was the vestibule untorn. In other words, the 
perineum was more or less torn in 60 per cent., the vesti- 
bule in 64 per cent. In the much larger collection of cases 
by Schroeder™ he found the perineum more or less torn in 
61 per cent. Besides these perineal tears there were, it 
must be remembered, in the twenty-five cases, many tears of 
the vaginal orifice, of the nymphz, and of the labia. 

On the right side there were 20 lacerations, on the left 
side 27, Probably here lies some part of the explanation of 
the greater frequency of phlegmasia dolens and of perimetritis 
and parametritis on the left than on the right side. 

Eighteen foetal heads were delivered in the first position, 
and among these cases there were 29 orificial injuries ; of 
which 29, 12 were on the right and 17 on the left side. 

Seven foetal heads were born in the second position, and 
among these cases there were 18 orificial injuries ; of which 
18, 8 were on the right and 10 on the left side. 

Before leaving this interesting subject, I shall call attention 
to some important matters. 

It has been shown by Winckel that catheterism is more 
frequently required in childbed the greater the injury of the 
perineum ; but it is probable that the relation, as yet unde- 
cided, between the necessity for catheterism and vestibular 
lacerations, may be even closer. 

The value of supporting the perineum, although demon- 
strated theoretically, has not been proved experimentally, 
that is, in the only irrefragable manner. But even if it were 
proved experimentally so far as the perineum merely was 
concerned, that is in maintaining its entirety, that would not 
prove its value on the whole, for there would remain to be 
investigated the question whether the saving the perineum 
did or did not increase the number or severity of the injuries 
of the other parts of the vulvar orifice. 


* “*Schwangerschaft, Geburt, &c.,” S. 163. 
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It is well known that at the present day there is a very 
great tendency in the profession to the more and more fre- 
quent use of the short forceps, a tendency fostered by the 
use of chloroform in labour, and one which in my opinion 
demands repression, not encouragement. Now the question 
of the utility of frequent use of the forceps is very far from 
being decided. One of the elements of it is the number 
and severity of injuries caused by forceps delivery, as com- 
pared with those caused by spontaneous delivery. It has 
been shown that perineal injuries are much more grave and 
frequent in forceps deliveries than in spontaneous births ; but 
it has still to be decided what part the use of this instrument 
plays in causing this evil consequence, and further, what 
influence forceps delivery has on the number and severity of 
other vulvar injuries. 


CASE I.—E. B., aged nineteen, delivered August 2nd, and 
examined August 4th. The head was born in the first posi- 
tion. Child male, weighing 6 lbs. 8 oz. Bleeding during 
birth of head not watched for. The posterior margin of the 
vaginal orifice is torn. The left labium is deeply abraded 
Over a surface a little more than half an inch broad, and 
nearly on a line with the middle of the vaginal orifice. 


CASE II.—J. S,, aged thirty-two, delivered on August 8th, 
and examined August 11th. The head was born in the first 
position. Child female, weighing 10 Ibs. 9 oz. The vaginal 
orifice is lacerated posteriorly, and in continuity with it the 
perineum for three-quarters of an inch. 


CASE III.—M. K., aged twenty-five, delivered on August 
8th, and examined on the following day. The head was 
born in the first position. Child male, weighing 7 Ibs. 
8 oz. Outer layer of corium split as far back as the margin 
of the anus; the epithelium entire, and its translucence 
allowing a line of ecchymosis to be seen beneath. Posterior 
margin of vaginal orifice lacerated, and in continuity the 
fourchette for one-quarter of an inch from its margin. 
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CasE IV.—C. M., aged twenty-two, delivered on the toth 
of August, and examined on the following day. The head 
was born in the second position. Child male, weighing 
7 lbs. Bleeding from anterior part of vulva was observed 
before the birth of the head. Vaginal orifice lacerated pos- 
teriorly, Vestibular laceration a little to left of mesial line, 
and extending from about one-quarter of an inch below the 
clitoris to about one-quarter of an inch in front of the urethra. 


CASE V.—J. F,, aged eighteen, delivered August 13th, 
and examined on the following day. The head was born in 
the second position, Child male, weighing 7 lbs. Bleeding 
from the anterior part of the vulva was noticed during the 
birth of the head. Perineum lacerated antero-posteriorly to 
the extent of one inch. Posterior part of vaginal orifice 
lacerated. Two longitudinal lacerations, or at right angles 
to the hymeneal insertion, on the left side of the vaginal 
orifice, and with about one-quarter of an inch of interval 
between them. A single similar laceration on the right side 
of the vaginal orifice. Deep laceration, half an inch long, 
through the right nympha at the preputium. Two irregular 
lacerations on the left side of the vestibule. 


CasE VI—E. C., aged twenty-four, delivered August 
14th, and examined the following day. The head was born 
in the first position. Child male, weighing 6 lbs. 8 oz. 
Bleeding from the anterior part of the vulva during the birth 
of the head was observed. Posterior part of vaginal orifice 
lacerated. Laceration of perineum an inch and a quarter 
in sagittal extent. The posterior vaginal wall is lacerated. 
Between the lacerated perineal skin and the lacerated vaginal 
wall a bridge of tissue persists, uniting the two sides ; and 
behind this is an aperture, from the perineal laceration into 
the vagina, sufficient to admit the little finger. 


CaAsE VII.—C. F., aged eighteen, delivered August 16th, 
and examined on the following day. The head was born in 
the first position. Child male, weighing 5 lbs. 10 oz. 
Bleeding from the anterior part of vulva was observed during 


during Labour in Primipare. 649 


the birth of the child’s head. Vaginal orifice lacerated pos! 
teriorly, but a little to the left of the mesial line. A vesti- 
bular laceration extends from the right side of the urethral 
orifice to the clitoris, being about half an inch in extent. 


CASE VIII.—Mrs. I., aged twenty-seven, delivered August 
16th, and examined the following day. The head was 
born in the second position. Child female, weighing 7 lbs, 
8 oz. Slight bleeding was observed from the anterior part 
of the vulva before the birth of the head. The vaginal ori- 
fice is lacerated posteriorly. At the level of the middle of 
the vaginal orifice the left labium presents a wound which 
extends backwards, crosses the mesial line of the perineum, 
and extends a little to its right side. Where this wound 
ends a flap or tag is hanging, about one-quarter of an inch 
broad, about an inch long, and it can be stretched. It is 
dark and sloughy at its extremity. The fourchette forms 
part of the flap, and is therefore entire, but it is detached. 
The flap can easily be made to fit to the wound, which has 
been produced by its detachment. There is a vestibular 
laceration about half an inch long, and extending upwards 
from the right side of the urethra. 


CASE IX.—J. M., aged eighteen, delivered August 16th, and 
examined on the following day. Head was born in the first 
position. Child female, weighing 6 lbs. 80z. Bleeding was 
not observed to take place from the anterior part of the vulva 
during the birth of the head. Perineum lacerated in the 
usual way to the extent of an inch, and to within less than 
half an inch of the anal orifice. Vaginal orifice lacerated 
posteriorly. About the middle of the right side of the orifice 
of the vagina a laceration of this part at right angles to the 
hymeneal insertion. A deep vestibular laceration, still bleed- 
ing eighteen hours after delivery, extends from the hymen and 
passes by the left side of the orifice of the urethra upwards to 
within half an inch of the clitoris, 


CASE X.—M. A., aged twenty, delivered on September 
4th, and examined on September 6th. The head was born 
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in the first position. Child male, weighing 7 lbs. 6 oz. 
Bleeding from anterior part of vulva was observed before the 
birth of the head. The vaginal orifice is lacerated posteriorly 
and the perineum also to the verge of the anus; but for half 
an inch from the anus, in a direction anteriorly, the skin is 
only cracked, not completely divided. Posterior extremity 
of left nympha and adjacent vestibule lacerated, but not 
deeply. 


CASE XI.—M. S., aged twenty-eight, delivered on Sep- 
tember 5th, and examined on the following day. The head 
was born in the first position. Child male, weighing 6 lbs. 
Bleeding from the anterior part of the vulva was observed 
before the birth of the head. Perineum torn to within half 
an inch of the anus. The fourchette is lacerated. Between 
the lacerations of the fourchette and of the perineum is a 
narrow, transverse band of entire skin. On the left side isa 
deep laceration about an inch and a half long, extending from 
the orifice of the vagina, and dividing the left labium majus, 
and detaching the lower part of left nympha. This lacera- 
tion is continuous with the posterior laceration of the vaginal 
orifice. On the right side is a deep laceration, passing 
from about the orifice of the urethra and across the right 
nympha. 


CASE XII.—M. M., aged seventeen, delivered on Septem- 
ber 6th, and examined on the same day. The head was 
born in the first position. Child male, weighing 7 lbs. 
Bleeding from anterior part of vulva was observed imme- 
diately before the birth of the head. Vaginal orifice lace- 
rated posteriorly and a little to the left of the mesial line. 
' The vestibule is lacerated from the clitoris downwards, and 
to the right side of the mesial line, for one-quarter of an 
inch. 


CASE XIII.—A. W., aged thirty-four, delivered on Sep- 
tember oth, and examined on the following day. The head was 
born in the second position. Child male, weighing 6 lbs. 12 oz. 
Bleeding from the anterior part of the vulva was observed 
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during the birth of the head. Perineum lacerated to within 
half an inch of the anus. Vaginal orifice lacerated posteriorly. 
A laceration of the left side of the orifice of the vagina, ex- 
tending outwards through the lower end of the left nympha. 
A similar laceration of the right side of the vaginal orifice, 
but not so extensive, not affecting the right nympha. 


CASE XIV.—C. G., aged twenty-seven, delivered on Sep- 
tember 12th, and examined on the following day. Head 
born in the first position. Child male, weighing 7 lbs. 12 oz. 
Bleeding observed from the anterior part of the vulva during 
the birth of the head. Perineum torn to within half an inch 
of the anus. Vaginal orifice lacerated posteriorly. Vaginal 
laceration does not extend nearly so far as that of the peri- 
neal skin. A deep vestibular laceration extends in the 
mesial line from the clitoris to the urethra. 


CasE XV.—C. K., aged eighteen, delivered September 
t4th, and examined on thesame day. The head was born in 
the first position. Child male, weighing 6 lbs. 12 oz. There 
was some bleeding from the anterior part of the vulva during 
the birth of the head. Perineal laceration extends to 
within half an inch of the anus. Vaginal orifice lacerated 
posteriorly. 


CASE XVI.—M. T., aged twenty-five, delivered Sep- 
tember 18th, and examined the same day. The head was 
born in the second position. Child female, weighing 8 Ibs. 
8 oz. Bleeding was observed from the anterior part of the 
vulva during the birth of the head. Perineum lacerated to 
within half an inch of the verge of the anus. Vaginal 
orifice lacerated posteriorly. The vestibule exhibits several 
-small cracks, none of which certainly passes through the 
entire thickness of the mucous membrane. The largest is 
almost a quarter of an inch long, and a little to the right 
side of a line joining the urethra and clitoris. 


CASE XVII.—M. B., aged nineteeen, delivered September 
21st, and examined on the same day. The head was born in 
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the first position. Child female, weighing 7 lbs. 4 oz. 
Bleeding from the anterior part of the vulva was observed 
during the birth of the head. Perineum is lacerated to the 
verge of the anus, but the sphincter is entire. The laceration 
about its middle is very irregular, there being a tongue of 
skin about half an inch long hanging from the right side. 
Vaginal orifice lacerated posteriorly. On the right side of 
the mesial line of the vestibule is a deep laceration, still 
bleeding, and extending from the urethra to the clitoris. 


CasE XVIII.—S. T., aged twenty-one, delivered Sep- 
tember 30th, and examined the same day. The head was 
born in the first position. Child female, weighing 8 lbs. 
6 oz. Bleeding from anterior part of the vulva as the head 
was being born. Fourchette and anterior part of perineum 
torn. Vaginal orifice lacerated posteriorly. On the left 
side of the mesial line the vestibule is deeply injured by a 
laceration which extends from the left side of the orifice of 
the urethra to the edge of the left nympha near the clitoris. 
On the right side of the mesial line the vestibule has a less 
deep laceration, which is about half an inch long and begins 
at the right side of the urethra. 


CASE XIX.—E. B., aged twenty-four, delivered October 
6th, and examined on the same day. The head was born 
in the first position. Child female, weighing 8 lbs. No 
bleeding from anterior part of vulva observed during the 
birth of the head. Vaginal orifice lacerated posteriorly. 
Separate from the last named laceration and running trans- 
versely across the internal surface of each labium majus 
from the posterior part of the orifice of the vagina is a 
laceration fully half an inch long. From the left outer part 
of the anterior margin of the vaginal orifice extends a deep 
laceration across the vestibule and nympha to near its 
margin ; its direction is midway between transverse and 
mesial. On the right side is a similar laceration not so 
deep, a little shorter and considerably nearer the antero- 
posterior direction, 
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CASE XX.—M. S., aged twenty-one, delivered on October 
6th, and examined on the same day. The head was born 
in the first position. Child male, weighing 7 lbs. Bleeding 
from the anterior part of the vulva was not observed during 
the birth of the head ; but after birth the child’s occiput was 
noticed to be bloody. Perineum lacerated in the usual way 
to within half an inch of the anus. Vaginal orifice lacerated 
posteriorly. About the middle of the left side of the vaginal 
orifice there is a slight laceration transverse to the hymeneal 
insertion. Extending from the left side of the anterior 
margin of the vaginal orifice, towards the nympha, in a 
direction midway between transverse and mesial, is a 
laceration about half an inch long. On the right side is a 
laceration corresponding to the last, but a little shorter. 


CASE XXI.—Mrs. M., aged twenty-one, delivered on 
October 1oth, and examined on the same day. The head 
was born in the first position. Child male, weighing 8 lbs. 
Bleeding from the anterior part of the vulva was observed 
during the birth of the head. Vaginal orifice lacerated pos- 
teriorly. Continuous with this is another laceration, nearly 
an inch long, extending from the posterior margin of the 
vaginal orifice transversely across the left labium, to its outer 
margin. On the left side of the mesial line of the vestibule 
is a laceration half an inch long, running obliquely upwards 
and outwards. On the right side of the vestibule is a similar 
laceration, less deep, and somewhat shorter than the former. 


CASE XXII.— — W,, aged seventeen, delivered on Oc- 
tober 12th, and examined the same day. Head born in the 
first position. Child male, weighing 5 lbs. 2 oz. Bleeding 
from the anterior part of the vulva was not observed during 
the birth of the head. Vaginal orifice lacerated posteriorly. 
On the left side of the vaginal orifice, and about a line 
beyond the hymeneal margin, is a laceration half an inch long, 
parallel to the hymen. On either side of the mesial line of 
the vestibule, parallel to it and about a line distant from it, 
is a laceration: that on the left being a little more than half 
an inch long, that on the right decidedly less, 
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CASE XXIII—M. N., aged eighteen, delivered October 
23rd, and examined on the following day. The head was 
born in the second position. Child female, weighing 6 lbs. 
12 0z. Bleeding was not observed from the anterior part of the 
vulva during the birth of the head. Fourchette lacerated in 
the slightest degree, and behind the laceration, along the 
mesial line, about a line of cracked or split skin. Vaginal 
orifice lacerated posteriorly. At the posterior part of the 
right labium majus is a superficial laceration, about half an 
inch broad and half as long. 


CASE XXIV.—T. J., aged thirty-six, delivered October 
25th, and examined the same day. The head was born in 
the second position. Child male, weighing 7 lbs. 8 oz. 
Bleeding from the anterior part of the vulva was observed 
during the expulsion of the head. Vaginal orifice lacerated 
posteriorly. At the anterior part of the left side of the 
vaginal orifice there is a slight laceration transverse to the 
insertion of the hymen. Near the same situation, on the 
right side, but external and parallel to the hymen, is a slight 
laceration about a line in length. On the left side, and 
extending from the outer anterior part of the vaginal orifice © 
to the margin of the corresponding nympha, is a deep 
incision-like laceration. At the left side of the clitoris, and 
extending for about a line downwards, is a slight scratch-like 
injury. On the right side, extending from the upper and 
outer margin of the vaginal orifice, and going right through 
the whole right nympha, is a deep wound about an inch 
long. 3 


CASE XXV.—M. M., aged twenty-three, delivered on Oc- 
tober 28th, and examined on the same day. The head was 
born in the first position. Child female, weighing 5 Ibs. 
12 oz. Bleeding from the anterior part of the vulva was 
observed during the birth of the head. Fourchette torn. 
Considerable laceration of the posterior part of the vaginal 
orifice. On the left of the mesial line of the vestibule are 
two superficial cracks, extending from near the clitoris to 
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near the orifice of the urethra, and parallel to one another. 
On the right side of the mesial line of the vestibule is a 
deeper incision-like laceration, extending about one-third of 
an inch in a vertical direction, from a little in front of the 
orifice of the urethra. 





ON THE TREATMENT OF RUPTURE OF THE 
PERINEUM. 


By GEORGE GRANVILLE Bantock, M.D., F.R.C.S. Edin. 
Physician to the Samaritan Free Hospital for Women and Children. 

IN order to clear the ground it will be well to start with a 
definition of the term “rupture of the perineum.” By this 
term I mean aeration of a part or the whole of the perineal 
body. his structure,* which constitutes the central portion 
of the perineum, consists essentially of fibro-elastic tissue, 
and forms a triangular or short wedge-shaped body inter- 
posed between the diverging vagina and rectum at their 
termination, and its base constitutes a considerable part of 
the perineum. Fig. 1, which is a reduced outline from 
Savage, Pl. VIII. Fig. 2, shows the position and form of this 
body, and it will readily be seen that on the integrity of this 
structure depends the efficiency of the perineum. This is 
also well illustrated by Dr. T. G. Thomas in a series of dia- 
grams.f | 

This definition includes all those cases in which the 
rupture extends beyond the perineal body, involving any or 
all the fibres of the sphincter ani, and also any portion of the 
recto-vaginal septum. Superficial lacerations occur in the 
process of parturition, involving only the skin or mucous 
membrane, or the duplicature of skin and mucous membrane 
as far as the perineal body. These I do not include. 

It is the fashion in systematic treatises to lay down hard 
and fast lines which in practice are found to be purely 





* Savage, ‘‘ Anatomy of the Female Pelvic Organs.” Third edition, page 4. 
t “* Diseases of Women.” By T. Gaillard Thomas, M.D, Fourth edit., 1875. 
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imaginary. Thus, Dr. T. G. Thomas divides lacerations of 
the perineum into four varieties, viz. :— 

1. “Superficial rupture of the fourchette and perineum 
not involving the sphincters.” 

2. “ Rupture éo the sphincter ani.” 

3. “Rupture ¢rough the sphincter ani.” 

4. “Rupture through the sphincter ani, and involving the 
recto-vaginal septum.” 

The above definition appears to me sufficient for all 
practical purposes ; for, as regards the necessity of an 
operation, it makes no difference whether the rupture extends 
to or through the sphincter ani, since in either case the fer7- 
neal body suffers. 

Some years ago I attended, in labour, two patients who 
had, in their first (and preceding) confinements, suffered from 
complete rupture of the perineum. In both cases the injury 
had been repaired by operation by a late distinguished 
operator ; in the case of A. by the second operation, and in 
that of B. by the third operation. It will be anticipated that 
in each case rupture again occurred, and that it was impos- 
sible to prevent it after the loss of so much tissue as repeated 
operations involved. In both cases I could feel the perineum 
giving way before the formation of a “perineal tumour,” and 
my efforts were directed to limiting the rupture as much as 
possible. I at once brought the parts together by suture, 
using iron wire, and the result was complete union. I at- 
tended B. in her third confinement, which was, briefly, a re- 
petition of her second. It is a fact that in both these cases 
an attempt was made in the first confinement to obtain union 
by the means recommended by the opponents of the 
immediate operation, with the result we have seen. Nor is 
the explanation of this far to seek ; for it must be evident 
that while the close apposition of the legs tends to keep the 
lacerated surfaces in contact, it at the same time has the 
effect of closing the vaginal outlet proper. Hence it follows 
that the lochial discharge finds its way out as it can, and that 
is as much Jetween the raw surfaces as per viam naturalem. 
In the face of the above two cases it would seem to be 
scarcely necessary to argue in favour of the immediate 
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operation, but in consequence of recent utterances I feel that 
it will not-be amiss to pursue the subject further. 

In a recent discussion at the Obstetrical Society of Lon- 
don, gentlemen were heard declaring that immediate opera- 
tion was unnecessary, and so forth. THis subject was also 
discussed at some length by the New York Obstetrical 
Society last year. To the American Journal of Obstetrics 
for April of this year (1875), Dr. M. J. Moses, of New York, 
communicated a paper on “ Puerperal Injuries,” in which he 
advises non-interference for the following extraordinary 
reasons, 

1. “Deep and extensive injuries are not disposed to heal 
owing to the devitalization of the tissues from pressure, and 
the exposure of the surface of the wound to the irritating in- 
fluences of the lochia.” To this I reply that experience 
teaches us that the tissues are ot indisposed to heal, while 
the forcible and effectual apposition of the raw surfaces by 
means of suture is the “very thing” to prevent the irritating 
influences of the lochia, and to allow of their free escape by 
a suitable position.* 

2. “The shock which the patient has suffered both from 
the labour and the accident renders her an unfavourable 
subject for operation.” 

Here, again, experience confutes the author; for if the 
shock be so great that the patient has no reparative power 
left, she will most assuredly die; and if she has enough 
vitality for the process of involution of the uterus and the 
secretion of milk, she has also for the repair of a ruptured 
perineum. 

3. “The surrounding situation; a lying-in chamber; a 
possibly crying child ; an exhausted doctor, and a nervously 
over-anxious community of friends.” My readers will spare 
me the refutation of this farrago of nonsense. 

4. “The fact that any case which sutures would possibly 





* Of course, if the case be one of those ms-managed ones in which the head of 
the child has been allowed to remain for many hours in the pelvis, and in which 
sloughing must inevitably follow, it will be better to let it alone, as it will pro- 
bably be found that the bladder has also suffered. But this is an extreme case, 
and does not appear to be within the view of the author. 
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assist (the italics are in the original), will as surely heal with- 
out them if the knees are bandaged and the vagina kept 
cleansed from impurities.” 

The above cases are a sufficient answer to this objection, 
and the fact is just the other way, as I shall yet further 
prove. How did it happen that the late Mr. Baker Brown 
was able to place on record over a hundred cases of opera- 
tion for ruptured perineum, and that surgeons are so 
frequently called upon to perform this operation, if the 
au‘hor’s assertion be a fact ? 

At the meeting of the New York Obstetrical Society held 
on March 23rd, 1875 (already referred to), Dr. Noeggerath 
brought together the statistics of a number of Continental 
accoucheurs—viz., Hecker of Munich, Winckel of Dresden, 
Abegg of Dantzic, Schroeder, Bidder and Sutigin of St. 
Petersburg, Holst of Dorpat, and Professor B. Schultze—and 
‘he deduced from these that “complete success was obtained 
in about 75 out of every 100 cases of immediate” operation. 
It is worthy of special note that when the operation was 
performed by the principal success was almost invariable, 
and that when failure resulted it was attributable to the 
inexperience and want of skill on the part of young 
physicians or students who had the management of the cases. 
Thus Professor Von Holst “claims to have closed up by first 
intention every single case in which he performed the 
operation,” and Professor Schultze “ succeeded in uniting all of 
the thirty deep ruptures upon which he operated immediately 
after confinement, with the exception of two, where the 
process of healing was interfered with by puerperal ulceration 
of the vagina.” Looking back at my own experience, I 
can affirm that I have never known the immediate opera- 
tion fail, and equally that the contrary method has never 
succeeded in those cases of even partial rupture in which I 
have been prevented from operating. I regard the operation 
as one of the greatest certainties in the whole range of 
surgery. | 

The immediate operation is to the advantage of the patient 
in more ways than one. The discomfort attending the use 
of sutures lasts for three or four days only, whereas the sore- 
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ness accompanying the slow granulation of the ruptured 
tissues continues for a week or two, and the frequent dressings 
and cleansings are a source of great discomfort, if not pain, 
to her. And whilst it is necessary for the patient to keep 
her bed during the puerperal period, is it not much better to 
take advantage of the opportunity thus offered? Present 
suffering does not disturb her with the thought that ata 
future time a painful operation will be necessary, and that 
she will have to go through what may be regarded as a 
second lying-in. It also saves expense. But this is not 
all, for it has been shown that puerperal fever is more 
likely to attack the patient who has not been operated on. 
Thus Dr. Sutigin reports that of sérteen cases of rupture 
where no operation was performed only 6 per cent. remained 
free from puerperal fever, while among twenty-six cases 
which were operated on 14 per cent. remained healthy ; and 
while 12 per cent. died among the former, only 7 per cent. 
died among the latter. 

It may here be observed that superficial lacerations of the 
perineum, when looked ‘at in their recent state, generally 
appear larger than they really are because of the swollen 
state of the tissues. The exact amount is to be ascertained, 
not by looking at the extent of raw surface, but by measuring 
the length of perineum left, and by examining the condition 
of the perineal body with the index finger in the vagina and 
the thumb on the remaining perineum. 

Obstetricians are agreed that superficial laceration, involv- 
ing the mucous membrane and skin only, is a very common 
occurrence, and that such a condition requires no operative 
interference. But it is in those cases in which it is evident 
that the perineal body is involved that difference of opinion 
arises ; and it is with reference to the latter that I lay it 
down as an incontrovertible proposition that as a general 
rule the immediate operation should always be performed. Or, 
in the words of Prof. Von Hecker, “in my opinion the right 
way to manage every rupture is the application of the suture 
as soon as possible after delivery.” 

On this part of my subject I have only to add that as 
much skill is required in the immediate operation as in the 
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remote, that simple sutures should always be used, and that 
care should be taken to embrace the whole depth of the 
wound by the sutures, so as to restore the perineal body to 
its original condition. If this be done the remote operation 
would very seldom be required, while, at the same time, we 
should almost banish from the list of the gynecologist a 
number of female complaints, such as rectocele, cystocele, 
and prolapsus. 

I now come to the consideration of the remote operation. 
The late Mr. Baker Brown, to whom is due the credit of 
establishing this operation, employed the quilled suture ; and 
in this he appears to be followed by systematic writers to the 
present day. Dr. T. G. Thomas speaks of the twisted simple 
suture, as well as the quilled, but expresses no preference for 
either, though he illustrates the latter only. I propose to 
show that the quills are not only unnecessary, but that they — 
are positively injurious, and in this opinion I am glad to say I 
have the unqualified support of that most distinguished 
operator Dr. Marion Sims, with whom I had some conversa- 
tion on the subject on the occasion of his recent visit. I have 
repeatedly seen extensive sloughing follow their use; and I 
have more often observed that when union has taken place, 
the resulting perineum has been thin and inefficient, in no 
way restoring the perineal body—in fact a mere membrane. 
I have seen the simple suture succeed where the quilled suture 
had previously failed, and under the same hands. My expla- 
nation of this is as follows. When the quilled sutures are used 
the perineum is drawn out into an unnatural position, the 
fibres of the transverse muscles are violently stretched, as 
well as the elastic fibres which go so much to form the perineal 
body, and the projecting mass is semi-strangulated, It is usual 
to cut the deep sutures in from thirty-six to forty-eight hours 
after the operation, and any one who has had to do this will 
remember the sudden rebound of the parts, and the sinking 
in of the perineum when set free. The imperfectly united 
surfaces, as yet only, as it were, glued together and without 
organisation of the connecting medium, are thus violently 
torn asunder; and were it not for the superficial sutures 
which are always used at the same time, the whole perineum 


Rupture of the Perineum. 661 


would inevitably break down. But yet another result is the 
sloughing, more or less extensive, in the track of the sutures ; 
a result which is almost inevitable, unless the pressure has 
been graduated “to a nicety.” Here is the great difficulty ; 
for while the blood finds its way into the compressed tissues 
with some difficulty, its return is still more impeded ; the mass 
becomes engorged, the sutures become tighter, and the mis- 
chief goes on increasing. This sloughing, moreover, extends 
into the deepest part of the wound, destroying the perineal 
body, as must be evident from the amount of pus sometimes 
discharged in these cases. The superficial sutures, however, 
remain ; there is no drag at the line of surface apposition ; 
and union often takes place, the extent of which will depend 
on the depth to which the sutures have been applied. Hence, 
as I have stated, a thin, membranous perineum. In the 
case of complete rupture, a recto-vaginal fistula is by no means 
rare under these circumstances, proving the correctness of my 
explanation. When the rupture is incomplete, a vagino- 
perineal fistula remains. This resulted in my first case, in 
which I used the quills. In my next case I was led to adopt 
the simple suture, by witnessing a case operated on twice 
unsuccessfully with quills, and subsequently with success by 
using the twisted suture (silver wire). The first operation 
was a total failure; the second resulted in a thin and narrow 
bridge about the middle of the perineum, which of course 
was divided preparatory to the third operation. 

My second case, to which I have just referred, was that of 
a young woman, aged twenty-five, who, in giving birth to an 
illegitimate child at the age of fifteen, under the care of a 
midwife, suffered complete rupture of the perineum. The 
superficial fibres of the sphincter ani were destroyed, so that 
she had no control over liquid or semi-liquid evacuations ; 
the os uteri appeared at the vaginal outlet, and she suffered 
from irritability of the bladder, due to cystocele. She sought 
advice on account of the uterine prolapsus, and was admitted 
into the London Surgical Home in August, 1867. In this 
case I used the simple twisted suture of silver wire, and the 
result was complete union. The contrast between this case 
and those treated by the quilled suture was so great that the 
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nurse who had charge of the case even now refers to it as the 
most successful case she had seen. This was due to the 
twisted suture, as I could not then lay claim to any great 
amount of skill) Three months afterwards the uterus was 
well up in the vagina, the cystocele had disappeared, she had 
a thick and well-defined perineal body, and it was remarkable 
how little trace there remained of the operation. 

From that time I have not used the quilled suture, though I 
have frequently seex zt used. In this manner I continued to 
employ the silver wire until about two years ago, when I 
first employed sz/kworm gut for the deep sutures (the stoutest 
I could get—viz., such as is used for salmon flies), and my 
first trial was so satisfactory that I now use it exclusively. I 
was led to employ it for the following reasons. The silver 
wire, admirable though it is in that it is non-absorbent, and 
hence produces very little irritation, is yet too rigid to adapt 
itself so as to equalise the pressure over the whole length of 
the loop, and is apt to do injury when being removed (and 
the more injury the stouter it is), while the silkworm gut is 
equally non-absorbent, and can be rendered antiseptic ; it 
adapts itself admirably, because of its flexibility, can be re- 
moved with as much ease as a silk suture, and produces no 
irritation. The result is that my patients are now well in 
about a week, as the following case shows :— | 

C. C., aged twenty-five, was admitted into the Samaritan 
Free Hospital on May 25th, 1876. On January 2oth she 
was delivered “by instruments,” after a labour of nineteen 
hours, and on the next day she felt very sore, and was con- 
scious of “ wind passing” by the vagina. She got up on the 
sixteenth day, and at the end of five weeks presented herself 
at the out-patient department of the Samaritan Free Hos- 
pital, where she was seen by my (then) colleague, Dr. Godson. 
After weaning her baby, she entered the hospital on the 
above date. On examination it was found that the perineum 
had been completely ruptured, that the greater portion of 
the sphincter ani had also been destroyed, and that, behind 
the deeper fibres, the recto-vaginal septum had been torn 
through. By contraction, in the process of cicatrization, the 
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opening thus formed had been much reduced, and it now 
measured about three-eighths by one-quarter of an inch, the 
longest diameter being in the axis of the vagina. The 
anterior edge of the fistula was about half an inch from the 
anal orifice. 

On May 29th methylene bichloride was administered by 
Dr. Wynn Williams. Mr. Knowsley Thornton assisted me, 
and Dr. Deroubaix, of Brussels, and Dr. Hartcop were spec- 
tators, After vivifying the surface to the required extent 
(including the fistula), I first closed the fistula from the rec- 
tum by two fine silk sutures, and then completed the opera- 
tion, in the manner to be described, with four deep silkworm 
gut sutures, &c. The patient had not menstruated since 
weaning her baby, but on the next day the period came on, 
and it continued till the 4th June, very free. During this 
time the patient was simply kept clean externally, and the 
bowels were kept confined by opium. On the 5th I removed 
all the sutures—the deep ones were beginning to cut—with 
the exception of one of the two in the rectum. The wound 
was healed throughout. During these seven days there was 
not even a blush on the whole length of the perineum, and I 
had the pleasure of calling the attention of Mr. Spencer 
Wells and others to this fact. But for the menstruation I 
should have removed the sutures on the fourth or fifth day, 
by which time there was no indication of cutting by the 
sutures. The patient returned home on the 12th Fune—viz., 
the beginning of the fifteenth day, with a thick and sound 
perineum. A few weeks afterwards she presented herself 
for examination, and her condition was most satisfactory. 

On looking over Mr. Baker Brown’s record it will be found 
that the greater number of his patients were about a month 
under treatment ; and cases quoted from other authors— 
notably three cases from a memoir by M. Verhaeghe, of 
Ostend, describing Langenbeck’s method—show that the 
average duration of the treatment—ze. from the date of 
operation till the patient returned home—was about a month, 
while we cannot fail to notice also the frequency of purulent 
discharge, with not a few of the accidents to which I have 
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referred, such as recto-vaginal and perineo-vaginal fistula, &c., 
upwards to complete failure and even death. It must be 
evident that the amount of discharge means so much de- 
struction of the perineal body, and that the nearer we ap- 
proach to union by first intention the greater is the success. 

It will be convenient now to describe the various steps of 
the operation. 

The patient having been prepared in the usual manner 
(by aperient and enema), is placed in the lithotomy position 
after anesthesia is sufficiently induced. An assistant on 
each side holds the nates forcibly apart (so as to put the 
parts on the stretch) with the hand next the operator. The 
leg is held out of the way with the other arm, while the 
hand is free to assist the operator in sponging, holding 
sutures, &c. Hairs are shaved off, and the parts are carefully 
sponged clean. Let us assume the case to be one of com- 
plete rupture through the sphincter ani. Along the line of 
junction of skin and mucous membrane an incision is to be 
made on each side, from the termination of the nymphz to 
the rectum, and these lateral incisions are joined by a third 
across the septum at the junction of the mucous membrane 
of the vagina with that of the rectum. The mucous mem- 
brane is now to be removed on each side, in the form of a 
triangle whose base is formed by the middle line of the recto- 
vaginal septum. This may be done either by dissection or 
in strips by means of scissors, which is a matter of choice. 
Baker Brown recommends the former method, and it is most 
commonly used, but I agree with Emmet in preferring the 
latter. I am satisfied that it is attended with less bleeding— 
a very important matter. When the denudation is completed, 
the form of the raw surface will be such as is represented in 
Fig. 2. Pressure is usually sufficient to arrest bleeding, which 
is for the most part venous, and for this purpose I know of 
no instrument at once so efficient and convenient as the 
torsion forceps invented by Mr. Spencer Wells, and used by 
him in ovariotomy. As many sutures as may be required 
are to be passed through the mucous membrane of the anus, 
as represented in Fig. 3. In doing this it will be found more 
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convenient to use two needles to each thread, and to pass 
the needle from the raw surface to the mucous membrane, 
care being taken to bring it out as near the edge of the latter 
as possible. In this way inversion of the mucous membrane 
is prevented, and perfect apposition of the edges insured. 
The material for the suture may be fine silk, silkworm gut, 
or catgut (Lister’s). The last will probably be found the 
best, as it need not cause any trouble in removal, and may be 
allowed to melt away. These sutures having been tied, and 
their ends left hanging from the now restored anus, the deep 
Sutures now claim our attention. 

A common curved surgical needle, about two inches long, 
or a long curved needle set in a handle, may be employed. 
If the former is used, fix it in a holder (that of Spencer 
Wells is very convenient), insert it on the left side, about a 
quarter of an inch from the margin of the skin, and about 
the same distance in front of the anal orifice, push it through 
the tissues until it emerges in the middle line of the recto- 
vaginal septum (the index finger of the left hand in the 
rectum acting as a guide to prevent its piercing the mucous 
membrane into the rectum) ; draw out the needle armed with 
the suture, then reinsert it so as to leave none of the suture 
visible, and make it emerge at a corresponding point on the 
opposite side. Likewise the sutures 2 and 3. If a needle 
mounted ona handle be used, it should be as fine as possible, 
and it should not once come into view from the point of 
entrance to that of exit on the opposite side, as shown in 
Fig. 4, in which the course of the suture is indicated by the 
dotted lines. In this practice I am supported by the authority 
of Dr. T. Gaillard Thomas.* Comparing my method with 
that of Baker Brown and Savage, its merits cannot fail to 
become evident. In these authors’ plates the suture is re- 
presented as bridging over the raw surface to the extent of 
half an inch. The necessary result of this is the formation 
of a pouch, favouring the collection of blood communicating 





* See page 136, of. cit, 
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with the external surface by the track of the suture. Hence 
purulent discharge and a recto-vaginal or perineo-vaginal 
fistula. The method herein advocated and practised 
by myself insures complete apposition. The needle armed 
with the suture and withdrawn brings the latter with it. 
In the case of Nos. 4 and 5 it is to be observed that, 
whereas on the external aspect the suture is distant from thé 
raw surface about a quarter of an inch, on the internal or 
vaginal aspect it passes through the very edge of the mucous 
membrane, thus preventing inversion of the latter. It will 
be sometimes advisable to pass some additional fine sutures, 
as is done for the anus, and the most convenient time 
for their application is after the deep sutures have been in- 
serted. When the recto-vaginal septum is very lax, tending 
to rectocele, it will be well to remove a triangular portion of 
the mucous membrane, as represented in F ig. 5. I have in 
this way used as many as six or seven sutures. Finally, 
the bleeding having ceased, and all coagulum having been 
removed, the deep sutures are to be tied; and the manner 
in which this is done is important. The nates are allowed 
to approach, and the knees brought together. The sutures 
are then collected, and whilst they are held tight with the right 
hand, the first two fingers of the left are employed in pressing 
the tissues down upon the septum, so as to secure perfect 
coaptation of the raw surfaces, the force being applied from 
outside, but xot between the sutures. The latter are then 
entrusted to an assistant, who holds them firm, and they are 
successively tied, beginning with the one next the anus. 
Should there be any inversion of the skin, superficial sutures 
may be applied, but they will rarely be necessary if the above 
precautions be observed. 7 

Baker Brown regarded the double lateral division of the 
sphincter ani as an essential part of the operation. My ex- 
perience proves that this proceeding is altogether unneces- 
sary. Nor are the semilunar incisions of Dieffenbach 
through the skin of any service. They cannot affect the 
deep portion of the wound. 

Opinion is: divided as to the after-treatment: some. 
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operators keep the bowels confined for a week or more, 
while others prefer daily evacuation. My own practice is to 
give opium for two or three days, partly for the purpose of 
insuring the former, and to have the rectum cleared just 
before the sutures are removed. To this end four ounces of 
warm olive oil are injected into the rectum, and two hours 
afterwards a soapy water enema is administered. I have 
never known this do any harm. 

The patient should lie on either side, and the external 
parts are to be kept clear either by directing a stream of tepid 
water or a diluted solution of Condy’s fluid upon the peri- 
neum. The vagina may also be washed out with the same 
fluid if-there be any discharge from it, care being taken not 
to use any great force and to provide for the return cur- 
rent. 

The food should be light and unstimulating. After the 
sickness has ceased (if any) milk and farinaceous diet for two 
days. On the third day fish may be added, and afterwards 
any wholesome food. 

With regard to the catheter, I am in the habit of having 
it used every six hours, more for the purpose of avoiding 
movement on the part of the patient than of preventing 
access of urine to the wound. Fear of the latter I regard 
as a bugbear. 

Lastly, the question of the use of alcoholic stimulants is 
avery important one. On this subject I hold very decided 
opinions. I believe all cases of operation are better without 
them, and 1 never administer them. I have seen them given 
with the result, as I believe, of increasing the suppuration, 
and I have never seen them do good. Alcoholism in no 
degree favours the healing process. My experience in the 
operation as well asin that of ovariotomy, &c., convincingly 
proves this proposition. On the other hand, opium is in- 
valuable. It allays nerve irritability, and by its action on 
the capillaries prevents bleeding. It serves a double pur- 
pose, in keeping the parts at rest, and in promonng the 
healing process. 

If these details be attended to, the success of the operation 
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will be rendered more certain than by the method hitherto 


practised, and the period of convalescence will be much 
shortened. 





EXPLANATION OF FIGURES. 


Fic. I.—Antero-posterior section of pelvis showing perineal body, a 
(Savage). 


Fic. Il.—Represents a case of complete rupture through the sphincter 
ani, and the extent of denudation of the mucous membrane of vagina. 
The nates are supposed to be held apart by an assistant on each side, 
so as to keep the parts on the stretch. 


Fic, III.—Shows the manner in which the sutures are inserted for the 
restoration of the anus. 


Fic. 1V.—Represents the anal sutures tied and the mode of passing the 
deep sutures, 1,2, and 3 sutures are not visible from the point of 
entrance to that of exit. a, an additional suture to be tied after No. 1, 
to secure perfect coaptation of the edges. 


Fic. V.—The top sutures—for the purpose of narrowing the vagina when 
the recto-vaginal septum is redundant, the mucous membrane having 
been removed in the form of a triangle. 





ARRESTED DEVELOPMENT OF THE FC:TUS 
WITH HASMORRHAGE. 


By Davip Youne, M.D. (Florence). 
Fellow of the Obstetrical Society of London. 


Lapy E. G. became pregnant in July, 1875. Towards the 
end of September she fell while attempting to cut a bunch 
of grapes from the roof of the vinery. She was very much 
frightened, and complained of sharp pain in a spot about 
two inches above the centre of Poupart’s ligament on the 
left side. In a few days the pain subsided, but, to use her 
ladyship’s own words, “there remained a kind of uncomfor- 
table feeling about that part which was indescribable.” A 
fortnight after the fall, Lady G. observed what she thought to 
be blood in the urine. She became greatly alarmed, and 
immediately sent for her physician, who examined the urine, 
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and told her it contained blood and albumen. With rest and 
the use of “ some medicines” the quantity of blood diminished, 
but never entirely ceased. Lady G. was advised to pass the 
winter in Italy. She consulted me in February, as the bleed- 
ing had greatly increased, owing, as she supposed, to the 
fatigue of a long railway journey. She also complained of 
a feeling of weight in the abdomen, and said she had not 
been conscious of any movement since the bleeding had in- 
creased. The placental bruit was heard in the left inguinal 
region, and the foetal heart on the right of the hypogastric 
space. The urine was healthy in appearance, save a few 
stringy clots of blood which lay at the bottom of the vessel. It 
had an acid reaction, a specific gravity of 1023, and contained 
avery little albumen. There was no pain or discomfort in the 
region of the kidneys or bladder, and the calls to empty the 
bladder were not more frequent than natural. I introduced 
a flexible catheter and drew off about eight ounces of healthy 
urine without a trace of blood. I repeated the operation 
next day with the same result, although meanwhile Lady G. 
had continued to pass blood as before. An examination per 
vaginam revealed a soft spongy condition of the cervix with 
the os slightly open. On withdrawal, the finger was stained 
with blood. I now introduced a wetted cotton plug through 
a Fergusson’s speculum, and left it in situ for twenty-four 
hours. On removal it was saturated with blood. The source 
of the haemorrhage was now evident—but the cause? Perfect 
rest was enjoined, and the bleeding kept completely in check 
by the use of cotton wadding plugs. On the 17th of April 
Lady G. was confined. The labour was in all respects na- 
tural, the head presented, and the placenta came away with- 
out any difficulty. Nothing arose to throw light upon the 
_ cause of the bleeding. The only thing observable was that 
the uterus, though firmly contracted, seemed to be a very 
little larger than usual. I applied a firm bandage with pads 
under it, and remained in the house four hours, when, as 
everything appeared safe and the patient sleeping quietly, I 
went home about 3 A.M. At eight o’clock I was hastily 
summoned, and on arrival found that an alarming attack of 
hemorrhage had come on suddenly, about half an hour before. 
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On introducing my hand into the vagina, I removed what to 
the touch seemed to be large clots. The hemorrhage was 
speedily checked, and on examining what had come away, I 
was surprised to find a foetus of about two months, with a 
partially destroyed placenta attached to it. About two-thirds 
of the uterine surface of the placenta was quite disintegrated, 
while the remaining portion seemed to have been recently 
detached. From the occurrence of acute pain in one parti- 
cular spot soon after the accident, it seems probable that the 
immediate effect of the fall was to cause slight inflammatory 
mischief in the uterine wall, with subsequent detachment of 
the placenta and destruction of the foetus. The case is also © 
interesting as showing how much irritation the gravid uterus 
may be exposed to without causing premature expulsion of 
its contents. 


General Correspondence, 
To the Editor of ** The Obstetrical Fournal.” 





DR. HODGKIN’S OPINION AS TO THE MUCOUS 
MEMBRANE OF THE UTERUS. 


IN looking over some MSS. of the late Dr. Hodgkin, formerly 
pathologist to Guy’s Hospital, I find among his lecture notes 
the following :-— 
“Oterus, merely modified mucous membrane— 
Analogy between man and inferior animals— 
ats proper tissue only development of the contractile 
fibrous coat.” 
As at the present day some observers deny the existence of 
this mucous membrane, it seems to me that the opinion of 
this eminent pathologist is of interest and importance. I 
cannot find that he published anything on this subject, and 
therefore I have obtained permission to place this fragment 
before the profession. 
I am, &c., 


: G. ERNEST HERMAN. 
- Finsbury Square, December, 1876. 
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Clinical Studies ; illustrated by Cases observed in Hospital 
and Private Practice. By Sir JOHN ROSE CORMACK, 
K.B., F.R.S.E., M.D. Edin., M.D. Paris ; Chevalier of the 
Legion of Honour; Physician to the Hertford British 

' Hospital of Paris, &c. London: J. and A. Churchill, 
£676, pp. L127. 

THIS work is a collection into two handsome volumes of a 

series of contributions published at various times from 1837 

up to the present date, and including a reprint of the 

author’s monograph on the Edinburgh Epidemic Fever of 

1843, now known as “Relapsing Fever.’ All are of a 

thoroughly clinical character, and show high qualities of 

scientific research, and even the articles of earlier date will 
be found to have lost none of their value and freshness at 
the present time. Among the papers on subjects uncon- 
nected with obstetrics the most important are the monograph 
on the Edinburgh fever, and a series of articles on the 
pathology and the treatment of cholera. Since relapsing 
fever has again come under more frequent notice of late 
years, the former is most valuable as a contemporary record 
of the epidemic of 1843, illustrated by many typical cases 
minutely reported at the time of their occurrence. The 
treatise on cholera includes the result of observations made 
by the author during the epidemic of 1868-69, at which 
time he was practising at Putney. As to the pathology of 
the disease, he is an urgent supporter of the doctrine of Dr. 

Billing and others—that cholera is a fever intimately related 

to, or almost identical with, those fevers which depend on 

malaria. As the result of his own experience, he declares 
that the intermittent or remittent type can generally be 
recognised in the milder, and also not unfrequently, though 
less distinctly, in the severer cases. 

The part of the book, however, with which we are most 
concerned is that which treats of various subjects belonging 
to obstetrics, or the diseases of women sand children, and this 
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forms no inconsiderable proportion of the whole. All the 
papers are based upon illustrative cases, and the author is 
especially admirable for the culture of his style, and the 
graphic and interesting manner in which the histories are re- 
lated, as well as his care in the recording of details. An 
article on Puerperal Eclampsia, written in 1840, only six 
years after the publication by Dr. Lever of his discovery of 
the connexion between albuminuria and eclampsia, may be 
taken as even now fairly representing the most approved 
modern doctrine on the pathology of this affection, and 
leaves but little to be added from the results of more recent 
research. The author strongly urges the significance of the 
fact—one which some recent writers have perhaps under- 
estimated—that if anaemic and hysterical convulsions be 
excluded, the exceptions to the rule that women affected 
with true eclampsia gravidarum are the subjects of albumi- 
nuria are extremely rare, although it is not very uncommon 
for pregnant women to have albuminuria and even cedema 
to a considerable extent, and yet to escape convulsions. He 
hence concludes that a relation of causation exists, and that 
a toxemia, due to deficient excretion by the kidneys, plays 
an essential part in producing the convulsions in the great 
majority of cases. He does not, however, omit to take 
into account that element of the case upon which more 
stress has been laid of late years, especially in the admirable 
lectures on the subject by Dr. Barnes—namely, the exalted 
reflex susceptibility of pregnant women, and the effect 
of irritation of peripheral nerves, either by distension of 
the uterus or by the actual process of labour. With re- 
gard to the significance of albuminuria as to the state of» 
the kidney, he adopts a view which is, we think, open to 
much question as applied to some forms of renal disease, as, 
for instance, to chronic cirrhotic degeneration. He holds 
that albuminuria in itself denotes only congestion, and 
not structural change, and that albuminuria occurs in Bright’s 
disease only vecause congestion is a secondary cause of 
the organic change. Hence in eclampsia he believes that 
there is generally no structural change, but only congestion 
from pressure upon the renal veins, and consequently an 
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embarrassed power of secretion. On this ground he finds it 
easy to explain the much greater frequency of eclampsia 
in primipare, in whom the abdominal walls are more tense. 

Some valuable evidence is given as to the significance of 
the dark abdominal line, to which Dr. R. Turner first drew 
special attention as a valuable medico-legal test of recent 
delivery, and as being even capable of affording information 
as to the time at which delivery took place. After delivery 
Sir J. R. Cormack found the line to be almost invariably 
present, and in several cases noted the curious fact that it 
was slightly marked immediately after labour, but became 
very much deeper from the tenth to the fifteenth day. He 
found it, however, to be present in other cases after abortion, 
and also during menstruation, and in other conditions quite 
apart from pregnancy, and this occasionally even in the male 
sex. The conclusion is that it is worthless as a positive 
medico-legal test, although its absence may be of some value 
as a negative sign. In a postscript a letter from Dr. R. 
Turner is quoted, dated September, 1876, in which he states 
that he has moderated his original estimate of the diagnostic 
value of the sign, but contends that, in cases of advanced 
pregnancy or recent delivery, the line is very appreciably 
blacker and broader than in any other circumstances, and 
declares that he has never yet found a dark line of puerperal 
intensity under other conditions, or in the other sex. 

In the last article of the first volume are collected the 
cases recorded in literature of hernia of the uterus, gravid or 
unimpregnated. Of the former there are four, in two of 
which the mother recovered after incision and extraction, 
and in a third appeared to be convalescent, when she died 
from an accidental cause. In the instance most fully re- 
corded, that by Ladesma of Salamanca, in 1840, the patient 
had been the subject of a reducible inguinal hernia, and the 
uterus appeared to have suddenly escaped into the hernial 
sac, in consequence of a strain at about the fourth month of 
pregnancy. In this instance both mother and child were 
saved, although there was severe haemorrhage at the opera- 
tion, the uterus having been intentionally opened at the side 
where the placenta was attached. Of hernia of the un- 
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impregnated uterus, two cases, verified by post-mortem 
examination, are recorded by Lallemand, in one of which 
the uterus and ovaries had passed into the sac of a femoral,- 
in the other into that of an inguinal hernia. In both 
instances the tumour had existed for more than twenty 
years. 

To the author’s inaugural dissertation on the presence of 
air in the organs of circulation, written in 1837, and other 
articles on the same subject, is appended an interesting paper 
on the entrance of air by the open mouths of the uterine 
veins considered as a cause of danger and death after parturi- 
tion. It is conclusively shown that when hemorrhage takes 
place and the uterus is lax, and when air is admitted into 
its cavity by the introduction of the hand and arm, such an 
occurrence is quite possible, especially since the air is liable 
to be forced into the veins by contraction of the uterus 
occurring when the outlet through the os is not quite free. 
The author examines critically several alleged cases, including 
three mentioned by Dr. Lever, in which death was believed 
to have occurred from this cause. That in which the evi- 
dence seems most clear is one recorded by Dr. J. Bessems 
of Antwerp. After delivery the placenta was adherent and 
could not be completely separated. Antiseptic intra-uterine 
injections were therefore employed. As one of these was 
being given, on the fourth day after delivery, the patient 
suddenly sprang up, cried out that she was being suffo- 
cated, and died within three minutes. After death the right 
cavities of the heart were found much distended, and, when 
they were opened under water, a large quantity of gas 
escaped. More or less similar cases are recorded by Sir 
J. Simpson, Lionet, Wintrich, and others. In Simpson’s 
case, and also in others of entrance of air into veins, an 
evanescent suffusion of the cheeks with bright red took 
place, and he was disposed to attribute this to oxygenation 
of blood in the capillaries by the introduced air. The author 
considers this view untenable, because the introduced air always 
forms an impediment to the passage of the blood through the 
lungs. He has himself witnessed a similar phenomenon 
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in cases of asphyxia or hemorrhage without any’ introduc- 
tion of air into the veins, and considers it to be due to a 
sudden dilatation of cutaneous vessels, analogous to that 
which produces a blush. 

In a paper on reflex infantile convulsions is a graphic 
account of a very interesting case in which a child was reco- 
vered from a state of apparent death, due to convulsions set 
up by the presence of lumbrici, by the subcutaneous injection 
of a fifth of a grain of morphia—a large dose for a child 
seven years old—combined with artificial respiration. The 
author compares the effect of lumbrici tickling the mucous 
membrane of the intestines to that of tickling the soles of the 
feet, which has been known to produce death. 

The most important part of the second volume is a series 
of papers, illustrated by well-chosen and well-told cases, on 
the subject in connexion with which Sir J. R. Cormack’s 
name is just now best known—namely, the connexion of 
croup with diphtheria.and stridulous laryngitis. He is a 
thorough-going disciple of the doctrine of Bretonneau and 
Trousseau, that all “membranous croup” is diphtheria, and 
that there is no such thing as a membranous form of simple 
inflammatory laryngitis. He also justly denounces the 
general use of the word croup by German authors in a sense 
totally at variance with its original and etymological signifi- 
cation—namely, as signifying any affection in which a fibrous 
exudation or false membrane is formed, so that they apply 
it even to some forms of dysentery. He would reserve the 
word for its original use—namely, to signify the symptom of 
stridulous breathing, and refuse to employ it in any case as 
the name of a disease. As showing that the situation of 
the membrane can be no criterion between an inflammatory 
croup and diphtheria, a case related by the author is of 
importance, in which a child two years old died with symp- 
toms of asthenic pneumonia. At the autopsy, the pharynx, 
larynx, and upper part of trachea were found free from 
false membrane, but the lower part of the trachea and larger 
bronchial tubes were lined with a tough membrane, on care- 
fully dragging which an arborescent continuity of the same 
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was withdrawn from the smaller tubes, A fortnight later a 
sister of this child, aged four or five years, died of diphtheritic 
croup, the nature of which was undoubted. 

To explain the occasional cases in which an apparently 
simple laryngitis ends by becoming a manifestly membranous 
croup, the author holds that a catarrhal affection of the throat, 
the result of exposure to cold, may become the starting-point 
of pharyngo-laryngo-tracheal diphtheria. “The diphtheria 
comes in a sense from the catarrh, the latter being a lesion 
which acts as the immediate determining cause of the diph- 
theritic manifestation, though neither the cause nor a part of 
the diphtheria.” In a similar way, convalescents from scar- 
latina are peculiarly disposed to a truly diphtheritic sore 
throat in certain localities and during epidemics of diphtheria. 
With regard to the important question of treatment, Sir J. R. 
Cormack gives us interesting information as to the current 
views of French physicians. He tells us that they now 
generally admit that Trousseau attached an undue, and even 
a dangerous, importance to destroying by caustics the false 
membrane as soon as it appeared on any part of the mucous 
membrane, and that they now hold that very little advantage 
is derived from local treatment, and that it is often exceedingly 
mischievous. He advises only mild applications, such as the 
glycerine of borax, or dilute solution of sulphite of soda. 

In the concluding paper, entitled “ Short Attacks of Insanity 
in Women,” striking evidence is given of the powerful influ- 
ence of disturbances of uterine and ovarian functions in ex- 
citing such outbreaks, and of the close link which sometimes 
exists between hysteria and insanity. The author attaches 
extreme importance to the use of bromides in such cases, as 
having a promptly calmative and almost reason-restoring 
effect, and as achieving a sort of provisional cure, whilst we are 
waiting for therapeutic opportunity to give other necessary or 
more important remedies. He considers the presence of 
anzmia no contra-indication to these remedies, but strongly 
recommends the recumbent position when there is a want of 
arterial blood in the brain. 

_ The second volume contains also many other articles of 
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great general interest, among which may be mentioned spe- 
cially papers on paralytic affections following enteric fever, 
and other similar diseases, as well as diphtheria, on con- 
genital syphilis, and on general paralysis with insanity. 
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OBSTETRICAL SOCIETY OF LONDON. 
Meeting, December 6th, 1876. 


WILLIAM OVEREND PriEstTLeEy, M.D., President, in the Chair: 





Idiots. 


Dr. WILTSHIRE exhibited two children, both of whom were idiots: 
Both were first children, and both boys. 

In the first case the mother had been three days in labour, but was 
delivered without the aid of instruments or ergot. There was a per- 
fectly healthy family history. In the second case there was a history 
of a long and difficult labour. Craniotomy was performed in a subse~- 
quent lying-in, and induction of labour with turning on the third 
occasion. Both the children exhibited were microcephalic, having 
retreating foreheads and deformed mouths. In the second case there 
was some family history of mental disease. Dr. Wiltshire thought 
that both children illustrated exactly the form of idiocy produced by 
prolonged parturition, as described in Dr. Langdon Down’s paper 
about to be read. 





Direct Transfusion from Vein to Vein. 


Dr. RoussEL, of Geneva, demonstrated on the living subject the 
application of his apparatus for this purpose. ‘The object of it was to 
prevent coagulation of the blood that was drawn, and to avoid the 
necessity of defibrination. The apparatus was constructed entirely 
of hardened pure caoutchouc, which has no influence on the 
blood. It consisted of a small cup, divided by an inner cy- 
linder, to which are attached three tubes. Upon one of these is 
placed an exhausting syringe. By means of this the outer chamber 
of the cup is partially exhausted, so as to fix it firmly upon the 
donor’s arm exactly over the centre of the vein which is to be 
opened. A second tube conveys water from a reservoir to the cup, 
and is provided with a tap. ‘The third tube conveys the blood to the 


678 5 Abstracts of Societies Proceedings. 


receiver, and upon it is placed a bulb provided with valves, like that _ 

of a small Higginson’s syringe, by means of which first water and ~ 

then the blood is pumped through the apparatus. Within the cup ° 

runs a lancet, at the head of which, outside the cup, is a regulating . 

screw to adjust the depth to which the puncture is made. The _ 
delivery-tube ends in two canule pointing in opposite directions, and ~ 
both provided with taps. One is inserted into the receiver’s vein, the 
other is intended to give exit to the water, or mixture of water and 
blood, which at first fills the apparatus. In performing the operation 
the canula is first inserted in the receiver’s vein, and the cup fixed 
upon the donor’s arm. The apparatus is then filled with water from 
the reservoir, and the tap on the supplying tube turned. The vein is 
next punctured by the lancet, and the constrained fluid pumped out 
at the waste canula, until all the mixed water and blood is expelled, 
and pure blood only is flowing. The taps are then turned, and the 
blood allowed to flow into the receiver’s vein to any desired amount. 
In making his demonstration, since no receiver of blood was forth- 
coming, Dr. Roussel allowed the blood to flow into a basin. One 
difficulty which might sometimes be experienced by a less skilled 
operator was manifested ; for, at the first attempt, the lancet did not 
open the vein, the screw not having been adjusted to allow a sufh- 
ciently deep incision. In other respects the action of the apparatus 
appeared to be perfect, and Dr. Roussel showed, after the lapse of 
some time after the conclusion of the operation, that the blood in the 
cup was still uncoagulated, having been kept from any contact with 
the air, or any substance tending to start coagulation. His method 
appeared to have the great and obvious advantage over other modes 
of direct transfusion that the donor is subjected to no more serious 
an operation than that of ordinary venesection, and that there is no 
risk of phlebitis, from the introduction of a canula into his vein. 
Marked interest in the demonstration was shown by a crowded 
meeting. Dr. Roussel contended that defibrinated blood is no longer 
blood, and that other forms of apparatus allowed the access of air, or | 
incurred a risk of coagulation. He stated that he had operated in 

more than fifty cases, and that in none of them had coagulation or 

any accident occurred. Eight or ten ounces of blood were generally 

sufficient. Care should be taken to make the puncture at a point 

where no artery lay underneath the vein. The President congra-. 
tulated Dr. Roussel on the perfection of his instrument, and conveyed 

to him the thanks of the Society for his instructive demonstration. 


Cesarian Section. 


Dr. GALABIN showed a specimen of the uterus and adjoining parts, 
where this operation had been performed on account of malignant 
disease involving the whole circumference of the cervix. The 
patient was thirty-six years old, had had six children and two mis-, 
carriages. Menstruation was regular and rather scanty up to the, 
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commencement of pregnancy, the last period ending on March 24th, 
1876. Hypogastric pains with failure of health commenced at the 
fourth month of pregnancy ; hemorrhage at the sixth month. When 
she. was admitted into Guy’s Hospital on November 16th, the os was 
surrounded on every side by very dense malignant gr owth, at least an 
inch in depth at every part. The size of the uterus corresponded to 
something less than eight months’ pregnancy. It was intended to 
perform Cesarian section a little before full term, with a good hope 
of saving at least the child. On November oath, however, it was 
found that two days before there had been some increase of pain, 
and severe rigors accompanied by a sudden rise of the pulse to 140, 
and temperature to 102°6°, and that soon after the foetal movements 
had ceased. The fcetal heart could no longer be heard, and the 
uterus was found to be in a state of continuous rigidity, although 
neither the patient nor any of those about her had any suspicion that 
labour was commencing, and the symptoms had been attributed to 
some inflammatory process. As the patient’s condition appeared 
desperate, Caesarian section was performed at 9 p.m. on November 
24th, in the presence of Drs. Barnes, Gervis, Osterlow, and other 
gentlemen. The placenta was attached at the back of the uterus, 
and foetus and placenta were easily extracted. The skin of the foetus 
was peeling off. In spite of the use of faradization, ice, and the 
subcutaneous injection of ergot, no firm contraction of the uterus 
could be procured, and hemorrhage went on from the placental site, 
although there had been scarcely any from the cut surface. It was 
at length found necessary to stop it by prolonged pressure with 
sponges dipped in a solution of perchloride of iron. The uterine 
wound was closed by interrupted sutures of fishing gut. The patient 
was at farst much blanched, but recovered her colour after subcutaneous 
injections of ether. She died, however, two days after the operation. 
At the autopsy signs were found of very early peritonitis, and the 
spleen and liver were much softened. The uterus was slightly ad- 
herent to the abdominal wall. It was distended by black fluid, so 
that the fundus reached above the umbilicus, but no fluid had escaped 
from it into the peritoneal cavity. The sutures had cut through in 
some slight degree, but the knots were firm, and the fishing gut stiff. 
It might be a question whether septicemia had not occurred first, 
and caused the death of the foetus and irritation of the uterus. In 
favour of this view was the fact that almost the first symptom was a 
rapid rise of temperature and pulse, accompanied by rigors, and that 
the foetus perisned very soon after. 


Extreme Hypertrophic Elongation of the Cervix. 


Dr. Barnes exhibited the uterus of a woman who had died after 
premature labour at the eighth month. The os externum had pro- 
truded beyond the vulva with complete eversion of the vagina. The 
patient died of septicaemia, connected possibly with the injuries sus- 
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tained during the labour, by the abnormal state of the canal the child 
had to pass through. ‘The specimen was another illustration of this 
form of dystocia, which was described in the Obstetrical Transac- 
tions for 1874 by Dr. Roper. The cervix was 34 inches long, and 
its interior might be seen in the specimen to be in a sloughy condi- 
tion. 





Monstrosity. 


Dr. Roper exhibited a foetus, born at the seventh month, which 
lived for half an hour. The right thigh was entirely wanting, the 
left leg below the knee terminating in a spike. Both thumbs were 
absent, as also apparently the radius of both arms. 

Dr. RoceErs in reference to Dr. Galabin’s specimen, said that, at a 
sister society, a few days ago, Dr. Edmunds had related his second 
successful case of Czesarian section in which, as in the former, no 
sutures had been used for the uterine wound. He had himself been 
present at four cases, in three of which silver sutures had been used, 
and in one carbolised gut. Only one~of these recovered ; silver 
sutures having been employed. The experience of Dr. Meadows 
had been against carbolised gut. Of nine cases of Dr. Greenhalgh’s 
sutures were used in only one, and that one ended fatally. In most 
of the cases of recovery reported from abroad no sutures had been 
used, and he believed that this was the correct practice. 

Dr. Barnes cautioned against accepting the conclusion that Dr. 
Rogers’s statement pointed to. The bare fact that in certain cases 
the uterus had been stitched up and death followed, whilst in certain 
other cases no sutures were used and recovery followed, did not 
warrant the inference that the sutures had anything to do with the 
result. Cases that did not require sutures were those in which the 
uterus closed naturally by contraction. These cases were just those 
which were most likely to recover ; on the other hand, the cases that 
required stitching were those in which no contractile power existed, 
and were therefore cases which were likely to prove fatal under any 
mode of treatment. 

Dr. RoutH asked how long the wound in the uterus had been kept 
open before it was closed. In Dr. Edmunds’s case three-quarters of an 
hour were allowed, the uterus being irritated all the while by the fingers 
until firm contraction ensued, and then no ligatures were needed. 
He thought that the result of experience was against the use of 
sutures for the uterine wound in any case. 

Dr. Bantock asked whether effusion had been found in the perito- 
neal cavity. This would be the case if septicaemia had been primary. 

Dr. GALaBIN, in reply, stated that iron had been applied when 
death from hemorrhage seemed imminent ; only a small amount 
of watery fluid was found in the peritoneal cavity post-mortem. 
Professor A. Martin, of Berlin, had recorded several cases re- 
sembling those of Dr. Meadows and Dr. Routh, in which the patients 
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had gone on well for several days ; symptoms of peritonitis had then 
suddenly arisen, and after death sutures of carbolised gut were found 
to have become untied. He thought that these cases showed that, 
at any rate when unremitting contraction of the uterus could not be 
He hate sutures of some sort were useful, as long as they held 
ast. 





The Obstetrical Aspects of Idiocy. 


Dr. J. Lancpon Down read a most interesting paper on this sub- 
ject. His observations extended over eighteen years, and included 
Over 2000 cases. Primogeniture seemed to play an important part, 
no less than twenty-four per cent. of all the idiot children observed 
being primiparous. The total average number of children in the 
same families was 7°9. The number of idiot children who were pri- 
miparous was therefore nearly twice as great as it might be expected 
to be if primiparity had no influence. Probably a large number of 
primiparous children also were weak-minded, without being actual 
idiots. The cause of this preponderance might, no doubt, be largely 
attributed to the exalted emotional state of the mother, not forgetting 
the emotional condition also of the father, caused by the responsi- 
bilities and anxieties of the newly-married state. The increased diffi- 
culty of parturition seemed also to be an important factor, and to be 
perilous to the future mental health of the child. A state of suspended 
animation should especially be avoided. No less than twenty per 
cent. of the idiots were born in this condition, and it apparently 
exerted much influence in the production of such a mental state. 
Of idiots who had been resuscitated out of such a condition, forty per 
cent. were primiparous. As to the effect of instrumental interference, 
there was no evidence that it had any injurious influence. In only 
three per cent. of the cases had forceps been employed. Harm was 
generally attributed to them by the parents in these cases, but in all 
he had found evidence of a neurotic history. He agreed with Dr. 
Ramsbotham that forceps are not a cause of mental disease. Pro- 
longed labour was much more compromising to the life prospects of 
the child than a judicious and timely application of the forceps, since 
it was the prolongation of pressure which had the most injurious in- 
fluence. Two per cent. of the last thousand cases were twins. In 
the same families there were also two per cent. of twins not idiots. 
Twin birth, therefore, seemed to have an injurious effect, since, of 
the twins in these families, no less than half were idiots. In many of 
the cases he had obtained a history of severe vomiting, falls, injuries, 
or hemorrhages during pregnancy. Severe vomiting on the part of 
the mother seemed to have been specially injurious to the mental 
health of the child. In a large number of cases there had been 
fright accompanied by syncope, or other severe emotion. A neurotic 
constitution in the mother had considerable influence, but the effect 
of external impressions proved to have been more important, though 
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often complicated by the subjective condition. Of the 2000 cases 
the ratio of males to females wa8 2°1 to ‘9. This was probably due 
to the larger size of the head giving rise to prolonged and difficult 
parturition, continued pressure, and suspended animation. The 
greater tendency to convulsions in male idiot children must be 
attributed to the same cause. When a neurosis was paternal, he had 
found that the male progeny. suffered, and conversely. It had 
proved hopeless to get any results as to the effect of the adminis- 
tration of ergot, since the mothers generally did not know of its 
having been given, or were apt to give incorrect information on the 
subject. | 

The obstetrician was often called upon to give a diagnosis or prog- 
nosis in cases of idiocy. He should carefully look out for the out- 
ward physical signs, which often accompany inherited or develop- 
mental idiocy. Thus he should be on the watch for a want of 
symmetry in the head, or an unusually brachy-cephalic, dolicho-cephalic, 
or micro-cephalic form of it. Among conditions common in idiots 
were an open frontal suture, a fold at the inner canthus of the eye, 
which he called the epicanthic fold ; an oscillation of the eyeballs, or 
so-called nystagmus ; an ill-formed condition of the lobule of the ears, 
with a position far back in the head; a large or rugose tongue ; an ob- 
tuse angle to the lower jaw ; a lax or sodden skin ; a tendency to spina 
bifida, or vaulted or cleft palate. Automatic movements or spastic 
rigidity were also common. ‘The position of the eyes should be 
noted. In ‘‘ Mongolian idiocy” they were far apart, and the shape of. 
the head like that of a Chinese. If the child did not notice, the. 
retinee should be examined to ascertain whether blindness existed. 
Idiocy was often acquired or accidental, as from the effect of menin- 
gitis, convulsions, acute diseases, injuries, or narcotics. It was very 
often attributed to wrong causes, and hence it was extremely impor- 
tant to diagnose by external physical signs. A case was related in 
which a child was cured of convulsions by a stream of cold water, 
and afterwards became an idiot. ‘The doctor was accused of causing 
the idiocy, but he (the author) was able to show by external signs 
that the idiocy was developmental. Precious opportunities of early 
training were often lost by hoping for an improvement at the age of 
seven years. Bright physical looks often gave a most delusive hope, 
for these showed that the idiocy was accidental, and not develop- 
mental. The prognosis was then far less hopeful than when the face 
was distorted. For congenital or developmental idiocy was far more 
amenable to training than post-congenital, an ill-developed brain 
being more hopeful to deal with than a damaged brain. The 
prognosis was inversely as the child was comely, fair to look upon, 
and winsome. 

Dr. F. C. Cory remarked that, in a practice extending over 
twenty-five years, he had noticed no ill-effect upon the intellect of 
the child from the employment of ergot during labour. 


_ Dr. J. Braxton Hicks thought the paper most interesting and of 
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exceeding importance, not merely collaterally, but directly to ob- 
stetricians. 

_Dr. R. Barnes thought we were much indebted to the author for 
his contribution, importing into our Transactions and discussions new 
elements or aspects of obstetric practice. He regarded the paper as 
an able statement of a very interesting question, by one thoroughly 
competent to deal with the question, since he was not only a specialist 
in mental diseases of children, but had himself had obstetric expe- 
riences, having been, in former days, for two years resident accoucheur 
at the London Hospital. He himself generally knew little of the 
subsequent history of his cases, and the evidence was rather in the 
hands of family practitioners. But he was not disposed to endorse 
the conclusion that difficult labour, even when it produced some 
degree of asphyxia, was an important cause of idiocy. The author 
had no doubt established a prima facie case, but statistics were full of 
fallacies, and there should be a cross-examination as to the facts. Dr. 
Little, in a paper read before the Society some years ago, had ad- 
vanced similar opinions, and had referred many disastrous conse- 
quences to suspended animation, It was related of Samuel Johnson 
that he had been resuscitated from such a condition, and he suffered 
all his life from singular nervous phenomena. But if developmental 
causes were excluded, he thought that the accidental cases of idiocy 
remaining would be very few. He had himself not known any bad 
results to the future mental health of the child to follow from the use 
of forceps or version in contracted pelves, although temporary 
asphyxia was not uncommon in such cases. Some of the very finest 
men he had known had been twin children. 

The PREsIDENT thought suspended animation must not be regarded 
too exclusively as produced either on the one hand by the pressure 
of a too prolonged labour, or on the other by the compression of the 
forceps when they had been employed. Suspended animation was 
likely to occur whenever a child was born with an imperfectly 
developed nervous organisation, and it was well known that small 
feeble children, expelled with great ease from the maternal passages, 
were often difficult to resuscitate. Referring to one of the idiot chil- 
dren shown by Dr. Wiltshire, it would be well not to attach too much 
importance to its difficult delivery as a cause of its mental weakness, 
because it was obvious that the mother, who stood by, was an imper- 
fectly developed creature in every respect, and, according to the 
theory of natural selection for healthy progeny, should never have 
been a mother at all. 

Dr. FLETCHER BEacu remarked that his experience at the Clapton 
Idiot Asylum to a great extent bore out the remarks made by Dr. 
Down. He had gone carefully through the histories of 100 cases. 
Of these 20 were primiparous, nearly as large a proportion as that 
found by Dr. Down, 11 being male and 9 female. Of the 11 males 
labour had been tedious in 2 cases ; one was hereditary, one was due 
to fright on the part of the mother. Of the 9 females, labour 
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had been tedious in 2 cases; in 2 there was a history of fright, in’ 
2 of accidents, and in one of mental anxiety on the part of the 
mother. He thought therefore that tedious labour was only one 
among many causes. In a large proportion of the cases not primi- 
parous there was a history of trouble, fright, accident, or anxiety 
on the part of the mother. 

Dr. J. BEVERIDGE SPENCE stated that he had noticed at Earlswood 
that the cases associated with tedious birth and suspended animation 
manifested great improvement in their mental state during their 
residence at the asylum, and are generally capable of receiving and 
benefiting to a considerable extent by the instruction imparted to 
them. Well-marked chronic movements were generally observed. 

Dr. WEsTMACOTT inquired whether drunkenness in the mother 
was not a frequent cause of idiocy. He had seen one such case. 

Dr. BRuNTON would like to ask the experts how soon after birth 
they could discover the presence of imbecility in an infant. Children 
born healthy, but subject to artificial and improper feeding, suffered 
from diarrhoea, and convulsions often ensued, suspended animation 
with disturbance of the cerebral functions resulted, and imbecility as 
a consequence. 

Dr. Hayes thought a more minute classification was requisite. No 
safe conclusions as regards prolonged or obstructed labour, instru- 
mental interference or non-interference, could be arrived at without 
this. Microcephalic, hydrocephalic, or epileptic idiots should be 
distinguished. If there were congenital effusion on the brain or 
spina bifida, suspended animation was. very likely to occur, and sub- 
sequent idiocy might be erroneously attributed to this. At the 
Evelina Hospital many cases. of idiocy were the result of epilepsy. 
The epilepsy was probably inherited, the idiocy was developed 
afterwards. 

Dr. RoutH remarked that nothing had been said by the author as 
to the degree of consanguinity between the parents. In America the 
influence of this had been noticed. 

Dr. Gratty Hewirr considered Dr. Down’s facts and suggestions 
most valuable and interesting, but they needed confirmation. In 
regard to the connexion between obstructed labour with pressure 
arising therefrom and idiocy of the offspring, we must examine the 
facts attentively before admitting that such a connexion subsists. 
He could hardly believe that if obstructed labour had a distinct effect 
of this kind it would so long have escaped the attention of obstetric 
practitioners. If they had hitherto been blind, no doubt it was 
important that their eyes should be opened. But he had himself 
seen no such facts, although he had had many cases of asphyxia. In 
one case such a condition lasted for an hour, without any ill effect on 
the mental condition of the child. This should have been a typical 
case if any such result were to be expected. | 

Dr. EpMunDs thought that the statistics were worked out into a 
fallacious form. ‘The numbers of first-born, second-born, &c., formed 
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a rapidly decreasing series. ‘Taking the average number of children 
in a family at four, there would obviously be in the community 25 
per cent. of first-born children, a proportion practically identical with 
those shown as first-born among these 2000 idiots. As to the 
influence of pressure upon the foetal head as a cause of idiocy, he had 
never noticed this, and yet he had observed some 2500 cases. 

Dr. Lancpon Down, in reply, said he was much gratified by 
the discussion which his paper had called forth. He regarded Dr. 
Little’s paper—referred to by Dr. Barnes—as a valuable corroboration 
of his own researches. ‘There were generally several factors in the 
production of idiocy. Given a neurotic tendency, the tedious labour 
and suspended animation might determine the catastrophe. He had 
on this occasion adopted the classification he considered most prac- 
tical—viz., accidental and developmental. As to drunkenness or 
consanguinity of parents, he had carefully limited himself to the 
obstetric aspects of idiocy. On its general causes he might talk until 
the morning. Drunkenness as a cause was more frequent on the 
father’s side. One form of idiocy arose from chronic alcoholism, 
another from procreation during a debauch. His impression was 
that neither the use of ergot nor that of forceps caused any result to the 
mental health of the children. Those who delayed the use of forceps 
incurred a much greater risk than they avoided. Recently, in case 
of idiocy attributed to forceps, he was able to show the cause to be 
developmental. 


MEDICAL SOCIETY OF LONDON. 
Meeting, November 24th, 1876. 
W. Apams, F.R.C.S., Presedent, in the Chair. 





Report on a Second Case of Cesarian Section in which Mother and 
Child Recovered, : 


By JAMES Epmunps, M.D., M.R.C.P:, M.R.C.S. 


THE subject of this operation, Madame R , was an educated 
French lady, twenty-eight years of age, and in her first confinement. 
Her parents were both alive, and her family history was good. Men- 
struation had always been scanty and irregular, and in the intervals 
she had been troubled with leucorrhcea, but otherwise her health had 
been good, and the action of her bowels and bladder had always 
been normal. She had married in August, 1875, and at that time 
suffered much pain, as if from some local obstruction. The subject 
of this local obstruction had at the time been discussed between her- 
self and her husband, but she remaining otherwise well, they had not 
sought medical advice. After her marriage she menstruated irre- 
gularly and scantily until January, 1870. 
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Born at Strasburg, and at heart thoroughly French, she was yet led 
to marry a German husband, and her native city having been trans- 
ferred to Germany, she came to England for her confinement, in 
order that her child, if a son, should be a British subject, and not 
lable to a conscription which might enrol him as a soldier to fight 
against France. ‘Thus she came under the care of Mr. M. A. Lamb, 
M.R.C.S., at Notting-hill, and on the night of Thursday, Oct. 5th, 
1876, the pains of labour supervened, she then being in perfectly 
good health. Mr. Lamb, finding her case to prove one of insuper- 
ably obstructed labour, called upon me to assist him, and at 4 o’clock 
P.M., on Sunday, October 8th, I met Mr. Lamb at the patient’s 
house in the expectation that we should have to perform craniotomy. 

I found that the patient was a slender, well-built woman of dark 
complexion, and apparently in sound general health. The last three 
days had been a severe ordeal for her, but she had borne it well and 
bravely. I learnt the following facts:—The patient had been in 
labour sixty hours. Mr. Lamb had been in anxious attendance upon 
her for thirty hours, and the waters had been discharged by sponta- 
neous rupture of the membranes for about twenty hours. A very 
large quantity of liquor amnii had escaped, and thereupon the pains, 
which previously had been felt only in the back, had shifted into the 
abdomen. For some twenty hours the patient had endured the 
agonies of regular expulsive pains, seconded resolutely by her own 
voluntary efforts, and every one around her had been tired out. She 
had, however, made no progress towards delivery. 

That the case was an extraordinary one had been perceived from 
the first by Mr. Lamb. Her sister told me that, on first examining her, — 
Mr. Lamb had said to her friends, ‘that there was something wrong 
about her,” “that she was differently built from other women,” 
“that her stomach was such a funny shape,” &c. On Satur- 
day, at midnight, Dr. W. H. Valpy met Mr. Lamb in consulta- 
tion, and the patient’s condition had then been very carefully con- 
sidered. No clear diagnosis had been arrived at, but it was decided 
that, as the patient was in good courage and the pains were still 
powerful and regular, more time should be given, in hope that some 
presentation might be made out, or that in some way a course would 
become apparent by which delivery might be attempted. Mr. Lamb 
stayed with her all night, and at 4 a.m. he gave her a draught of 
quinine and iron. During the forenoon of Sunday she became very 
weak, and Mr. Lamb sent for his long forceps, but their application 
seemed so impracticable that the patient had drifted on without in- 
terference until I saw her. Since the escape of the waters she had 
suffered increasingly from cramps in the right thigh and leg, and had 
become very lame. She could not extend the leg well, nor could 
she flex the thigh upon the pelvis; and it was clear that the anterior 
crural nerve on the right side had already suffered considerable 
compression. ‘There had been no lameness before her labour set in. 

On examining the abdomen, I found the uterus firmly contracted 
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tipon the child, and its long axis lying diagonally across the abdo- 
men. ‘The foetal head was altogether above the brim, and was rest- 
ing in the left iliac fossa. Its occiput could be felt above the upper 
ramus of the pubis, and the face looking towards the sacral pro- 
montory, its left frontal eminence projected as if it formed part of 
a large, hard, abdominal tumour. The child’s breech was in the 
mother’s right lumbar region, its back turned forwards, and its spine 
crossing diagonally below the mother’s navel ; the bearings of the 
foetal body were, in fact, almost exactly those of a right-shoulder pre- 
sentation with foetal spine to mother’s navel. The foetal heart was 
beating vigorously and regularly. No placental soufflet was made 
out. 

On examining per vaginam I found at once that we had before us 
a case such as I had never before seen, and one of an extraordinary 
and puzzling character. As the patient lay upon her left side in the 

usual position it was not possible to make outany presentation. The 
pelvis was occupied by a large, smooth, rounded tumour, such as 
that which is found in a neglected case of retroversion of the gravid 
uterus, or such also as that which is sometimes found in primiparous 
patients with rigid os uteri, where the side of the cervix dilates into 
a pouch containing the foetal head, and descends bodily into a large 
pelvis. And firm intermitting pressure with the finger seemed to 
bring out that crackling springiness which, in such cases, indicates a 
foetal cranium in the back ground. But in this case the foetal head 
was in the left iliac fossa, and altogether above the brim. The ques- 
tion, therefore, lay between some tumour impacted in the pelvis, and 
a growth from the wall of the pelvis itself. Further examination con- 
vinced us that the mass sprang from the right side-of the pelvis, and 
that, in fact, its base was inseparably attached to the inner surface of 
the ischium. The rectum was not compressed, nor was the tumour 
moulded into the hollow of the sacrum, but from the whole area of 
the right ischium as its base it bulged inwards and upwards, thrusting 
the vagina forwards and to the left side, rising into the brim as a large 
botryoidal mass, which was probably an enchondromatous or fibro- 
cystic growth. Behind, it was in close relation with the anterior sur- 
face of the rectum, and above it was clothed with the fascia and 
peritoneum belonging to the pouch of Douglas. In a direction up- 
wards and towards the left acetabulum the index-finger passed into a 
chink less than an inch in width between the left edge of the pelvic 
brim and the tumour, and lying above, near the pubic portion of the 
acetabulum, there was made out a foetal ear, surrounded by a fully- 
dilated and patulous os uteri. ‘The tissues of the rectum and vagina 
‘were perfectly healthy, quite free from infiltration, and not in any 
way incorporated into the substance of the tumour. 

In deciding as to the course of treatment, we had to consider the 
following data :—The tumour not merely filled out the pelvic brim, 
‘but its massive spheroidal form occupied the pelvic cavity and made 
it almost impracticable to get any instrument even to reach the foetal 
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head, and it was clear that the mere operation of craniotomy would 
be a most dangerous and difficult undertaking. Then the tumour 
was extremely firm in its substance, and there was the obvious fact 
that under the pressure of a protracted and strenuous labour, this mass 
had lost none of its shape or fixity. Believing, therefore, that the 
use of a trocar aspirator could not so reduce the obstruction as to 
render delivery per vias naturales a practicable operation, we con- 
cluded that we should not be justified in opening the head of a 
vigorous living infant, or in subjecting the mother to the additional 
risk and anxiety which would be caused by a futile use of the trocar, 
and we decided to recommend abdominal hysterotomy. ‘The friends 
at once concurred, and the patient, on being appealed to, replied that 
she would submit to anything that we mightadvise. It being Sunday 
evening, and not practicable to obtain proper nurses at the moment, 
I placed at Mr. Lamb’s disposal a bed in the London Temperance 
Hospital, and this being gladly accepted, I went on at once to direct 
the preparation of a special ward for the patient’s reception. It was 
arranged that Mr. Lamb should stay to see the patient off, and then 
follow on to the hospital. The patient had some gruel and milk, 
cheerfully got up to be dressed, and, her husband taking her in his 
lap, she travelled to the hospital in a cab, where she arrived at about 
seven o'clock. Her pains continued strong and regular, but when I 
examined her at the hospital her condition was unchanged. She had 
borne the journey well, and was in good spirits at the promise of 
relief. J ordered her another basin of grueland milk, and Mr. Lamb 
remained in charge of her in the matron’s room while I superintended 
the completion of our arrangements. My colleague at the hospital, 
Dr. R. J. Lee, proving to be out of the way, my neighbour, Mr. 
Sibley, kindly promised to assist, and I at once sent on a note to 
Dr. Routh asking him to meet us at the hospital. Meanwhile I gave 
Mr. Sibley a full account of the patient, and he kindly undertook to 
peruse the detailed report of the operation in my former case, as 
published in the Zancet of January 5th, 1861, in order that we might 
together settle the exact steps of our procedure in case of his agreeing 
with me as to the necessity of the operation. Mr. Sibley and I met 
again at half-past eight, and after careful discussion we agreed to 
repeat the former operation almost exactly. On examining the patient 
at the hospital, Mr. Sibley agreed precisely with Mr. Lamb and myself 
as to the nature of the case and as to the necessity for Ceesarian 
operation, and» Dr. Routh, who soon afterwards arrived, also con- 
curred at once in our conclusions. 

We adopted the following preliminaries to the operation :— 

1st. A terebinthinate enema was administered to the patient for 
two distinct objects: one to lessen the volume of the intestines by 
clearing out their gaseous and feculent contents ; another, that the 
turpentine, by absorption into the blood, might act as a hemostatic. 

2nd. Carbolic acid spray was projected into the atmosphere of the 
operating-room for half an hour, so that on commencing the opera- 
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tion the carbolic acid had permeated the whole chamber, and was 
distinctly perceptible to the sense of smell. The room had been 
made comfortably warm, and it was kept at a temperature of about 
80° Fahr. 

3rd. In selecting the instruments, sponges, ward apparatus, and 
nurses, extreme care had been taken to exclude all sources of septic 
infection, and before going into the ward, my medical friends and 
myself all cleansed our hands most scrupulously, and finally washed 
them with iodine water. 

4th. The patient was seated nearly upright upon the edge of the 
operating table, in order that blood might flow out over the pubes, 
instead of sinking down among the intestines and into the interstices 
around the pelvic tumour. Dr. Routh, who had not arrived in time 
to assist us in settling the steps of the operation, and who had not 
perused the narrative of my previous case, did not concur with us in 
this position of the patient ; but I think that now he would do so. 
As the position was convenient, and most admirably answered the 
objects for which it was intended, I may perhaps describe it further. 
The patient, suitably clothed, was seated upon the operating-table 
with her thighs projecting fully half way beyond its edge. Two 
nurses, comfortably seated beneath on each side, each took one of 
the patient’s feet in her lap, and was charged to steady the limb and 
prevent the patient from slipping off the table. Behind the patient a 
Windsor chair, turned upside down, was placed as a substantial sup- 
port, and this being solidly stacked up in front with pillows, the 
patient, on leaning back some thirty degrees from the perpendicular, 
found herself in a state of comfortable repose, and perfectly secure, 
her feet being supported at a proper height on the laps of the two 
nurses below. 

5th. Chloroform was given. 

6th. The administration of the chloroform having been commenced 
by Dr. S. L. Smith, I emptied the bladder very completely by means 
of a long elastic catheter, and by the time I had cleansed my hands 
carefully from all urinous taint the patient had been made sufficiently 
insensible. ‘The projection of spray into the room was continued 
near to the patient, but not upon her. The spray was projected by 
means of a most useful little automatic instrument designed by Dr. 
R. J. Lee, and constructed by Mr. Harper, of Clerkenwell. On com- 
mencing the operation, Dr. Routh took charge of the nght side of the 
abdomen, and Mr. Sibley of the left. Mr. Lamb kindly undertook to 
second me, and Dr. Smith remained in charge of the chloroform. 

The incision was commenced at the umbilicus, and continued 
downwards in the median line to a point about three inches and a 
half from the top of the symphysis pubis. It was then extended 
downwards another inch or more, and it was deepened, fortunately, 
with extreme caution and watchfulness. The bladder proved to 
extend upwards beneath the peritoneum nearly four inches beyond 
the top of the symphysis pubis—owing, no doubt, to the tumour 
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having sustained the foetus entirely above the brim of the pelvis, so’: 


that it had rested continuously against the lower part of the abdo- 


minal wall; and although the incision did not reach within two full © 


inches of the symphysis, yet the bladder, filling very rapidly, prolapsed 
over the bottom of the wound and got so much in the way that pro- 
ceedings had to be stopped while the catheter was reintroduced by 
Mr. Lamb, and left in the bladder so as to keep it perfectly collapsed. 
The abdominal wall being tensely strained over the uterus, the incision 
had to be completed on a director, and, in consequence of the extra- 
ordinary position of the bladder, it had to be carried upwards consi- 
derably above the umbilicus. 

An incision some six inches in length having been completed, the 
uterus lay diagonally across the abdomen, its colour like purplish 
beef, its fibres showing distinctly through the peritoneum, and its wall 
tensely stretched upon the child. No attempt was made to alter its 
position in the abdomen, but the incision into it was made so as to 
correspond with that through the abdominal wall. At each touch of 
the scalpel the fibres behaved as if “cut on the cross,” retracting 
strongly and irregularly, whereas under the perfectly median incision 
made in my former case no such effect was produced. As the cavity 
of the uterus was reached, the white skin of the infant’s shoulder 
instantly bulged forwards, and the incision had to be completed upon 
a director in order to avoid wounding the child. The foetus was 
found to occupy exactly the position which had been made out, and a 
wave of contraction having been allowed to subside, the foetus was 
seized by the head and withdrawn gradually, the uterus closing upon 
itself very promptly. 

The child being in a state of suspended animation, it was taken 
charge of by Dr. Routh, and so soon as he had made it breathe, I drew 
the placenta out of the uterus, and, laying it down by the child, left it 
also to be dealt with by Dr. Routh. Mr. Sibley managed to prevent 
any protrusion of the intestines from occurring while Dr. Routh left 
his side of the abdomen. The placenta had been attached to the 
fundus uteri. 

Soon after the withdrawal of the placenta the uterus contracted, 
and expelled through the incision a few ounces of blood which flowed 
safely out over the pubes. This contraction having ceased, I passed 
four fingers of my right hand into the cavity of the uterus, and from a 
sort of recess to my left I peeled away some fibrinous clot. I then 
manipulated the interior of the uterus from point to point witha gentle 
kneading pressure from the fingers. Rounded fragments of clear ice 
also, being dropped into the uterus from time to time, were brought 
carefully into contact with every part of its inner surface. To these 
manipulations the uterus responded admirably, and, under repeated 
applications of the process, the uterus pursed itself up into a com- 
pact mass, which, in subsequent contractions, seemed only to change 
its shape, and not to be susceptible of further diminution in volume. 
For a time each uterine contraction was followed by a small gush of 
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discharge through the incision. But each successive gush altered in 
_ character. At first it was of pure blood partly coagulated ; subse- 

quently it was of sanguinolent fluid, free from clot, and showing but 
little coagulability ; and at last the discharge was reduced to an insig- 
nificant quantity of red serum. 

This process was very instructive. The first discharge was of 
blood, which had escaped directly into the cavity of the uterus on 
the separation of the placenta. The subsequent discharges were of 
defibrinated blood which had been squeezed out of the uterine 
sinuses, the fibrinous clot remaining in the sinuses, and, under the 
influence of muscular compression, being accumulated and moulded 
into their interstices, until it completely plugged them. And then 
the discharge of blood entirely ceased. 

After patiently treating the uterus in this way for about three- 
quarters of an hour, the whole of its substance had become densely 
compacted together. The inner surface of the uterus also gradually 
became lined with an adherent membranous coating of felted fibrine, 
and the waves of contraction, which altered the shape of the uterus 
and contorted the edges of the incision, were no longer followed by 
any discharge into its cavity. Towards the end of this period two 
silver-wire sutures had been put into the lower end of the abdominal 
incision, so as to cover up the bladder and lessen the size of the 
Opening. Four more sutures were now inserted, in order to close 
up the abdominal incision ; but between the fourth and fifth sutures, 
counting from above, one point was left unsutured, in case it should 
afterwards be necessary to make way for septic or inflammatory fluids 
from the abdomen. At the last moment before closing the abdomen 
an oesophagus tube was passed into the incision and downwards 
through the os uteri. It was then drawn out through the vulva, so 
as to make sure that the passage for the lochia was patent throughout. 

The sutures—of double silver wire—were carried solidly through 
the whole thickness of the abdominal wall; they included about 
two-thirds of an inch of skin, and one-third of an inch of peritoneum. 
The surface of the abdomen was now carefully sponged, long narrow 
tapes of adhesive plaster were stretched across between the sutures, 
and thus the whole wound was brought into solid and exact apposi- 
tion. A thick sheet of freshly-carbolised wool was applied, and 
finally a five-inch flannel bandage was so rolled round the body as 
to support the abdomen, and leave no tension upon the silver wires 
or plaster tapes. 

Prior to the extraction of the foetus the tense uterine wall seemed 
to be about three-sixteenths of an inch in thickness. When the 
uterus was empty and contracted, the wall was fully three-eighths of 
an inch in thickness, and it seemed divisible into three portions: the 
peritoneal portion about a thirty-second of an inch thick, the mucous 
portion about a sixteenth, and the muscular portion about five-six- 
teenths. The muscular portion was of a bright beef colour, owing to 
superficial oxidation ; the mucous portion was of a dusky purple 
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colour, like fine dense velvet in appearance, and inseparably attached 
to the muscular portion. The face of the section was irregularly 
concave, and the outer and inner portions rather curved over towards 
each other in consequence of retraction in the muscular portion, 
When we closed the abdomen the uterine incision was gaping dread- 
fully, and its edges formed an unsymmetrical sinvous outline which 
varied in character with every phase of the uterine contractions. 

The total loss of blood was estimated by Dr. Smith at ten ounces. 

During the long period which the operation had occupied the 
influence of chloroform had been only occasionally and very sparingly 
renewed. The patient, worn out by want of sleep and protracted 
suffering, sank into a natural sleep upon the operating table so soon 
as the child was removed, and into this sleep she continued to revert, 
although roused up every few minutes to drink medicines. It will 
be remembered that, immediately before the operation, the patient 
had a terebinthinate enema with a view to hzemostatic effect, and 
during the operation, at intervals of a few minutes each, she took the 
following draughts :— 

1. Immediately after the extraction of the placenta a draught con- 
taining forty minims of liquor secalis. 

2. ‘Thirty minims of oil of turpentine shaken up in milk. 

3. Thirty minims more of liquor secalis in water. 

4. Thirty minims more of oil of turpentine shaken up in milk. 

5. Thirty minims more of liquor secalis in water. 

At the end of the operation, the patient remaining in a tranquil 
sleep, and her pulse and respiration being almost normal, her clothing 
was made comfortable, and she was placed in bed. The directions 
left were that the patient was to lie in bed straight on her back, 
with her shoulders raised, and her knees shghtly drawn up. That 
she was to take, at her own discretion, milk and water or milk- 
gruel, consisting of one part milk and two parts of well-boiled oatmeal 
gruel, sweetened with sugar. That when thirsty she was to drink 
barley-water acidulated with lemon-juice. That the nurse was to 
introduce a long elastic catheter frequently, so as to keep the bladder 
empty and preserve the uterus from mechanical disturbance. That 
the patient was to take no physic and no alcohol. 


With the patient’s after-treatment I need not, Sir, trouble you at 
length. She was seen at all stages of her recovery by fellows of this 
Society or by visitors now present, and full details have been recorded 
by our careful house-surgeon, Dr. Smith. But her subsequent history 
is of purely negative interest. She suffered no more pain or incon- 
venience than after an average labour, except that, as a matter of 
precaution, she was kept in bed until the eighteenth day. On the 
twenty-third day after the operation she and her infant left the hospital 
perfectly well, and this evening they are presented in person to answer 
for themselves, 


Her diet consisted, for the first week, of the milk and gruel upon 
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which she was put at the end of the operation; but, after the third 
day, tea and toast were allowed at breakfast and tea. After the 
seventh day she took her usual meals, with meat, vegetables, and 
pudding for dinner every day. Alcoholic beverages were rigidly ex- 
cluded from her diet, as also they practically were from my former 
case, now sixteen years ago. In the way of medicine she took 
nothing, except, on the third day, a hyoscyamus draught, given by 
Dr. Smith for an attack of flatulent pain ; and, on the fifteenth day, 
a dose of castor oil, which was given in order to satisfy us that the 
intestine was permeable throughout. 

On the fifth day an oiled elastic tube was introduced into the 
rectum for three hours, in order to provoke a discharge of flatus. 
The bowels moved of themselves fully and comfortably on the 
seventh day, and again on the tenth day, but in the course of the 
third week one or two starch enemata were given. The breasts and 
the lochia ran a normal course, while the pulse and temperature never 
varied from what was perfectly normal. She slept tranquilly through 
the first night, and she felt so little of the abdominal wound that on 
the first day after the operation I had to explain to her that she had 
been delivered by means of a serious cutting operation, and again 
on the third day she asked me to allow her to get up. 

The abdominal incision healed solidly up by direct adhesion, a 
line of skin at the central point where the suture had been left out 
only remaining open, and this point was dressed with carbolised wet 
lint and oiled silk until it cicatrised. On the fourth day the flannel 
roller was renewed and put on more tightly. On the seventh day the 
sheet of carbolised wool was becoming offensive, and fresh wool and 
plaster were applied. On the ninth day the sutures were taken out. 
Every day afterwards the roller was readjusted and kept tight, while 
the warm sheet of wool was gradually diminished in size and thickness 
in order to ptevent her greatly missing its extreme warmth. She still 
wears an elastic belt, but the abdominal wall shows no signs of weak- 
ness. It is now seven weeks since the operation was performed. 
There remains a solid unyielding linear cicatrix five inches in length, 
commencing more than an inch above the umbilicus, terminating at 
a point more than two inches above the symphysis. The lameness 
caused by the pressure of the foetus during labour has practically dis- 
appeared, and the only questions now upon the minds of her medical 
friends are as to the nature and relations of this curious tumour, and 
whether or not any operation should be attempted for its diminution 
or removal. While absorbed in this operation, it did not occur to 
any one of us to take into consideration the propriety of so treating 
the Fallopian tubes as to prevent a future conception. 


The operation of Czesarian section is one of more general interest 
than other great operations, such as ovariotomy, for which time, 
place, and special experience can be commanded. In any remote 
place an individual practitioner may be called upon at once to face 
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the responsibility of undertaking Czsarian section, or to stand by. 
while two lives perish miserably. 

Looking back over the history of Cesarian section it will be seen 
that but few of its deaths are due to the operation itself. One section 
of the operations has been done upon patients already moribund from 
exhaustion, or from the occurrence of fatal injury. ‘These deaths are. 
to be set down to improper delay, or to misdirected interference. In 
another large section of the operations the deaths are to be debited 
to causes preventable, and of late more clearly perceived. JI allude 
to septic poisoning in the course of the operation, and to the mis- 
directed influence of opium, of alcohol, and of other drugs in the 
after-treatment. In some cases the question must now be raised 
whether the treatment of the uterus by sutures has not also been a 
factor of death, which, for the future, may be safely avoided. Con- 
sidering the uncontrollable resistance of local muscles in operation 
about the soft palate, and the reflex irritability of the sphincter ani in 
other painful diseases—considering that the uterus is the most power- 
ful muscle in the human body, and an organ intensely endowed with 
reflex irritability, I venture to submit that, @ priort, the onus justifi- 
candi rests upon those who would attempt to tie up this organ by 
sutures. Still, high authorities have differed upon this subject, and 
during this operation the very earnest convictions of Dr. Routh did in 
the end sway Mr. Sibley’s judgment, while they made me feel that, in 
not yielding to his arguments, Iwas guilty of a questionable and im- 
politic hardihood. Moreover, I felt with Mr. Sibley that if ever there 
were a case for sutures this was the one. The uterus having been 
“cut on the cross,” the incision gaped most formidably, and the edges 
were so remarkably everted under the influence of every contraction, 
that it seemed possible the uterus might turn itself inside out. The 
danger, therefore, that a loop of intestine might become strangulated 
was vividly present, while to the last moment Dr. Routh continued to 
urge that the insertion of wire sutures would lessen the chance of 
heemorrhage occurring after closure of abdomen, yet I could not 
overcome my repugnance to the suturing of this irritable muscular 
mass. 

In conclusion, I venture to submit that, but for uterine haemorrhage 
after closure of the abdomen, the operation of Czesarian section per se 
ought not to be more than half as fatal as the operation of ovariotomy. 
There are no adhesions to combat, there need be no extreme inter- 
ference with the abdominal peritoneum, and the complications of 
malignant disease are less frequent. Should it be proved that the 
mortality incident to Czesarian section is reducible to a ratio of ten 
per cent., it is clear that some old and grave controversies will have 
to be reopened. 

With regard to the particular cases which have formed the basis: of 
this paper, itis an odd run of luck for two such consecutive recoveries 
to have occurred to any one practitioner. But the two operations 
having been practically identical throughout, and every detail in each 
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case having been recorded with rigid accuracy, it seemed to me that 
I might venture to submit them fully to the Society. Both these 
patients, in the first instance, had the good fortune to fall under the 
care of judicious and experienced practitioners, who. preserved them 
alike from premature or misdirected interference and from undue 
delay. In each case we had the advantage of that brotherly help 
from neighbouring practitioners which is one of our pleasantest expe- 
riences in the republic medical ; and in this recent case we had the 
good fortune to be counselled and assisted throughout by Dr. Routh 
and Mr. Sibley. 


Meeting, December 4th, 1876. 


The discussion on Dr. Edmunds’s case of Cesarian section was 

opened by Dr. Routh. He said that from his observation of the 
operation he felt sure that the author’s practice was right to put no 
sutures into the uterus. For if there were ever any case in which 
sutures were required it was this one, so widely did the uterine wound 
gape. Hewas now convinced that in the case of Dr. Meadows’s and 
his own similar case, in which after death sutures of carbolised gut 
were found to have become untied, death was due not, as he pre- 
viously supposed, to carbolised gut having been chosen, but to 
sutures of any kind having been employed. The fact that the gut 
‘sutures became untied, which they did not in other cases, showed 
that they uritated the uterus, and urged it to try and release itself. 
He thought that the careful precautions of the author had much to 
do with the successful result, and that the inclined position of the 
patient’s body had proved useful. 
- Dr. Heyvwoop Smiru said that it had been recommended by some, 
to make an oblique incision in the uterus, in order that it might be 
more readily closed by contraction. Was the author’s accidental ex- 
perience in favour of this practice, and did the inner surface of the 
‘wound close by contraction, although the outer remained gaping ? 
Dr. Edmunds was fortunate in having had his cases at an early stage, 
and under favourable circumstances. The operation was generally 
undertaken at a stage at which there was little hope of saving the 
mother’s life. 

Dr. Rocers, with reference to the use of carbolic acid, said 
that at the Samaritan Hospital it wasnever used in any form. From 
the excellent results obtained there in cases of ovariotomy, he 
thought that the conclusion might be drawn that the use of carbolic 
‘acid was unnecessary and undesirable. As to the use of sutures, he 
believed that Dr. Greenhalgh had scarcely ever employed them, and 
he thought that Dr. Edmunds’s practice was correct. 

Dr. GALABIN said that he had been less fortunate than the author, 
having had twice within the last two months to perform the opera- 
tion in cases which were hopeless, or almost hopeless, from the first. 
He did not agree with Dr. Routh that the untying of sutures of car- 
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bolised gut showed that they irritated the uterus. It was due to 
alternate contraction and relaxation of that organ, and this was known 
to be its natural physiological condition after delivery. He thought 
that the cases now on record, including several in Germany, in which 
bad symptoms had suddenly set in after several days, carbolised gut 
sutures having become untied, rather showed that sutures of some 
sort were useful so long as they held firm. In his last case he had 
used sutures of fishing gut, and these had held quite fast. 

Dr. GricG said that in a case in which he had performed the 
operation, severe hemorrhage had set in only when the incision was 
prolonged near to the cervix, a large sinus having been laid open, as 
predicted by Dr. Greenhalgh. He thought it very important to 
avoid incising this part. In his case a continuous suture of silk had 
been used, by the advice of Mr. Spencer Wells. Some loops of the 
suture, however, were found to have cut themselves loose, death | 
having taken place from septicemia. He thought that the loosening 
of the sutures was only due to the physiological condition of the 
uterus, not to irritation. 

Dr. MILNER FOTHERGILL said that much had been said about the 
use of sutures, and little about the patient herself, although her 
constitution was the most important condition of all. Having seen 
her before them, they had been able to judge that she was a woman 
who would have recovered from any operation in which a fatal re- 
sult was not absolutely inevitable. That this was the case was evi- 
dent indeed from the fact that she recovered without taking any 
alcohol. 

Dr. Epmunps, in reply, said that the fact of symptoms of perito- 
nitis having set in suddenly, only after several days interval, when 
carbolised gut sutures had been used, did not show that the sutures 
had previously been of any service. It was only after such an in- 
terval that an effusion in the peritoneal cavity would begin to decom- 
pose, and set up peritonitis. His experience showed that the oblique 
incision in the uterus caused the wound to gape more widely than if 
the incision were median. No attempt had been made to sponge 
out the peritoneal cavity after the operation, and he believed that, 
owing to the position of the patient, no fluid had escaped into it. 
Such a position, however, might be dangerous in some cases, from the 
too sudden removal of pressure from the abdominal vessels. He 
believed that if sutures were put into the uterus, a muscular organ, 
it would writhe and writhe until it got itself free. He thought 
that Dr. Grigg’s case was additional evidence of this. In another 
similar case he would cut a piece out of each Fallopian tube with 
scissors in order to prevent future pregnancies. 
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The Use of Caigut Sutures for the Uterine Wound in Cesarian 
Section. 


Dr. Martin, of Berlin, records his experience of five cases of 
Ceesarian section, in which carbolised gut was used to close the 
uterine wound, in four of which the operation was performed by his 
father, in one by himself. The experiment was suggested by two 
cases reported by G. Veit,* in which they had been used with a suc- 
cessful result, and others recorded by Birnbaum.t The experience 
gained in ovariotomy seemed also to show that they would hold 
securely, and would cause no irritation when left in the perito- 
neal cavity. In all instances the catgut was knotted three times 
lege artis, and the knots drawn as tight as possible. Of the five 
patients only one recovered. She had no bad symptoms what- 
ever, and no elevation of temperature, nor tenderness of uterus, 
which remained firmly contracted throughout. She left her bed 
on the seventeenth day. Two patients died with the usual symp- 
toms of peritonitis. The first of these was a primipara, aged 
twenty-seven, who had lateral curvature of the spine, and a promi- 
nent sacrum, the conjugate diameter of the pelvis being 7°0 cm. 
(2°76 inches). She died fifty-six hours after the operation. The 
uterus was found firmly contracted, the uterine wound well closed. 
The catgut was unaltered, but much swollen; the knots remained 
firm. 

The second case was that of a woman aged forty-one, pregnant for 
the eighth time, suffering from carcinoma of the uterus and vagina 
of about a year’s standing. She died from peritonitis 146 hours 
after the operation. Involution of the uterus appeared to have pro- 
ceeded in due proportion, and the peritoneal surface of the wound 
seemed to be well united. The eight catgut sutures were somewhat 
loosened, much swollen, and surrounded by pus, the knots being in- 
tact. When the uterus was opened on its posterior surface, it was 
seen that only a depth of + cm. from the serous surface had re- 
mained united. The remainder of the wound gaped widely, and was 
thickly covered by pus. 

Both the remaining cases went on well, one for fifteen, the other for 
fifty hours after the operation, and then disiress and collapse rapidly 
set in. The first was a primipara, aged twenty-six. The pelvis was 
normal, but there was an extensive stenosis of the cervical canal. 
After fruitless efforts to dilate it by means of numerous and re- 
peated incisions, Czesarian section was performed. Fifteen hours 
after the operation copious hemorrhage from the vagina came on, ac- 





* < Beitrige zur Geburtshiilfe und Gynakologie,” B, iii. S. 45. 
+ ‘* Med. Centralbl.,” 1876, No. 25. 
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companied by collapse, and she died in three hours. The peritoneal 
cavity was found to be full of fluid blood. The uterus was soft and 
relaxed, the opening into its anterior wall was twelve cm. long. The 
whole wound was gaping widely, its peritoneal edges most. All, the 
fourteen sutures had become untied, but had not given way. 

The second case was that of a woman, aged thirty, pregnant for 
the second time. The conjugate diameter of the pelvis was 8 cm. 
(3°2 inches). At her first confinement, two years before, she had 
been delivered by forceps of a premature still-born child. This was 
followed by a large fistula, involving both bladder and uterus. There 
were extensive adhesions, and cicatricial stenosis of the cervical 
canal. Czesarian section was therefore performed. When pain and 
collapse set in, thirty hours after the operation, the pouch of Douglas 
was punctured, and a catheter introduced. By this means a large 
quantity of fluid, containing a considerable proportion of blood, was 
withdrawn. The patient after this improved for a time, but similar 
symptoms recurred fourteen hours later. ‘The same proceedings was 
then repeated, but the patient sank, and died sixty hours after the 
operation. Post mortem a considerable quantity of blood was found 
in the peritoneal cavity, especially between the uterus and bladder. 
The uterus was soft and relaxed, the incision 11 cm. long. .Two 
sutures at its upper end, and two at the lower, were still holding 
firmly. Three in the centre had become untied, and the wound was 
gaping widely. The author quotes other instances in which a similar 
untying of catgut sutures, used to close the uterine wound, has been 
observed. One case is recorded by Routh in THE OxpsTETRICAL 
JouRNAL for January, 1876; another by Tauffer in the Deutsche 
Medicinische W ochenschrift, No. 8, 1876. Dr. Martin has also been 
informed of similar cases which occurred in the experience of 
Breisky of Prague, and himself saw the autopsy of one patient who 
had been operated on at Prague by Strenge. In this instance the 
knots had not become untied, but the catgut had become so re- 
laxed as to allow the wound to gape. 

The author explains the failure of catgut sutures for the uterine 
walls, when they have proved reliable in other instances, and have 
even been used successfully in the operation for vesico-vaginal fistula, 
on the following grounds. The uterus is very apt to fall into a con- 
dition of alternate contraction and relaxation, at just about the time 
when the catgut is becoming swollen and relaxed ; and during the 
state of relaxation there is a strong tendency for the peritoneal edges 
of the wound especially to become retracted. Under these repeated 
strains even triple and firmly tightened knots become untied. In 
some instances, however, the uterus remains firmly contracted through- 
out, and the author believes that this is the case both in those patients 
in whom catgut sutures remain firm, and in those who recover with- 
out the use of any sutures at all. 

Dr. Martin concludes that catgut sutures must be abandoned in 
Czsarian section, but he still holds to the view that sutures of some 


Obstetric Summary. 699 


sort are necessary, since otherwise fatal haemorrhage may take place 
from the cut surface. After the experience gained in ovariotomy, 
that sutures left within the peritoneum are comparatively harmless, 
he thinks the plan adopted by his father, of including the uterine 
wound in one suture with that in the abdominal wall, to be unneces- 
sary. He now recommends that silk sutures should be passed 
through the whole thickness of the uterine walls, and the abdominal 
wound closed.—Berliner Klinische Wochenschrift, 1876, No. 28. 


The Development of the True Corpus Luteum. 


In the last two numbers of a series of papers on the migration 
of ‘the human ovum and the development of the corpus luteum, 
Professor Maythofer of Vienna contends that the true corpus 
luteum of pregnancy, like the so-called false corpus luteum of men- 
struation, disappears and is replaced by another at short intervals, 
and that the doctrine hitherto accepted, that it has a duration of from 
nine to twelve months, is false. In support of this view he quotes a 
series of cases in which death followed the rupture of a tubal fceta- 
tion of from seven to twelve weeks’ duration, and in which the corpus 
luteum is described as communicating with the peritoneal cavity by 
an aperture not yet cicatrised. These cases are quoted, one from 
Luschka, two from Kussmaul, one from Tobege, and two from G, 
Braun. Although all the authors considered that the corpus luteum 
so described indicated the Graafian follicle from which the fertilised 
ovum had escaped, Prof. Mayrhofer contends that the aperture could 
not possibly have remained uncicatrised for so long a time as from 
five to twelve weeks, and that the corpora lutea seen in these ca:es 
were really quite recent ones, formed during pregnancy, and were 
only not recognised as such on account of preconceived opinions. 
He compares the description of their size and appearance with the 
almost identical account given by Benham of a corpus luteum found 
in a girl who had died during menstruation, which had all the ana- 
tomical characters of the true corpus luteum of pregnancy. 

The author considers it by this means proved that corpora lutea are 
formed afresh from time to time during pregnancy, at any rate up to 
the end of the third month. There are no facts to demonstrate 
whether they continue to be formed every month during pregnancy, 
and have each of them a duration no longer than that of the corpus 
luteum of menstruation, or whether they are formed at longer and 
irregular intervals. Prof. Mayrhofer himself considers the former 
opinion more probable. A simple explanation is thus found for the 
fact that in women who have died during the course of pregnancy, or 
shortly after delivery, sometimes no corpus luteum at all is found. Of 
cases of this kind, which are not very rare, the author quotes one 
mentioned by Turner, and one by Otto. The accepted doctrine of 
the long duration of the true corpus luteum has been founded upon 
the fact that during the second, third, and fourth month of pregnancy 
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the corpus luteum is much larger than that found at a later period, 
and it has been naturally supposed that the smaller corpus luteum of 
the later months arose from the involution of the larger one of the 
early months. The facts, however, would be equally explained by 
supposing that the corpus luteum is renewed every month, or at ir- 
regular intervals, but that the stimulus to its development derived 
from the pregnancy is greater in the earlier than in the later months, 
or after delivery. The high degree of development of the yellow 
cortical substance in the corpora lutea, which had not yet become 
cicatrised, does not prove anything as to their age, for it has been 
shown by Bischoff that in bitches at any rate a considerable develop- 
ment of the yellow substance takes place even before the rupture of 
the follicle. 

A weighty objection may be raised to the author’s doctrine on the 
ground that, in epidemics of puerperal fever, observers have looked 
for fresh corpora lutea in women who have died soon after delivery 
with a negative result. He answers this objection by saying that the 
day of delivery is generally rather more than 280 days from the com- 
mencement of the last menstrual period, and thus does not coincide 
with the tenth monthly epoch from that time, but falls a few days 
later. The tenth epoch may give the start to the process of labour, 
but it does not actually come on for a few days more. And a few 
days may so alter a corpus luteum that it could no longer be recognised 
as a fresh one. That sometimes, if not generally, an ovum is liberated 
near the time of delivery the author considers to be proved by a case 
which he relates, in which coitus, one week after delivery at full term, 
was followed by pregnancy. 

The bearing of this doctrine upon cases which have been considered 
to show a migration of the ovum from one side to the other is obvious. 
The author derives a strong argument in its favour from the frequency 
of cases in which in tubal pregnancy, or pregnancy in one horn of an 
irregularly developed uterus, the corpus luteum has been found on 
the opposite side to the foetation. This frequency is such that, on 
the assumption that the corpus luteum indicates the place whence the 
fertilised ovum was derived, we should have to conclude that migra- 
tion of the ovum across the peritoneal cavity occurs almost as fre- 
quently as not, a supposition which is @ prior’ very improbable. 
Prof. Mayrhofer’s conclusion is that the corpus luteum does not 
indicate the ovary which produced the fertilised ovum, and that there 
is no evidence of any migration of the ovum from one side to the 
other. That the spermatozoa, however, may migrate from one side 
to the other through the peritoneal cavity is proved by the authentic 
cases in which there has been a uterus unicornis, the undeveloped 
horn being represented by an impervious fibrous band, and in which 
foetation has nevertheless taken place in the ovary, Fallopian tube, or 
outer part of the uterine horn on the undeveloped side.— Wiener 
Medizinische Wochenschrift, 1876, Nos. 18 and 109. 
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formation of an Artificial Ureter. 


Professor von Nusbaum, of Munich, has performed this operation 
on a patient in whom a portion of the ureter had been removed in 
ovariotomy. ‘The patient, aged forty-seven, had suffered for more 
than fifteen years from ovarian cystic disease. In the summer of 
1875 the tumour was increasing rapidly, and the patieut was affected 
by fits of an epileptic type, which seemed to be intimately dependent 
upon it. Ovariotomy was performed by Prof. von Nusbaum on 
July 27th, 1875, under the carbolic spray. The incision was at once 
made to the length of ten inches. The contents of many of the cysts 
were thick and gelatinous, and it was necessary to open them with 
the knife, and clear them out with the hand. A broad omental 
adhesion near the liver was tied with catgut. The pedicle and an 
adhesion to the right side of the uterus formed a mass of the thickness 
of the hand, fleshy, and evidently very vascular. An iron wire was 
passed round the pedicle, fastened to a serre-nceud, and the pedicle 
cut away after the wire had been firmly tightened. ‘The adhesion to 
the uterus was then separated by the finger, with the exception of the 
thickened peritoneum. As the area of the uterus laid bare bled 
pretty freely, a portion of peritoneum was dissected up from the 
tumour, and stitched with catgut over the bleeding surface. This 
instantly checked the parenchymatous hemorrhage. Five drainage 
tubes, reaching into the deepest angles of the peritoneum, were in- 
serted, and fixed in the lower angle of the wound, together with the 
pedicle, grasped by the serre-nceud. No unfavourable symptoms 
appeared ; the highest temperature (38°6° C.) was reached on the 
fourth day. From the first, however, only a small quantity of urine 
could be drawn off by the catheter, and the discharge from the open 
part of the wound in the abdomen was unusually copious and clear. 
It was at once suspected that there was a lesion of the bladder, and, 
on examination, the discharge from the wound was found to contain a 
large quantity of urine. In order to ascertain the nature of the lesion, 
diluted tincture of litmus was injected into the bladder, but it com- 
municated no colour to the discharge from the wound. It therefore 
became evident that a part of the mght ureter had been extirpated 
with the tumour. 

Convalescence was rapid, but a fistulous opening in the abdomen 
of the size of an ordinary lead pencil remained, and discharged half 
of the normal quantity of urine. The patient suffered severe distress 
in consequence, and was urgently desirous of relief. The question 
was considered by Professor Nusbaum whether he should extirpate 
the right kidney, according to the plan which had been successfully 
adopted by Professor Simon in a similar case. Owing to the age of 
the patient, and the fact that she had lately been much reduced, this 
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operation was considered too hazardous. Professor Nusbaum there- 
fore resolved to attempt to lead again into the bladder, by the shortest 
possible way, the urine which at present escaped from the fistula. 

During two days the abdominal fistula was enlarged with laminaria 
tents, until it was large enough to admit the finger. A urine reservoir 
was then found, as large as a pigeon’s egg, and situated to the right 
of the uterus. The urethra was then incised upwards and downwards 
with scissors, and gradually dilated by Simon’s bougies. After the 
withdrawal of the fifth one, the forefinger could be easily introduced. 
An attempt was. made to find the lower end of the divided ureter, but 
without success, although the left sound ureter was readily found. 
It was then decided to form an artificial ureter. A male catheter 
being introduced into the bladder, it could be felt by the forefinger in 
the urine reservoir, a space of from 1 to 14 inch intervening. A 
curved trocar was then introduced by the urethra, and thrust through 
the wall of the bladder until it met the finger in the urine reservoir. 
A long piece of whalebone was afterwards passed through the canula 
and the canula itself removed. A drainage tube 2# inches long had 
previously been prepared, within which was tightly fitted a glass tube, 
with its lower end spread out into a broad flange, to prevent its 
slipping through the opening in the wall of the bladder. ‘To the 
other end was fastened a silver wire, and by this means it was drawn 
through the opening by means of the whalebone, until only the 
flange remained within the bladder. ‘The fever kept within moderate 
bounds, and the discharge of urine by the abdominal fistula was 
plainly diminished. Incontinence ceased after three days. On the 
fifth day the flange of the glass tube was found to have slipped 
throvgh the opening in the bladder, and the whole apparatus was 
drawn out through the fistula by the silver wire. With much difficulty 
a second drainage tube, nearly eight inches long, was introduced. 
‘This passed through the entire bladder, and out at the urethra, where 
it hung into a urine-glass. After this almost all the urine passed by 
the bladder. On the second day, however, it was found to have 
worked its way upwards, and out at the fistula. A. blue-coloured 
injection into the fistula showed, however, that the artificial passage 
remained open. From this time very little urine escaped by the 
fistula. Some weeks later, as a few drops still passed by that channel, 
the fistula was cauterised by a red-hot needle. After the eschar had 
separated, plaster was applied over the orifice, and from that time it 
closed completely, and the evacuation of the urine became perfectly 
normal.— .Zrztliches [ntelligenz Blatt., Munich, 1876. 





Intestinal Obstruction produced by an Ovarian Cyst. 

In the Dublin Fournal of Medical Science for August, 1876, Dr. 
R. Ryan relates a case in which acute obstruction of the bowels 
occurred in a patient suffering from cystic disease of the ovary, but 
was relieved after the cyst had been tapped. The. patient, thirty 
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years of age, came under observation in January, 1876. Four weeks 
previously, being ten months after her marriage, she had given birth 
to an eight months’ child, which survived only twelve days. Some 
enlargement of the abdomen had been noticed for’ three and a half 
years, but menstruation had been normal previous to her pregnancy. 
Fluctuation was found over all the abdomen in front, with dulness on 
percussion. Dulness extended into the right iliac region, the left 
iliac region being resonant. The diagnosis made was cystic disease 
of the ovary, probably unilocular, and growing from the left side. A 
fortnight later, Dr. Kidd, of Dublin, saw the patient, and confirmed 
the diagnosis. As her health was good, and the tumour not appre- 
ciably growing, he did not recommend operation, although consider- 
ing the case a peculiarly favourable one for ovariotomy. Four or five 
weeks later she was attacked by severe pain in the left ilio-lumbar 
region, followed by vomiting and abdominal distension. A dose of 
castor-oil produced a free discharge from the bowels and the symp 

toms subsided. On April 3oth, very severe pain and vomiting again 
occurred. Purgatives were vomited, and injections produced only a 
slight evacuation from the lower bowel. On May 3rd, Dr. Ryan saw 
the patient again. There were then symptoms of acute obstruction, 
with probably local peritonitis, the temperature being 100°; pulse 110. 
The track of the descending colon was resonant and prominent. The 
cyst was then tapped, and about eight pints of thin, pale, straw- 
coloured, transparent fluid removed. Two grains of calomel with 
half a grain of opium were then given every four hours. On the third 
day the pulse was 115, temperature 1or°, and not even flatus had 
passed. About twelve inches of a long enema tube were then intro- 
duced, affording exit to a quantity of flatus. An injection was then 
given, consisting of six drachms of tartaric acid and an ounce of 
bicarbonate of soda, each dissolved in a pint of cold water, and 
thrown.up successively by means of a pint syringe. Four hours after 
the bowels acted freely, and from this time she rapidly recovered. 
The author considers the point of obstruction to have been the sig- . 
moid flexure, which was in close relation to the pedicle of -the cyst 
and its least movable part. 


_Lnyection of Water into an Ovarian Cyst followed by a Fatal Result. 


At the meeting of the Société Anatomique in March, 1876, the 
following case was related by M. Saint-Ange. The patient, aged 
twenty-five, was admitted into-the Maison de Santé under M. Marc 
Lée, on February 1st, 1876. After a normal delivery in August, 
1874, she had first noticed a small tumour on the right side of the 
abdomen. ‘This increased rapidly in size, but menstruation was 
regular. In August, 1875, the tumour was tapped, and eighteen litres 
of viscous chocolate-coloured fluid drawn off. The cyst, however, 
soon filled again. In January, 1876, she came under the care of a 
practitioner who repeated the tapping, again drew off viscous fluid, 
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and injected some water into the cyst, to facilitate its exit. From 
this time severe abdominal pain with fever and vomiting came on, 
indicating inflammation of the cyst, and the tumour rapidly regained 
its volume. At her admission into the Maison de Santé there was 
fluctuation over the major part of the tumour, but a solid mass was 
felt at the upper part on the right side. The grave condition of the 
patient was considered to be a contra-indication to intervention. 
Nevertheless, the increasing dyspnoea obliged M. Lée, on Feb. 21st, 
to tap the tumour. This was done with a special apparatus devised by | 
M. Ferrier, resembling Potain’s aspirator, but of larger dimensions. 
Fifteen litres of purulent fluid were drawn off in this way. On vaginal ° 
examination a mass posterior to the cervix was found to fill the pelvic 
cavity ; the uterus was pushed forwards and upwards. After the 
operation only a partial amendment took place. The temperature 
fell to the normal standard, but the vomiting continued, and the 
patient became extremely emaciated, and died on Feb. 28th, a month 
after the tapping and injection of water. At the autopsy it was found 
that the tumour would have been a very easy one to remove. There 
were no adhesions whatever, except a slight one to the omentum. 
The mass which filled the pelvis consisted of a secondary cyst, but 
was not adherent. The pedicle was slender. The apparently solid 
mass at the upper part was found to consist of a cyst having very 
thick walls and gelatinous contents. The uterus and left Ovary were 
healthy. 
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CHAPTER IV. 


INFLUENCE OF POSTURE: UPON THE FUNCTIONS 
OF THE PELVIC ORGANS. 


It follows as an inevitable sequence that the influences 
which produce such varied effects upon the positions and nu- 
trition of the pelvic organs must also materially affect their 
functions. Attention is therefore now invited to the manner 
in which these physiological actions may be modified by 


posture. 
1, Ovulation. 


Posture has not probably a very marked influence upon 
this function. It is, however, a well-known fact that the re- 
productive life of a woman may be modified by many causes 
within and without the body.: Ovulation is not an uncon- 
ditionally continuous periodic functign. The maturation and 
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discharge of ova may be controlled artificially. If a hen 
be prevented from sitting, ovulation will continue uninter- 
ruptedly for months. In the human female ovulation may 
be checked by gestation, lactation, and exhausting diseases. 

It is also certain that it can be accelerated by postural 
causes. Any of the corporeal positions which tend to increase 
the quantity of blood in the pelvic organs will hasten the 
approach and intensify the action of the reproductive faculty ; 
and as the secondary manifestations of generative power, 
which are the evidences of ovarian activity, depend upon 
ovulation for their existence, it is evident that this function 
can be prematurely established by posture. Girls who lead 
a sedentary life arrive at the period of puberty, and have 
the signs of sexual life developed at a much earlier period 
than those who spend their time in the air and take a great 
deal of exercise. : 

It is possible that the same causes may have the effect of 
delaying reproductive death. If the approach of the final 
“change” results from general nutritional decrepitude, an 
artificial supply of blood to the ovaries may for a time post- 
pone the fatal moment. ) 

The last act in the function of ovulation, which has been 
called ovarian parturition—namely, the expulsion of the ovum 
from the Graafian follicle, may be determined by posture, for 
when the follicle is distended to bursting point any sudden 
change of position or exertion will cause its rupture. It is 
not improbable that the act of copulation often has this effect, 
for in the normal copulative posture the penile succussion is 
intensified by the co-existing superincumbent weight and con- 
sequent abdominal pressure. 


2. Anomalies of Ovulation. 


Hyperemy of postural origin may cause ovarian hyperes- 
thesia and pain in the development of the Graafian follicles, 
It may also hinder or prevent altogether the rupture of a 
follicle by producing hypertrophy of its walls. This condi- 
tion is doubtless also a cause of painful ovulation. 

Owing to postural displacement of the ovary, the escape of 
an ovum may be made to take place at a point so distant 
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from the fimbriated extremity of the Fallopian tube as to 
jeopardise its existence, or lead to its abnormal develop- 
ment, 

3. Lubulation. 


Under this name it is convenient to consider the functions 
of the Fallopian tubes. These functions are remarkable from 
the fact that the same tube has the office of transmitting 
spermatozoa in one course, and ova in another. The 
male urethra is an example of a canal having the double 
office of transmitting urine at one time and semen at 
another. This is sufficiently unusual to be notable, but in 
tubulation we have a duct used for the passage of two dis- 
tinct matters, with this extraordinary addition, that their lines 
of progression are in exactly opposite directions. These two 
functions are seminal and ovular. 

(a.) Seminal Tubulation—The influence of posture upon 
this function must be very small. It is quite possible, how- 
ever, that the seminal fluid, having entered the cavity of the 
uterine body, may gravitate towards the orifice, or even along 
the dependent tube. 

(b.) Ovular Tubulation—The passage of ova along the 
Fallopian tubes is perhaps less affected by position than the 
transmission of spermatozoa. Ovular tubulation is an active 
function, while seminal is a passive. In one the ova-are in- 
active and the tube active ; in the other the spermatozoa are 
active and the tube inactive. The effect of gravitation upon 
an Ovum must be so small as to be of little practical im- 
portance, 


4. Anomalies of Tubulation. 


Although normal tubulation is so slightly affected by 
posture, conditions may arise which give it the power of 
seriously disturbing the function, and sometimes of even pro- 
ducing fatal results. 

(a.) Obstructed Tubulation—Postural hyperemy by pro- 
ducing hypertrophy and varicosity of the tubes diminishes 
their calibre, and impedes or prevents their functions of 


transmission. Dislocations, also of postural origin, have the 
3 D2 
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same effect, and both may eventuate in sterility or extra- 
uterine gestation. 

(a.) Stertlity—lIf a Fallopian tube be occluded by any of 
the above mentioned means, sterility must result, for although 
it may not be necessary for the seminal fluid to penetrate 
the tube, to insure impregation it is certain that successful 
insemination cannot occur if transmission of the ovum is 
prevented. This, however, is only true to a limited extent, 
for it must be remembered that an ovum may leave the 
ovary of one side and be fecundated by spermatozoa which 
have passed along the Fallopian tube of the opposite side. 
Both ova and spermatozoa have a migratory power in the 
abdominal cavity, and the movements of both may be in- 
fluenced by the temporary or permanent displacements of 
the abdominal and pelvic viscera. 

(B.) Abdominal Gestation—Whatever prevents a fecun- 
dated ovum from entering the Fallopian tube may be the 
cause of abdominal gestation. Some of these causes are 
postural, either directly or indirectly. Any displacement 
which removes the ovary from the fimbriated entrance of the 
tube may lead to death of the ovum, or in exceptional cases 
to its development in the abdomen. Movements of the 
viscera adjacent to the ovary may alter the normal progress 
of the newly escaped ovum and prevent its reaching its des- 
tination. Many fecundated ova are doubtless lost in this 
way. Nature is, however, so bountiful in her supply of eggs 
to the human ovaries that the loss of a few in this harmless 
manner is of little consequence. 

(y.) Zubal Gestation —This form of extra-uterine gestation 
is certainly not infrequently due to postural displacements. 
Although the ovarian extremity of the Fallopian tube may be 
normally situated and ready to perform its function, the on- 
ward progress of a fecundated ovum will be prevented if the 
tube be distorted and bent upon itself. The ovum may have 
been fecundated by spermatozoa reaching it from the opposite 
tube, it may have been seized in the usual way and carried 
up to the point of obstruction by ciliary vibrations, but 
having reached that spot, it is doomed either to die or 
develop. | 
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Unfortunately the postural treatment of the anomalies of 
tubulation can only be prophylactic. Displacements and 
hyperemic disorders of the Fallopian tubes should be treated 
as soon as discovered, but the symptoms by which they can 
be detected are often so obscure as to make diagnosis diffi- 
cult. In cases where sterility results from obstructed tubula- 
tion, posture might be used with advantage, but when extra- 
uterine gestation has been produced by the same cause, no 
positional precautions can be of any avail. 


5. LMVidation. 


Nidation or the periodical development of the mucous 
membrane covering the interior of the body of the uterus, is 
a function capable of modification by posture. 


6. Anomalies of Nidation. 


Passive hyperemy, whether it be hypostatical, mechanical, 
or hypocardiac, may effect variations in the development of 
the nidal decidua, followed by special nidational disorders. 

(a.) Supernidation.—Postural hyperemy may cause hyper- 
trophy of the nidal decidua and end in the formation of a 
sac so tough as to resist the ordinary disintegrating process, 
and cause it to be expelled from the uterus whole. There 
seems to be a constitutional predisposition to this abnormal 
development in some women. When it exists it will be 
increased by sedentary life, debased pelvis, and all the gravi- 
tatory causes which fill the uterine blood-vessels and stimulate 
nutritive action. 

(b.) Paznful Nidation—A week or ten days before the 
period of denidation many women have pelvic pains, which 
continue with more or less intensity until denidation has 
taken place. These days represent the time when nidation 
is most active. Painful nidation occurs most frequently in 
women suffering from passive hyperemy of the uterus, for 
when to this disordered condition is superadded the afflux of 
blood necessary for the formation of the nidal decidua, 
hyperesthesia is easily produced. Two hyperemies of pos- 
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tural and physiological origin unite to cause aching, weight 
and numberless other painful sympathetic feelings. 

Patients who suffer in this way should avoid sitting or 
standing for any length of time. They should take a fair 
anount of exercise, but when not thus occupied they should 
recline on either side or adopt all the recumbent postures in 
turn. 


7. Denidation. 


As nidation has been compared to gestation, so may deni- 
dation be likened to parturition. The nidal decidua having 
reached its full development, and no impregnated ovum 
having arrived to demand from it protection and sustenance, 
a process of disintegration takes place ; its attachments are 
loosened, and it is expelled generally along with the men- 
strual fluid by the contractions of the uterus. Sometimes 
it is cast out of the uterus in the shape of a triangular sac, 
but more frequently in small shreds. This little parturition 
may undoubtedly be assisted or hindered by posture, for 
whether the membrane be whole or in shreds it will float in 
the fluid of menstruation and gravitate with it. 


8. Anomalies of Denidation. 


The process of denidation may be divided into two periods, 
the separative and the expulsive. During either of these 
stages disorders may arise. 

(a.) Premature Denidation—If undue vascularity exist in 
the nidal decidua or its subjacent tissues, exertion in the 
upright posture may determine its premature exfoliation. 
Little, however, can be positively stated upon this subject, 
for the pathology of the nidal decidua has yet to be studied 
and written. 

(b.) Obstructed Denidation.—If the canal of the uterus be 
occluded by displacements, edema, hypertrophy or any of 
the obstructing results of passive or mechanical hyperemy, 
the progress of denidational shreds must be interrupted. 
When supernidation has taken place, less obstructive causes 
will produce equally difficult denidation. If the cause of 
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obstruction be postural displacement or hyperemy, some 
relief may be given by prescribing counter postures. 

(c.) Painful Denidation—Most medical men are acquainted 
with the intense and unbearable pains which obstructed deni- 
dation produces. These expulsive pains are not much less 
acute than those of parturition. In fact, some women who 
have felt both, declare the former to be the more excruciat- 
ing. If denidation be rendered painful by supernidation, 
postural treatment can be little more than prophylactic. If 
the pain be caused by obstructed denidation, relief will be 
obtained, and other remedies assisted in their action, by the 
employment of suitable posture. 

It is necessary to be careful not to be misled by the 
absence of menstruation into the belief that the pain is not 
caused by obstructed denidation, for this peculiar condition 
may exist in the same way as gravidal denidation, which is 
sometimes observed to take place without lochiation. “There 
is often no menstrual secretion, but in its stead a tough, thick 
membrane, resembling the tunica decidua of pregnancy, is 
discharged, the uterus acting forcibly as in labour” (Waller). 


9. Menstruation. 


This function is capable of being influenced in many ways 
by posture. It may be hastened in its first appearance by 
passive pelvic hyperemy. It has been calculated that the 
menstrual discharge appears two years earlier among girls 
who lead a sedentary life than with those who work hard 
and take much exercise. For the same reason it arrives 
earlier with weak than with strong girls, as the former are 
unable to exert themselves. The quantity and duration of 
the menstrual flow is also affected by posture. The establish- 
ment of menstruation in young girls is with good reason 
looked upon as a period of anxiety. Mothers are at this 
time careful and considerate in many points respecting the 
health of their daughters. The potent influence of posture, 
however, is not generally appreciated, and much harm con- 
sequently takes place. Those in charge of girls are often not 
aware that the appearance of blood which attracts and absorbs 
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so much attention is only a symptom, and that it represents 
an active condition of the whole sexual apparatus—the com- 
mencement of mature reproductive life. An increased afflux 
of blood to the generative organs takes place at this time, 
and yet ignorant of, or ignoring this fact, girls are permitted 
or directed to sit or stand at their lessons or employments 
for many consecutive hours. The effect of this is to add 
postural hyperemy to the existing physiological sanguineous 
fulness, and by thus heaping fuel on fire cause hyperemic 
and displacement disorders often difficult to remedy, even if 
by good fortune they should be discovered. 

At this time of their lives it is of especial consequence that 
girls when at rest should be required to lie down or recline. 
It matters not in what way this is done so that freedom of 
action and the power of easily and frequently changing the 
position is insured. A broad sofa, not too soft, or the floor 
covered with a carpet or rug and a cushion, answer every 
purpose. Walking exercise, games, and dancing are neces- 
sary for the general health, and should be freely encouraged, 
except during the menstrual flow. But during this time 
moderate exercise should be taken, if the flow be not exces- 
sive. Standing and sitting must be carefully avoided, or 
allowed only when the exigences of modern civilization 
demand it. 


10. Anomalies of Menstruation. 


In considering the anomalies solely connected with this 
function it must be remembered that menstruation is the 
accompaniment of denidation, that the processes take place 
simultaneously, and that the disorders of one may produce 
derangements of the other. 

(a.) Deficient Menstruation.—A deficient blood supply to 
the uterus, causing subnidation and scanty menstruation, 
should only in exceptional cases be treated by inducing pelvic 
hyperemy by posture. In many of these cases constitutional 
debility exists, and the temporarily extinguished reproductive 
life is salutary rather than otherwise. In some, however, 
uterine succussion is very useful, and both dancing and 
equitation prove efficient and reliable emmenagogues. The 
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general health is also improved by these exercises if moderately 
employed. 

(b.) Excessive Menstruation—The results of posture, both 
in causing and curing menorrhagia, are well known and have 
been long recognised and appreciated. Passive hyperemy, 
before it has produced structural changes in the uterus, in- 
creases the quantity and frequency of the menstrual flow. 
It is common, therefore, to find girls and women who have to 
pass the greater part of their lives standing or sitting suffering 
from large debilitating losses of blood at every period. If 
there be from any cause, constitutional or local, a tendency 
to excessive menstruation, the erect posture will almost in- 
variably be found to increase it; as certainly also will 
recumbency be observed to diminish it, and_ still more 
powerfully will the controlling action be noticed if the 
hips of the patient be raised. For want of consideration 
these two effects of posture are sometimes overrated, for the 
flow does not cease entirely when the body is recumbent, but 
collects in the vagina; nor does the discharge recommence 
violently when the patient rises, but only then, having been 
pent up, gushes out. If the case be so serious as to demand 
prolonged recumbency, the fluid by being delayed in the 
vagina may become offensive. Antiseptic vaginal irrigation 
should then be used. 

To enable the medical man to employ postural treatment 
successfully in excessive menstruation, the exact cause of the 
hyperemy from which it results must be discovered. If the 
excess of flow proceeds from the influence of gravitation on 
the blood, it must be found out which of the three forms of 
passive hyperemy is most concerned in its production ; or if 
it arises from hyperemy following uterine displacement, 
whether it be direct or indirect in its origin. Other kinds of 
treatment will often be required, but attention to position, 
whether as a primary or supplementary curative agent, will 
always prove satisfactory to the practitioner. 

(c.) Obstructed Menstruation.—The escape of the menstrual 
fluid may be prevented by posture in three ways. Ist. By 
causing hyperemy of the uterus with varicosity, edema, and 
hypertrophy of the mucous membrane lining the cervix, and. 
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also from the same cause supernidation with membranous 
obstruction during denidation. 2nd. By producing disloca- 
tions of the uterus with flexions and occlusion of its canal. 
3rd. By the gravitation of tumours in the neighbourhood of 
the uterus with compression of its neck at some point between 
its inner and outer mouths. — All displacements of the uterus 
causing obstructed menstruation are liable to further modifi- 
cation from the menostasis and hematometra which result, 
the weight of the organ being much increased in these cases, 
and the influence of posture proportionately augmented. 

The postural causes and treatment of all these conditions 
have already been considered, and need not by recapitulation 
delay the reader. 

(d.) Painful Menstruation—The pain felt during men- 
Struation generally arises either from uterine hyperesthesia 
induced by hyperemy, or by expulsive pains caused by the 
endeavour of the uterus to overcome some resistance to the 
escape of the nidal decidua and menstrual fluid. 

The postural treatment of painful menstruation is the 
same as in passive pelvic hyperemy and in obstructed men- 
struation. In many of these cases Nature prompts and 
enforces the proper positional treatment, the posture it 
prescribes being the only one which can be tolerated. 


11. Lmpregnation. 


Although impregnation embraces in its meaning many 
complex processes, the more important of them may be com- 
prehended under the headings copulation and insemination. 

(a.) Copulation. — Notwithstanding the well-known fact 
that conception may take place without the functions of the 
clitoris and neighbouring parts being brought into play, it is 
nevertheless true that successful copulation is more likely to 
occur when the natural excitement of the generative organs 
is produced. The pleasurable nervous impression acts bene- 
ficially in many ways. It secures closer coaptation of the 
copulative organs; it promotes the secretion of the vulvo- 
vaginal glands, which prevents pain by affording efficient 
lubrication; and it produces that erection of the sexual 
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organs which tends materially to render the act of copulation 
successful. The positions of the clitoris and pubic surface, 
which in the female are the chief sources of sexual gratifica- 
tion, determine the normal relative postures of the sexes 
during copulation, for it is only when the pelves of the 
copulants are in anterior apposition that the sexual orgasm 
can be naturally produced. Other considerations besides 
those connected with delectation point unerringly to the 
normal copulative positions of both sexes. When the female 
pelvis is supine and slightly retroverted the axis of the vagina 
is inclined backwards and downwards: this being the case 
intromission of the male organ is assisted by gravitation, 
unnecessary fatigue is avoided, and other advantages are 
gained which will be referred to presently. 

(b.) Zusemination.—The ancients had extraordinary notions 
of the influence of copulative postures upon insemination. 
They were based upon the absurd supposition that one ovary 
supplied male ova and the other female, and that a woman 
by adopting one or other lateral posture during copulation 
might procreate boys or girls at will. 

Effective insemination is best insured by the assumption 
during intercourse of the normal copulative posture. In this 
position the flow of the seminal fluid into the uterus is 
favoured, and not only during ejaculation, but afterwards, if 
the supine posture be maintained. This latter precaution 
is important if the vagina be large and lax. Roderic a 
Castro advises that the legs of a woman should be crossed 
and the hips raised after coition. All copulative postures 
which cause the seminal fluid to gravitate from the os uteri 
tend to render insemination abortive, and are thus unmis- 
takably pronounced unnatural, 

The normal position in copulation has also the great 
advantage of causing the seminal jet to issue in the neigh- 
bourhood of the os uteri, a condition more essential to 
effective insemination than is generally believed. 


12. Anomalies of Impregnation. 


Many of the causes of impeded impregnation are directly 
or remotely due to posture, and upon the derangements pro- 
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duced the remedial effect of postural treatment is most 
satisfactory. 

(a.) Painful Copulation.—Owing to the extreme delicacy 
of this subject, little mention is made of it by sufferers. 
Those, however, who pay special attention to the diseases 
peculiar to women must be struck with the frequency of its” 
occurrence and with the misery it produces. The source of 
pain may have its seat in different parts. The uterus, vagina, 
vulva, and various regions of the body may be affected by 
tumours, lesions of surface, and hyperesthesia, all of which 
may render copulation painful. 

It would be useless, if possible, to enter into a minute 
description of the postural treatment of these cases: each 
must be separately considered and treated, and in most some 
slight operative measures will be found necessary. As a 
broad rule, it may be confidently stated that any posture 
during copulation may be legitimately recommended if the 
motive be to relieve pain, promote impregnation, and remove 
a cruel source of domestic infelicity. 

(b.) Abortive Insemination—This is very frequently pro- 
duced by a want of normal relation between the orifices of 
the uterus and penis. It has been calculated that two-thirds 
of all sterile women have some form of uterine displacement. 
If the neck of the womb be everted from its normal axis in 
any direction the seminal jet will miss its aim and abortive 
insemination be the probable result. The same effect is also 
liable to occur if from some malformation or accident to the 
penis ejaculation takes place in an unusual direction. In 
some women the uterus readily tilts hither and thither with 
every change of position. In others it is liable to be dis- 
placed during the act of copulation. Anything which 
destroys the normal coaptation between the uterus and penis 
during coition tends to make the function of insemination 
fail in its effect. This is probably the explanation of the 
old saying, “Si mulieres in concubitu retractent clunes et 
frequenter agitent, non concipiunt.” If the penis be short, 
the womb high, the vagina long, or the copulants fat, the 
penis may never be able to reach the os uteri, in conse- 
quence of which a portion of undilated vagina remains 
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between the two, impeding seminal progress. In these cases 
effective insemination may be insured by the prone copulative 
posture, which allows the penis to penetrate more deeply ; or 
by the erect posture, which depresses the uterus and brings 
it more within range of the seminal jet. An interesting case 
is given by Roubaud, in which the last-mentioned position 
cured sterility resulting from uterine version. “J’ai connu 
une dame, mére de quatre enfants, dont les rapports sexuels 
ont toujours eu un résultat négatif dans la position horizontale, 
et que, les quatre fois ot elle est devenue mere, elle a été 
fécondée alors que le bassin se trouvait dans la position ver- 
ticale.” It is scarcely necessary to follow this subject further. 
The intelligent practitioner will readily understand how 
antrorsion, retrorsion, dextrorsion, sinistrorsion, ascension and 
prolapsion of the uterus may by pelvic posture and gravita- 
tory influence be temporarily remedied during copulation, and 
effective insemination secured. 

For some remarks upon abortive insemination due to 
abnormal conditions of the Fallopian tubes the reader is 
referred to the section “ Anomalies of Tubulation.” 


13. Gestation. 


The influences of posture upon uterine gestation may be 
divided into maternal and fetal. This distinction cannot, 
however, be always maintained, for the relations of the 
uterus and fetus at this time are so intimate that what 
affects one must necessarily react upon the other. After 
impregnation both begin to increase in weight, and every 
day become more subject to the influence of gravitation. 

(a.) Uterine Position—When a woman advanced in preg- 
nancy stands erect, the axis of the uterus forms with the 
horizon an angle forwards of 35°, and when she lies upon 
her back an angle backwards of 54°. When she reclines 
the uterus is vertical, and when she lies on either side it is 
horizontal. These uterine positions are capable of being 
greatly modified by the condition of the abdominal walls. 
If they be tense, posture will have very slight displacing 
power ; but if, from frequent child-bearing, their resiliency 
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be lost, the uterus will vary with every position, sometimes 
falling so far out of its normal axis as to cause fetal mal- 
positions. | 

(b.) Fetal Pesition—In the earlier months of gestation, 
when the waters are plentiful and the fetus not so firmly 
srasped by the uterus as at term, the influence of uterine 
position on fetal attitude must be considerable. At this 
time there is nothing but the umbilical cord to prevent it 
falling hither and thither with every change of maternal 
posture. It has been found by floating a fetus in salt 
water of its own specific gravity, that it swims with its head 
lower than the breech, and its right shoulder looking down- 
wards. Gravitation determines this position, the head and 
liver being the heaviest parts. Supposing the fetus to be 
floating freely in the normally situated uterus, it would, when 
the mother was sitting or standing, assume the position which 
experience has proved to benormal. These are the postures 
in which a woman spends the day. During the night she 
sleeps upon one side or the other, and in either of these 
positions the fetal attitude would be little affected. Both 
night and day the postures ordinarily assumed by women 
have therefore the effect of maintaining by gravitation the 
natural intra-uterine fetal position. 

It is doubtless true that the configuration of the abdo- 
minal cavity and the reflex movements of the fetus assist 
in deciding what attitude it shall take ; but, notwithstanding 
all that has been written against it, there is doubtless reason 
to believe that gravitation as a determining cause does exist 
and act efficiently. 

(c.) Maternal Position.—As the gravid uterus increases in 
weight, and presses forwards the abdominal walls, the 
balance of the trunk upon the ilio-femoral joints is gra- 
dually disturbed. To preserve the equipoise of the body 
it is therefore necessary to change its position. The in- 
creased weight anteriorily demands a fresh adjustment. 
There are two ways of doing this, either by extending the 
spine and throwing the shoulders backwards, or by flexing 
the spine, debasing the pelvic inclination, and thus shifting 
forward the points upon which the body oscillates. The 
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first plan is the better and more natural. The second, 
which is liable to cause disorders of the pelvic organs, is 
often adopted from feelings of false delicacy, or for the pur- 
pose of concealing gestation. 


14. Anomalies of Gestation. 


Owing to the erect position of women they suffer from 
many disorders which quadrupeds escape. The contents of 
the abdominal and pelvic cavities gravitating perpendicu- — 
larly cause innumerable grave and petty derangements, the 
greater part of which, however, can be relieved or cured by 
postural treatment. 

(a.) Displacements of Gravid Uterus—The gravid uterus, 
owing to its increased bulk and contents, is much more 
liable than the unimpregnated to be affected by gravitation. 
This is more especially true during the earlier months, 
before the uterus is steadied by the retaining power of the 
abdominal walls. 

(a.) Prolapsion.--During gestation the uterus has, when 
the body is in the erect or dorsal reclining positions, both di- 
rectly and indirectly great tendency to become depressed. 
In the first instance, by its own increased weight, and in the 
second by the larger surface which it presents to the influ- 
ence of the superincumbent intestines. Early in gestation 
slight prolapsion generally takes place. This, however, is 
remedied and obliterated during the third or fourth months, 
when the uterus rises out of the pelvis. At the end of ges- 
tation prolapsion again occurs, and the head of the fetus 
enters the pelvic cavity. From the beginning to the end of 
gestation many inconveniences and morbid conditions are 
caused by the downward pressure of the uterus. The 
bladder and rectum have their functions deranged. Tenes- 
mus, retention of urine, and obstinate constipation are 
not unfrequent results. The venous system also suffers to a 
great extent. Obstruction to the return of the blood, pro- 
duced by presence of the gravid uterus upon the veins, 
causes many serious symptoms. Edema of the abdomen, 
labia, and legs, and varicosity of the veins of the pelvic 
contents and legs are some of these. 
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Postural treatment, both prophylactic and curative, is most 
satisfactory in these cases. During gestation a woman 
should not, when at rest, sit or stand. She may and should 
take exercise, but the lateral reclining and recumbent pos- 
tures are those which she should at other times adopt. Care 
also should be taken that the weight of the gravid uterus 
be not increased by stays and heavy garments suspended 
from the waist. When prolapsion has existed before gesta- 
tion the horizontal position should be carefully maintained 
until after the fifth month. 

((3.) Retrorston.—During the first three or four months of 
gestation the uterus remains in the pelvis slightly prolapsed 
and retroverted in the sacral cavity. If, whilst this is the 
case, a pregnant woman remain too long in the dorsal, re- 
clining, or upright postures, the uterus is liable to be incar- 
cerated, and gradually more and more retroflexed ; and 
this is still more likely to occur if the pelvic inclination be 
debased. 

Many of these cases of retrorsion, with their distressing 
symptoms and fatal result, would never arise if women would 
exercise postural care during early gestation. Ordinarily 
the treatment advised in prolapsion would prove sufficient, 
but when retrorsion of the uterus has existed in its unim- 
pregnated state, by adopting prone positions, or at times, if 
necessary, the knee-head-descending posture, even this pre- 
disposing cause will, with other suitable means, be found 
successful. 

The replacement of a retrorted gravid uterus is sometimes 
very difficult. Various plans are adopted, but most of them 
consist of force applied directly to the uterus, the neck being 
pulled down and the fundus pushed up. These manceuvres 
may be greatly assisted by placing the patient in the knee- 
head-descending posture, or, if weak, upon the side, with the’ 
hips raised and the shoulders depressed. It has also been — 
advised that the patient should rest her head and hands 
upon the floor, whilst the anterior part of the thighs and 
legs remain upon the edge of the bed, where they are 
supported by assistants. In either of these positions the 
weight of the intestines is removed, and the uterus is 
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allowed to gravitate towards the abdominal cavity. If 
whilst in the knee-head-descending posture the vaginal 
orifice be opened, air will enter the vagina. The use of at- 
mospheric pressure in reducing uterine displacements is some- 
times very valuable, but it must be remembered that its line 
of action is always in the direction of least resistance. 
Could it be determined what portion of the vaginal roof it 
would act upon, it would be still more valuable in treating 
displacements of the uterus, whether it be gravid or not. 
The most, however, it can be expected to do is to cause the 
uterus, straight or flexed, to move into the abdomen to an 
extent proportionate with the laxity of the abdominal walls. 
Any more complex postural influence must be sought in the 
gravitatory movements of the uterus itself. 

The uterus once reduced, recurrence of retrorsion may 
be prevented by keeping the patient in the prone and lateral 
recumbent postures until the sixth month of gestation. 

(y.) Antrorsion—The uterus as it grows larger emerges 
from the pelvic cavity and inclines forward, the amount. of 
inclination being determined to a great extent by the tension 
of the abdominal walls. In pluriparze when the recti muscles 
have become separated this displacement is sometimes much 
exaggerated, the fundus uteri hanging over almost to the 
knees, and causing the deformity known as pendulous abdomen, 
It will be readily understood how antrorsion occurs when it 
is remembered that the inclination of the pelvis throws the 
weight of the gravid uterus upon the anterior abdominal wall, 
the uterus in its normal position when the woman is erect 
forming an angle with the horizon of 35°. 

The postural treatment in these cases is obvious. Ab- 
dominal support when the patient is upright, and dorsal 
recumbency when at rest. 

(0.) Dextrorsion and Sinistrorsion—The gravid uterus 
amay fall obliquely to the right or the left. Displacement to 
the right is, however, by far the more frequent. This obliquity 
has been accounted for by various gravitatory hypotheses. 
Some writers maintain that it is due to the increased weight 
of the right side of the uterus, caused by the attachment of 
the placenta to that side, Others believe it to be due to 
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women lying generally all night on their right side. Neither 
of these explanations will, however, bear the test of strict 
analysis. The most probable cause of dextrorsion is the 
left lateral curve of the lumbar vertebra, which is found so 
constantly as to be regarded as normal. This curve has the 
effect of providing more room for the gravid uterus upon the 
right side of the abdomen, and in this position, in accordance 
with the law of least resistance, it locates itself. 

Some women complain of a peculiar sharp pain in the 
right side during the latter months of gestation, which can be 
increased or relieved by posture. It seems to be due to 
pressure caused by dextrorsion. Mr. Roberton writes, 
“Almost always the patient says she is worst in the after- 
noon, or towards the evening, or in the night ; that the pain 
is aggravated by sitting down ; above all, by lying in bed 
on the right side or on the back. She is obliged to lie on 
the left side ; and I have known some who, in the after part 
of the day, had no ease unless when leaning the body towards 
the left. In a majority of instances the child is felt by the 
patient to lie more on the right than the left side of the 
abdomen.” The obliquity of the fundus towards the right 
side causes the cervix to swerve to the left, and the result of 
this is that the pressure already mentioned falls upon the left 
side of the pelvis. In this way may be explained the com- 
parative frequency of phlegmasia dolens, edema, varicosity, 
and other disorders on the left side. 

Postural treatment consists simply in lying upon the op- 
posite side to the one towards which the uterus inclines. 
Some exception to this rule must, however, be made when 
these displacements are caused by ovarian or other tumours 
gravitating in their vicinity. | 

(.) Ascension—When gestation is nearly completed the 
pressure of the uterus upon the stomach and diaphragm 
interferes with their functions, producing vomiting and diffi- 
culty in breathing. This pressure is much increased when 
the patient is recumbent. When she stands or is semi-erect, 
it is relieved, the uterus in these postures gravitating away 
from the organs whose functions are disturbed. 

(b.) Vomiting during Gestation—This troublesome and 
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occasionally dangerous disorder has undoubted relations to 
posture. It has the name of morning sickness from the fact 
that it appears when the patient leaves her bed, and assumes 
the erect posture. It is evidently reflex in its character, and 
is probably produced by hypostatic hyperemy and hyperes- 
thesia of the uterus. Certain it is that all obstetricians re- 
commend the recumbent position for its relief, and often with 
great success. But Dr. Clay, of Manchester, goes further 
than this, and believing gestational sickness to be dependent 
upon congestion and tenderness of the cervix uteri, advises 
“a position of the body calculated to relieve the os and cervix 
from pressure against the pelvic viscera, best accomplished 
by lying on the back with the hips raised and head low.” It 
is probable that he found this excellent postural treatment 
successful not so much from the avoidance of cervical friction 
as from the disburdening of the uterine circulation which it 
causes. 

Displacements of the uterus have also been suggested as 
producing. vomiting during gestation, and this is not unlikely, 
for mechanical hyperemy is often caused by them, and it 
would have the same effect as hypostatic hyperemy upon the 
uterine nerves. | 

If this be a correct causation of gestational vomiting, it 
follows that the proper postural treatment must be to pre- 
serve the patient from passive pelvic hyperemy. 

(c.) Fainting during Gestation—Some women upon the 
slightest provocation faint during gestation. It is a dangerous 
complication when the syncope is prolonged, for it may cause 
death of the fetus. Faintness usually attacks the patient 
when she is standing or sitting, or when she rises suddenly 
from the recumbent posture. It is apt to occur at the end of 
the day during or directly after dinner, and it may in some 
cases be observed to take place every day for some time, but 
to cease if the patient reclines during the meal. Nature pre- 
scribes and enforces, by removing the voluntary control of the 
muscles, the postural treatment for fainting. But where this 
tendency to syncope is known to exist, recumbency should be 
adopted as a prophylactic measure. 
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15. Gravidal Denidation. 


Gravidal denidation, like the fall of fruit, may result from 
early blight or ripeness. When the fetus dies or is fully 
developed the gravidal decidua disintegrates and uterine 
action commences. 

(a.) Determination of Parturition—There is every reason 
‘to believe that gravidal denidation can be determined by 
posture, and that the natural loosening of the fetal mem- 
branes caused by the disintegration of the nidal decidua may 
be expedited by exertion more particularly when taken in 
the upright position. A hasty walk, or a rough drive, has been 
frequently known to be followed immediately by parturition. 
It was found that a large proportion of the working men’s 
wives in Sheffield were delivered on Sunday, and this was 
attributed either to extra exertion necessitated by Saturday 
house-cleaning, or by the extra amenities of married life 
encouraged by the leisure of Sunday. Rocheus tells us that 
the Arabs used to advise women some days before labour to 
run up and down stairs and leap; whilst Savonarola says, 
“appropinquante partu convenit coitus frequens.” 


16. Anomalies of Gravidal Denidation. 


Gravidal, like ordinary denidation, may take place unsea- 
sonably, and result from various morbid and mechanical 
conditions. 

(a.) Determination of Untimely Parturition—The influence 
of posture in causing the untimely termination of gestation 
has been long recognised. The mode in which it effects 
this is well worthy of consideration, for abortion occurs with 
startling frequency, and produces a large amount of chronic 
uterine disease and ill health. The postural causes of early 
parturition may be divided into maternal and fetal. 

(a.) Maternal Causes—To passive hyperemy many of 
the untimely terminations of gestation must be attributed. 
They usually occur in women plethoric and sedentary in 
their habits, who from choice or occupation render themselves 
liable to hyperemic disorders of the pelvic organs. A pre- 
disposition is thus induced. The determining causes are the 
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extravasation of blood from the decidual vessels produced 
mechanically by jumping, dancing, riding, or any other 
violent exercise, and morbid hyperemic conditions of the 
gravidal decidua. 

(3.) Fetal Causes—These causes, though less direct in 
their action, are equally potent in determining gravidal 
denidation. Apoplectic effusions in and degeneration of the 
placenta and membranes caused by postural hyperemy may 
cause the death of the fetus and consequent denidation. 
Among the fetal causes must also be placed early rupture of 
the amnion and evacuation of its contents. When preter- 
naturally thin, slight exertion in the erect posture may cause 
amnionic laceration. 

The postural treatment of untimely gravidal denidation is 
chiefly prophylactic. Some women very soon after impreg- 
nation begin to complain of weight, pain, and dragging in 
the pelvic region. These patients should be particularly 
careful to avoid all postural sources of hyperemy. With 
other women gravidal denidation is caused so readily that 
gestation can only be prolonged to the normal duration by 
the persistent adoption of the recumbent position. If the 
determining hyperemic disorder be due, as it often is, to 
uterine displacement, postural and other treatment suitable 
to the nature of the case must be adopted. 


(Zo be continued.) 


INSTRUMENTAL DELIVERY WITHOUT THE 
KNOWLEDGE, OFS rA TIENT. 


By James BraiTHwalte, M.D. Lond. 


Lecturer on Diseases of Women and Children at the Leeds School of Medicine - 
Assistant-Surgeon to the Hospital for Women and Children ; Co-Editor of 
Braithwaite’s ‘‘ Retrospect of Medicine.” 


THERE are many cases of lingering labour owing to failure 
of expulsive pains or to slight disproportion, in which the 
accoucheur hardly likes to use the forceps, although he well 
knows that they would at once relieve his patient from her 
suffering, and at the same time decrease the liability to still- 
birth. Ergot would answer the first of these desiderata, but 
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not the second. There is, however, a sort of quiet oppro- 
brium attending the use of the forceps; as the friends and 
neighbours discuss the propriety of the operation afterwards, 
often to the detriment of the man who really has simply done 
his duty. During the last twenty-two months, before which 
period I had not noted my midwifery cases, the forceps have 
been used in my practice 38 times in 384 deliveries ; and 37 
of the children were born alive, and all the mothers did well, 
no complications of any kind following, except in one case, 
pelvic cellulitis, which ended without suppuration. Some of 
these cases were very difficult, requiring the use of a powerful 
pair of long forceps; but to this class of case I make no 
reference in this paper, only to cases of slight disproportion, 
or of failure of expulsive pains when the head is low down 
in the pelvis. Looked at in their true light, however, some 
artificial assistance is really very important in these cases as 
well as in the others, to save the strength of the patient and the - 
l.fe of the child. As, however, human nature is after all only 
human nature, and we cannot always afford to go too strongly 
against public female opinion, I have for many years been 
in the habit of merely casually mentioning to the nurse or 
friend that I proposed to “give a little assistance’ to the 
patient, but have not thought it always necessary to do so 
to the patient herself at the time—invariably, however, in 
that case mentioning it afterwards, before leaving the house 
or else the next day. When this plan is adopted the patient 
estimates at its really small importance the nature of the 
operation, and is generally very grateful that she had not 
been told of it at the time. 

Now, however, I come to the point. With the ordinary 
forceps—in any of its forms this cannot be done—but with 
the forceps which I described in 1869 (British Medical Fournal, 
Dec. 25th, p. 673, and June, 1870, p. 581) it is perfectly easy; 
for they can be applied with but little manipulation, and 
without any disturbance of the position of the patient. The 
article to which I refer excited at the time so much interest, 
judging from the numerous letters I received, that I venture, 
after the lapse of seven years, again to draw attention to the 
subject—especially as I have in some slight particulars im-. 
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proved the instrument. Its peculiarity consists in both blades 
being introduced at once directly into the hollow of the 
sacrum. The blades and handles are accurately fitted to 
each other, the convexity of the inner blade to the concavity 
of the outer one, and this adaptation is maintained by a 
metallic clip on the handles. They are thus practically one 
blade during introduction, and before separation by removal of 
the clip. There is nothing peculiarinthe blades when separated. 
If a pair of Simpson’s short forceps is arranged’ with one 
blade inside the other, a very good idea of the instrument 
will be obtained. Although, however, I made Simpson’s 
short forceps the model of mine, the blades of the latter are 
rather lighter and narrower, to lessen the weight and facili- 
tate introduction. (The total weight with the clip is about 
10% ounces.) The introduction of the blades into the sacral 
hollow is not felt, because the external parts of the mother 
are not touched by them. Being small and narrow they are 
passed between the first two fingers of the left hand and the 
foetal head. The clip is to be loosened a little before intro- 
duction, and after introduction is to be removed altogether ; 
the blades are then to be glided round the head in opposite 
directions and locked in the ordinary way. I generally do 
this as each pain comes on, not during the complete absence 
of pain, nor during the intensity of one. When the blades 
‘are locked, the extremity of the upper blade, in the first or com- 
mon position of the head, will lie on the right temporal ridge, 
just within the line of the hairy scalp ; and the lower blade 
will lie behind the left ear; in the second position this will 
be reversed. The long forceps seize the foetal head in the 
same manner, and to my mind it has some advantages over 
the side to side grip ; these I stated in the original paper. 
When the head is emerging the blades should be unlocked 
and allowed to lie flat upon the head, when the handles will 
cross one another ; or the instrument may be entirely removed, 
the expulsion being completed by the natural pains. This 
plan avoids the risk of rupture of the perineum. Three or four 
years after the publication of my previous paper on this 
subject, Dr. Vacher, of Liverpool, described a pair of forceps 
invented by himself, but really only differing from mine in the 
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handles being almost done away with, and what remains joined 
by a hinge. The blades are passed together, as in the way 
described, and then glided round the head in opposite direc- 
tions. I cannot, with all deference to Dr. Vacher, see that 
there is much “principle” in joining the blades together by a 
hinge ; the principle of the instrument is the introduction of 
both blades as practically one. I consequently think Dr. 
Vacher’s instrument merely a modification of mine. When 
the blades are inseparably joined by a hinge and a catch they 
become merely tractors, and can have no power of comptes- 
sion. Asa result of this the traction must be made by the 
extreme ends or tips of the blades which from the limited area 
of the pressure are more likely to injure the soft parts of the 
head. Moreover, the space between the blades when separated 
and in position on the head is always the same, whereas the 
size of the head varies a good deal. A tractor is useful in a 
more limited class of cases than an instrument by which a 
certain amount of compression can be produced, and which 
gives a pretty powerful grip of the head if necessary. I do 
not see the advantage of giving up the possession of a power 
which need not be exercised if not necessary, unless we get 
some advantage in another way by it. The forceps I use 
were made by Messrs. Joseph Gray & Co. of Sheffield ; but 
they may also be obtained from Messrs. Joseph Wood & Co. 
of York, and Messrs. Weiss of London. They are so small 
and light that they can be slipped into the coat-pocket and 
taken to every labour—a great advantage in country practice 
—and the accoucheur may have the comfort of knowing that 
they will do for pretty difficult cases of impaction if the head 
is low down in the pelvis, and he is too far from home to send 
conveniently for a larger and stronger pair. I will conclude 
with one case—the only one in which I tried delivery without 
saying anything to either friends or patient, and that in a 
difficult case—chosen simply to test the powers of the instru- 
-ment.. The pelvis was rather small, and the head had after 
many hours comewell down, but then became impacted and the 
pains more feeble. One woman was leaning over the foot of 
the bed, close to the patient ; another was behind her, sup- 
porting her back; and a third was sitting behind me, and to 
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my left, about two yards off ; yet I delivered this woman with 
my forceps, and neither she nor any of her three attendants 
knew that she had received any artificial assistance until half 
an hour after the labour was over. Mother and child did well. 
Ergot would probably have killed this child, and if I had had 
to send home for the instrument the delay might equally have 
been fatal to it. 


SECONDARY HA#MORRHUAGES. 
By A. D. L. Napier, M.B., C.M., &c. 


H AMORRHAGE is, and always must be, one of the most im- 
portant subjects which the obstetrician has to consider. It is 
one of the most dangerous consequences attending parturi- 
tion; yet, fortunately, with clearly arranged ideas, and the 
“prompt execution of remedial measures, our treatment is 
usually attended with speedy and marked success. Se- 
-condary hemorrhages may be divided into two great classes— 
(1) Dependent on the muscular portion of the uterus ; (2) 
Dependent on the vascular uterine system. 

(1.) This class is not generally recognised as secondary 
hemorrhage, probably because it frequently escapes attention. 
The physiological action of the uterine muscular layers, subse- 
quent to labour, hasbeen long admitted ; if the contraction is in- 
sufficient, what is known as sub-involution is the consequence. 

Sub-involution may occur (a) after prolonged and difficult 
labours ; (9) after very rapid and easy labours in women of 
relaxed tissues, more especially in multipare ; (y) in conse- 
quence of uterine disease, tumours, &c. ; (6) in consequence of 
too early resumption of the erect posture ; («) from retained 
secundines. In short, sub-involution may arise from any 
source which causes insufficient uterine contraction. 

As a general rule this affection is sub-acute, the discharge 
being most frequently a prolongation of the coloured lochial 
flow ; in these cases, absolute rest, and the exhibition of 
ergot, gallic acid, or iron is usually all that is required. A 
case, which proved an exception to this rule, came under my 
treatment in January, 1876. The subject was an unmarried 
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girl, servant to a gentleman residing about eight miles from 
Fraserburgh ; she informed me that she had been “ quite 
regular,” but that her “ present illness had lasted three weeks.” 
I ordered the usual treatment, and did not see her again for 
several days, when she was a little better, and was ordered 
absolute rest in bed. I saw her again on 28th January (six 
days from my last visit), and finding her no better, insisted 
on making a thorough examination. The os was soft and 
open ; the uterus measured longitudinally 44 inches. On the 
night of 29th January I was sent for. On my arrival, I found 
she had been up the previous day after my visit, and that 
the discharge had been considerably increased ; notwithstand- 
ing she again rose on the evening of the 29th, when a great 
geush of blood came on, and had been flowing incessantly 
since. The patient was quite blanched, insensible, and al- 
most pulseless. Losing no time, I cleared the vagina, and the 
os being patulous, injected a solution of the perchloride of 
iron, which eventually arrested the bleeding ; a vaginal tam- 
pon of cotton wool, saturated with glycerine and liquor ferri 
perchlor. was applied, and a full dose of ergot ordered every 
three hours ; pads were firmly fixed over the uterus. In an 
hour or two she was much better, but I did not feel justified 
in leaving that night. Next day she was much improved ; 
the vaginal plug was removed; a vaginal injection of per- 
chloride of iron and water was ordered to be given twice or 
thrice daily if the hemorrhage should be excessive. Visited 
again on Ist February, when the discharge was in very mode- 
rate quantity. On the 6th February I found that, to make 
matters sure, the iron injections had been duly continued, al- 
though the bleeding was stopped. By 8th February she was 
quite recovered, and the uterus restored to almost its normal 
dimensions. It is right to add that in this case I was fully 
persuaded that the girl had aborted, though her vehement 
denial at first staggered me. 

Secondary hemorrhage proper is distinguished from 
sub-involution by this simple fact; in the former the 
lochial flow is not prolonged beyond usual, but without 
any warning a sudden and excessive hemorrhage occurs. 
This is owing to the condition of the uterine vessels, 
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and may result from (1) imperfect thrombosis of a uterine 
vessel, which may be owing to (a) a deficient power of fibri- 
nation in the blood ; (3) too early retraction of the vessel, 
by which, so to speak, the vessel is pulled away from its plug ; 
(2) imperfect, or rather irregular uterine contraction, giving 
rise to insufficient thrombosis. This is distinguished from 
the formerly described thus :—TIn sub-involution the inertia is 
general, in secondary hemorrhage partial, so that for a time 
the pressure from the surrounding contracted tissues is 
adequate to sustain the closure of the sinus; but eventually, 
when the other vessels are sufficiently occluded, and the 
uterus begins to lose tonicity, the relaxed tissues become in- 
sufficient, the imperfect thrombus is detached, and bleeding 
begins. Again, under this variety we have the formation and 
subsequent detachment of polypoid tumours ; bleeding on ac- 
count of uterine malpositions which, after the process of in- 
volution, become rectified in part only, &c. 

It may be objected that I would establish a distinction, 
without a real difference, but without such distinction it seems 
impossible to realise the import of some cases. 

As cases of secondary hemorrhage are comparatively rarely 
seen, I may be excused for giving the following :— 

Ann C., residing in the village of Broadsea, unmarried, was 
delivered by Mrs. S., midwife, on 2nd November, 1876. 
Labour was natural, and from the midwife’s experience 
I have every reason to believe she was properly treated. 
The sanguineous discharge ceased on 7th November, 
the fifth day; on the goth November, she rose, had 
her bed made, and felt very well; 1oth Nov., rose at II A.M., 
sat by the fire ; she did not exert herself in any way ; the only 
thing she did at all accounting for the after symptoms was, 
to use her mother’s words, “took a pull at the cradle.” 
About 7 P.M., while still sitting by the fire, a frightful gush 
of blood suddenly came from her, and she lost an enormous 
quantity before she could be removed to bed. The midwife 
who attended her was immediately sent for, and did what she 
- could to arrest the bleeding, but failed to do so satisfactorily. 
About nine o’clock I was desired to see her, and at once 
visited, | 
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On my arrival the condition of the girl was :—Face quite 
blanched, perfectly colourless, eyes sunken, mouth slightly 
open, skin of body cold and clammy ; the pulse could hardly 
be felt at the wrist, and beat over 120 a minute ; respiration 
was very slow and sighing. I took a hurried glance at the 
clothes which had been used to protect the bed, and it is no 
exaggeration to write that four or five large flannel petticoats, 
besides as many other pieces of cloth of like size, were per- 
fectly saturated ; the bed was completely soaked. The quantity 
of blood lost must have been immense. On making an 
external examination I found the uterus floating in the lower 
part of the abdomen, and thereon made a vaginal explora- 
tion. The lower part of the canal was filled with clotted 
blood, which I removed in great quantity: the posterior cul-de- 
sac also contained a number of clots, so that the vagina was 
almost full, yet blood continued to flow freely. Having 
emptied the vagina, after soaking both my hands in very cold 
water, I proceeded to explore the uterus ; one hand fixed the 
organ externally and the other was applied internally. I found 
the os sufficiently open to admit two fingers, and removed 
some clots from the lower part of the womb. I then 
had the satisfaction of feeling the organ contract under 
my hand. After taking away as much clotted blood as I 
could, I broke up all I could reach, and by this time the 
hemorrhage was controlled. I prescribed ergot in the fluid 
form, combined with liquor strychniz and liquor morphie, 
and ordered cloths steeped in cold water to be applied over 
the uterus and vulva, to be renewed every ten or fifteen 
minutes for an hour and a half, thereafter the binder to be 
applied ; also that half an ounce of brandy every two hours 
and beef tea ad lib, were to be given. 11th Nov.—A small 
quantity of red discharge, no return of hemorrhage; the 
patient's condition was wonderfully improved. She was ordered 
a vaginal douche of cold water, and to continue her medicine. 
12th Nov.—I was informed that some clotted blood came 
away on the afternoon of the previous day; uterine con- 
traction was good. By the 14th the discharge had ceased, 
and she was able to renew the nursing of her baby. The 
above is a typical case of secondary hemorrhage, occurring 
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as it did on the eighth day, three days after the coloured 
lochia had disappeared. “Of twenty-five cases recorded by 
Drs. M‘Clintock and Hardy only one occurred so late as the 
seventh day” (Churchill, p. 487). 

Briefly to resume our consideration of these hemorrhages. 
It is evident that as they are different in themselves, so must 
we consider them essentially different in their causation. I 
have adverted to the retention of part of the secundines as a 
cause of sub-involution, but I wish to qualify the assertion. 
Secundines, unless in large quantity, are not apt to cause sub- 
involution, and if in large quantity, other results are more likely 
toaccrue. If in small quantity, especially in certain conditions 
of the uterine lining, they will more probably give rise to 
irregular contraction, and hence to secondary bleeding. Again, 
in sub-involution we see simply an impairment of a normal 
condition ; in secondary hemorrhage, purely an abnormal 
phenomenon, probably resulting from a special dyscrasia. 
Mental emotion may in some measure tend to the production 
of the latter. It is allowed (Dr. Ayre) that liver disease has 
brought about secondary hemorrhage, nervous influences 
acting on the heart and general blood supply may likewise 
do so. Be this as it may, I imagine that in the foregoing 
case mental distress was at least partly to blame. I found, — 
on inquiry, that my patient had. been seduced, and that the 
man had not fulfilled his promise of marriage, in consequence 
of which she had been greatly distressed. 

In distinguishing the two, the best clinical distinction is 
the state of the os, but the size of the uterus and the previous 
history will also guide us. 

Treatment.—I have already indicated that in most cases of 
sub-involution, medicinal treatment, rest, and properly applied 
uterine pressure are sufficient. We should have no fear of 
using iron injections in such cases, because the os is patulous, 
and the return of the injected fluid almost certain. The 
absorptive function is not active, which fact was demon- 
strated in the first case cited, so that we have nothing to fear 
from pyemia. In secondary hemorrhage medicines may be 
of use to a certain extent, but we have not time for their 
action. At first we must cause contraction, which will be 
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best done manually. Galvanism has been shown to be 
uncertain as a stimulator to uterine contraction ; besides, we 
have not always a battery at hand ; the intra-uterine injection 
of perchloride of iron would be dangerous with a contracted 
os, and we cannot spare time to dilate it ; if we feel clots 
which the finger cannot reach properly they might be care- 
fully broken by some instrument introduced into the uterus. 
A cold water vaginal douche may be of service, as it undoubt- 
edly frequently causes contraction ; plugging the vagina is 
worse than useless, unless we can exert sufficient pressure 
on the uterus from above. I donot here consider the special 
treatment applicable to these secondary hemorrhages which 
arise from special causes, such as rupture of a vein at the 
cervix, ulceration of the cervix, or rupture of a varicose 
vulvular vein. Of internal treatment, brandy, with beef tea, 
and ergot, must stand foremost; and in connexion with 
ergot, I must utter conviction of the greatly increased specific 
action of this drug if we add strychnia to it. This, if I 
mistake not, has been advocated by the Dublin School, 
notably by Dr. Atthill, and deserves due consideration. To 
sum up. In sub-involution, all other things failing, try to form 
artificial thrombi ; in secondary hemorrhage, let us first gain 
uterine contraction. 


NOVEL METHOD OF REMOVAL OF -INTRA- 
UTERINE MUSCULO-FIBROUS TUMOUR. 


By G. DE GORREQUER GRIFFITH, 
Senior Physician to the Hospital for Women and Children, Vincent Square, 


Miss S., aged twenty-five, came to me suffering with a large 
hard swelling in the lowermost part of the abdomen, which 
had been there for some time, with being constantly unwell, 
not only profusely every month, but even between times ; 
having, in fact, been so almost continually for eighteen 
months. 

She was wan, worn, emaciated, and blanched, having that 
peculiar yellow, waxlike hue, indicative of excessive losses, 
and consequent anemia. 
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I first proceeded to check the hemorrhage, which was so 
profuse that it welled up into the speculum the moment I 
introduced it, and gushed through it into the receptacle I 
had at the end of the instrument. 

I also simultaneously proceeded to dilate the os and cervix 
and to reduce the size of the growth. . The dilatation being 
effected so as to enable me to explore with my fingers the 
cavity of the uterus, I ascertained that the tumour grew from 
the posterior portion of the uterus, whence it projected for- 
wards till there was hardly room for the uterine sound to be 
admitted. I proceeded with the dilating process, and having 
also reduced the size of the tumour, I gave the patient a 
‘respite from all surgical interferences, and allowed her to go 
away for a few days to St. Leonards. ~ 

The respite was granted because I had found the os was 
now readily opened, the growth considerably lessened, so 
much so that with the hands placed on the abdomen I could 
now compress it into the pelvis, and, as I compressed, it 
seemed as though I could extrude it into the vagina; more- 
over, I had found in former cases that, where by operative 
interference of any kind an arrest in development and growth 
had been made, a further diminution continued, and in some 
instances even a complete obliteration. 

I also meant her to get up her strength and courage for 
any further operative measures. She stayed away from me 
nearly a fortnight, much against my wish—the medical 
treatment of the tumour being alone continued ; that is, she 
persevered with the medicines I had prescribed for her. 

One day, before returning from the seaside, she walked a 
distance of eight miles, and afterwards was taken with 
shivering, bearing down, great pain in the stomach, and other 
symptoms, “as if she had caught a severe cold.” 

When I next examined, I found the tumour had descended 
into the vagina, which, being virgin and small-made, was 
completely filled. I now treated her as I should a woman 
in labour, her symptoms being exactly indeed those per- 
taining to the first or opening stage, giving her expulsive 
medicines to help the forcing action of the womb ; and, as 
there was irritability of the stomach similar to that in the 
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early process of labour, I had them administered by the 
rectum, in which way I also had her fed. 

Having decided to “ écraseur” the tumour, I waited till 
its further propulsion; then, on the day before that fixed 
for the operation, I ruptured the capsule, and learned that 
enucleation was out of the question. In order to reduce the 
size of the presenting tumour, I bored the centre with my 
forefinger. These proceedings had the desired effect, and 
facilitated the next day’s operative procedures. 

She had been so suddenly depressed and lowered by the 
accession of the symptoms after the long walk which I have 
described above, that I could not, had I even wished it, have 
operated on her immediately on her return; hence I had to 
wait, get up her strength, and allow her to rest after the 
fatigue of the journey. Hence, also, I feared she would not 
bear chloroform, and gave her on the night previous to 
operating sufficient laudanum by the rectum to bring her 
somewhat effectually under its influence ; and then, next 
morning at about nine, and again at eleven o'clock she had 
chloral. At twelve Dr. Folwell, Mr. Bamber, and myself 
came to operate, and she was fast asleep. Having occasion 
to turn her on her left side, in order to make an examination, 
she awoke, but being under the influence of the chloral-opiate 
draught, she was not altogether conscious. 

Examining the tumour, I noticed that where I had per- 
forated it with my finger it was decidedly softer than before ; 
also that it seemed not quite so low in the vagina, and had 
ascended more into the uterus, owing no doubt to the re- 
duction in size of the growth, whereby the annular constriction 
of it by the os uteri was removed, as well as also by the in- 
creased dilatation of the mouth of the womb itself. Having 
had pressure made on the tumour by means of the hand on 
the supra-pubic regions, it was forced lower down into the 
passage, which it now so completely filled that I could 
barely get my finger between it and the vagina at any point. 

I tried to pass a cord ligature (slip-knot) over it, but found 
it impossible. Grasping it with the vulsellum forceps was of 
little avail, as they came away readily, tearing shreds along 
with them. I then broke down as much of the centre as I 
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could by means of my finger and the vulsellum, so as to re- 
duce the bulky mass, and, if possible, encircle it in the 
écraseur, but found this could not be done. 

I bethought me, that if I dragged much more on the 
uterus, [ might occasion inversion, and thus add to the 
already eminently critical state of my patient ; and, as there 
was some smart hemorrhage, and I knew blood could not be 
afforded to be lost, I at once applied my cephalotribe, which 
had the happy effect of immediately arresting the bleeding, 
reducing to a very small size comparatively the fibro-fleshy 
growth, crushing it so effectually that a second application of 
the instrument was not needed ; and, before letting go my 
hold, by giving a turn of at least three-parts of: a circle, I 
effected more disrupture of the mass. 

I then loosened the blades, and withdrew the cephalotribe, 
which had made so much room by the diminution of the 
tumour that I was enabled to pass into the vagina the left 
hand, reach the fingers over the crushed foreign body, and 
ascertain its exact attachments, the condition of the uterine 
cavity, and where best to fix the sharp hook used in mid- 
wifery ; having found a portion more densely fibrous than 
any other, I gained such a foint-d’apput that I drew down 
as low as I could the excrescence, enclosed it in the écraseur, 
and thus completed the removal. While my hand was in 
the vagina I feared I could detect another mass above the 
presenting one, and the latter being now removed, I pro- 
ceeded to look for the former, which I found lying higher up 
in the uterus. 

Operative interference at the present time was, however, 
quite out of the question, because the growth was too high 
up at the fundus uteri, and still so much one with the womb, 
(not being at all pedunculated), that I considered it quite 
hopeless to attempt to reach it by any safe device. More- 
over, the patient was so exceedingly low that we decided it 
would not be prudent to keep her any longer under the in- 
fluence of the chloroform, which was admirably given by 
Dr. Folwell. I was forced therefore to accept the safer position, 
and to abandon any attempt for the present destruction of 
the second tumour. 
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I must state that after my endeavour to fasten the cord slip- 
knot over the growth, we thought it better to administer the 
chloroform in order to deaden all sensibility, and thus alleviate 
the effect of any systemic shock ; besides, we thought it best 
to gain complete quietude on the part of our patient, since 
she could not keep herself still during the necessary manipu- 
lations, but would start away just at an inopportune moment. 
Very little of the narcotic was required ; and what was in- 
haled was taken easily, with trifling distress, and most 
effectually, owing to the previous administration of the opium 
and chloral. 

No bad symptom has arisen up to this date, the fourth 
month from the operation. In opening the womb for the 
purpose of getting at an intra-uterine fibroid, I prefer to use 
either Barnes's dilators, or bags constructed on a similar plan, 
or to use water instead of air as the dilating agency. 

There was no hemorrhage after the blades of the cepha- 
lotribe were removed ; but when I came the same night to 
examine her, I found her soaked almost up to her waist in 
what seemed a flow of serum. That it was not urine I made 
certain by introducing the catheter, and drawing off a volume 
of water ; and next day I had the happiness to find this flow 
was arrested, its place being taken by a matter-like discharge, 
somewhat offensive, which I daily carefully washed away, the 
uterus and vagina being syringed out with disinfectants and 
water, 

Since writing the above some months have elapsed, and 
recently I have examined the patient. The second tumour 
having evidently become somewhat pedunculated, has passed 
through the os into the vagina, where it lies without giving 
any apparent uneasiness or discomfort, or making its presence 
felt in any way by the woman: moreover, there is a diminu- 
tion in the bulk, and I apprehend that this will go on to oblite- 
ration, unless the growth slip back within the womb. This 
mishap may be prevented by the wis a tergo which I create 
by giving expulsive medicines, whose action is greater on ac- 
count of the unusual muscularity of the uterine walls. It may 
further be prevented by my sweeping the finger occasionally 
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round (the forepart of) the tumour as far asI can, and thus 
freeing it from the os. 

The embracing ring which the mouth of the womb forms, 
has the effect not only of retarding the growth of the excres- 
cence, but of causing its diminution and final obliteration ; 
the supply of blood necessary for development and nutrition 
being very much cut off. Of course, should larger size be 
attained, I shall advise removal by operation. At present, 
however, as there is no sensation in the tumour, no distress of 
any kind, save a little cedema of the left leg, and as the 
patient has become strong and _ healthy-looking, and is fast 
resuming her former good condition, I simply mount guard 
and watch the movements of Nature. 


[Since the above was written, I have had a letter from my 
patient, saying “she feels quite well.’ This is most satis- 
factory, considering that over five months have elapsed since 
the date of operation.] 
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OBSTETRICAL SOCIETY OF LONDON. 
Meeting, Fanuary 3rd, 1877. 
WILLIAM OVEREND PRIESTLEY, M.D., President, in the Chair. 





Report of the Delegate to the Philadelphia Medical Congress. 


Dr. RospERT BARNES, the delegate representing the Society at the 
Congress, was elected President of the Obstetric Section. Dr. Barnes 
expressed his high estimation of the papers read before the Section, 
and his great admiration for the zeal and earnestness with which work 
was done. He gave a brief sketch of the manner in which the busi- 
ness of the Section was conducted, and concluded by expressing his 
satisfaction with the hospitality and kindness shown him in America. 





Dr. Gomer Davies exhibited a child which had been born with 
great distension of the abdomen, and lived for six hours, The pro- 
CMR Se 
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minence was found to be formed by the uterus, which opened into a 
large cystic cavity which lay beneath it. The bladder contained half 
a pint of fluid. 

The PRESIDENT said that the specimen was one of considerable in- 
terest and obscurity. He suggested that Dr. Hicks and Dr. Aveling 
should form a committee to examine the specimen with Dr. Davies. 





Trismus LNascentium. 


Dr. Napier, of Fraserburgh, reported a case of this disease. It 
occurred in an infant five days old. Parents were healthy. It was 
treated with bromide and iodide of soda ; it was, however, extremely 
difficult to administer medicine or food owing to the closure of the 
jaws. At the onset of the attack the general appearance of the child 
was healthy, but there was slight opisthotonos of the neck and trunk. 
A few hours later there was rigid flexion of the limbs, and clonic 
spasm occurred every ten minutes, during which there was foaming at 
the mouth, and the face became much congested. Respiration was 
stridulous before and during the convulsions. ‘Trismus had also at this 
time become more marked. The cord had separated on the fourth 
day before the commencement of the symptoms, and the cicatrix 
appeared healthy. No scratch or sign of injury could be discovered 
on the body, and none of the known causes of the disease could be 
assigned. The child died after the symptoms had lasted about 
twenty-four hours. No autopsy was made. The author considered 
that in these dubious cases there was probably some primary nerve 
lesion in the brain. He thought that chloral or chloroform might 
have proved beneficial, although the use of either was generally 
hazardous in the case of infants. 





Pyemia from Inflammation of the Umbilical Vein. 


Dr. Roper reported two fatal cases of pyeemia occurring in infants. 
In the first the only abscess found during life was situated in the neigh- 
bourhood of the right deltoid muscle. The cord had separated on the 
fifth day, and the skin around it had continued red. The child died on 
the nineteenth day. After death general peritonitis was found, and the 
umbilical and portal veins were inflamed and full of pus. The peri- 
toneal cavity contained a considerable quantity of thin purulent fluid 
with flakes of lymph, and there was a coating of lymph over the liver. 
The bases of the lungs were hyperemic, but no pyzemic deposits 
were found anywhere. The abscess over the deltoid muscle was 
limited to the subcutaneous cellular tissue. While attending this child 
the practitioner had occasion to apply forceps in the case of a primi- 
para. The child went on well for a week, but at the end of that 
time abscesses appeared in the wrists and feet, and eventually the right 
lower limb became gangrenous as far as the hip. It died on the 
fourteenth day. At the autopsy the internal organs were foundto be 
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healthy, even the liver, and the only lesion found to account for the 
disease was purulent inflammation of the first inch of the umbilical vein. 
The mother was also attacked by external pyeemia, without any symp- 
toms of peritonitis, and died on the thirtieth day. The author thought 
that some skin affections frequently seen in new-born infants might 
be due to a mild form of blood-poisoning. 





Case of Pyemia with Extensive Purulent Deposits in a New-Born 
Lnfant. 


By Dr. A. W. Epis. 


A feeble prematurely born child was attacked with pyzemia about 
the end of the first week of life. Abscesses formed in right shoulder 
and in right lower limb. Death took place’ on the eighth day. Post- 
mortem examination revealed local peritonitis, inflammation of the 
umbilical vein, which contained pus, and plugging of the right femoral 
vein. | 





The ballot was then held for the election of officers for 1877, 
and the following gentlemen were declared elected. Honorary 
President, Arthur Farre, M.D., F.R.S.; President, Charles West, 
M.D. ; Vice-Presidents, James H. Aveling, M.D., James Braith- 
waite, M.D. (Leeds), William Frederick Cleveland, M.D., William 
Newman, M.D. (Stamford), William Squire, M.D., Alfred Wilt- 
shire, M.D.; Treasurer, Gustavus C. P. Murray, M.D. ; Honorary 
Secretaries, Arthur W. Edis, M.D., John Williams, M.D. ; Honorary 
Librarian, John Baptiste Potter, M.D. Other Members of Council, 
John S. Bartrum, F.R.C.S. (Bath), Wiliam F. Butt, L.R.C.P., Frede- 
rick H. Daly, M.D., Alfred L. Galabin, M.A., M.D., Frederick H. 
Gervis, M.R.C.S., Clement Godson, M.D., William C. Grigg, M.D., 
Thomas C. Hayes, M.B., Wilham C. Hoffmeister, M.D. (Cowes), 
William Hope, M.D., William N. Price, M.R.C.S. (Leeds), John 
Randall, M.D., George Roper, M.D., Henry Cooper Rose, M.D., 
Thomas Taylor, F.R.C.S. (Birmingham), John Ashburton Thomp- 
son, L.R.C.P., John Thorburn, M.D. (Manchester), J. Lucas Worship 
(Sevenoaks). 

The President then delivered the following Address :— 


GENTLEMEN,—To-night we terminate another Session, and mark 
another year in the age of the Obstetrical Society. The past year 
has not been uneventful, and several contributions have been brought 
before the Society of more than passing interest. At the very 
beginning of the Session Dr. Routh brought before the Society an’ 
instance of the removal of a large fibroid tumour of the uterus by 
abdominal section. .The case was interesting in several aspects, and. 
especially so in the way that hyperpyrexia following the operation was 
successfully controlled by the use of an ice bath. Five days after the 
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operation the temperature rose to 105° or 106°, and other grave 
symptoms accompanied this increase of temperature. ‘The patient 
was then placed bodily in an ice bath, and kept in it for three- 
quarters of an hour, after the plan recommended in cases of acute 
rheumatism with perilous rise of fever-heat. The temperature sank 
under this treatment speedily to 100°, and shortly after to 97°, while 
consciousness returned. A second rise of temperature, a week later, 
to 104°, was treated in the same way with a like result, and the patient 
after being tapped by the vagina, and relieved of intensely foetid pus 
which had gravitated into the retro-uterine cul-de-sac, eventually 
recovered. ‘The results which have hitherto attended the attempts to 
remove fibroid tumours of the uterus by surgical proceeding have not 
been very encouraging. With the exception of one other successful 
case by Mr. Bryant in an early volume of the “ Transactions,” I 
believe Dr. Routh’s is the only instance of recovery after removal of 
a large uterine fibroid by abdominal section recorded in the “ Trans- 
actions” of this Society. 

A considerable number of like operations have been undertaken by 
Dr. Atlee, Dr. H. R. Storer, Mr. Spencer Wells, Professor Koeberle, 
and others in various parts of the world; but of these more than 
two-thirds of the patients died—a much larger proportion than after 
ovariotomy. The treatment of fibroid tumours of the uterus is no 
doubt one of the problems of the future. Fibroid tumours are more 
frequent in women than ovarian tumours; but, fortunately, they are 
in the majority of instances of much slower growth, and attended by 
less grave symptoms in progress, and the ultimate results are less 
threatening. By far the largest proportion of fibroids, when once 
discovered, are most judiciously treated by non-interference surgically. 
The discomforts may be relieved by appropriate remedies; the 
hemorrhage, if occurring, can be controlled by rest and styptics : and 
a prospect may be afforded that, with the arrival of the climacteric, 
activity and inconvenience will subside. There are, nevertheless, 
some cases which are attended with such persistent and alarming 
hemorrhage, or with such pain and inconvenience from the bulk or 
position of the tumour, that the practitioner would be only too glad 
were it possible to look forward to an operation for its removal with 
no greater fear of a fatal issue than appears from the latest results of 
ovariotomy. nucleation of the tumour by the vagina in all its modi- 
fications is a most hazardous proceeding. The large plexuses of 
veins and the erectile character of the tissues surrounding the womb 
in the true pelvis eminently predispose to phlebitis, diffuse cellular 
inflammation, and blood poisoning ; so that a simple incision into the 
cervix is attended with more risk than a similar incision elsewhere, 
and the danger increases with the magnitude of the operation. The 
peril is always enhanced by the difficulty experienced in preventing 
the retention of septic matters in the neighbourbood of the wounded 
surfaces, and their consequent absorption. A case in illustration of 
this subject was reported to the Society by Dr. Thomas Chambers. 
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When improvements in surgery obviate this source of danger to the 
patient, we may possibly procure more favourable results than here- 
tofore. The history of ovariotomy has taught us that the fears enter- 
tained formerly concerning the great sensitiveness of the peritoneum 
and the danger incurred by wounds of this membrane were greatly 
exaggerated. It has further taught us that much greater danger is 
incurred by its contact with septic matter produced by wounds than 
by exposure to the outer air. In the case of the major proceedings, 
when we have a choice between the two, the index of experience 
indeed seems pointing somewhat in favour of abdominal section 
rather than operation per vaginam, as being more manageable in its 
after-treatment, and giving a better chance of recovery. The ex- 
perience of Péan, of Koeberle, of Hegar, of Spencer Wells, and others, 
indicate a distinct advance in this direction. Dr. Thomas Keith, of 
Edinburgh, one of the wisest and most conservative of modern 
surgeons, told me recently he believed, when all the details had been 
as carefully mastered as in ovariotomy, it would become a much less 
hazardous operation to remove large fibroids by abdominal section, 
particularly if the cervix uteri could be utilised as a stump, as recom- 
mended by M. Péan. Mr. Wells informs me that he has recently 
removed a pediculated tumour of the uterus by abdominal section 
from a patient who was bedridden from the discomfort it produced, 
and that she recovered without an adverse symptom. Such semi- 
detached tumours are no doubt the most favourable for removal; but 
commonly they are just those which give the least annoyance and 
least call for operative interference. It should be remembered that 
all operations which involve the laying open of the peritoneal cavity 
rank with the capital operations of external surgery. In their gravity 
and risk of life they are beset with perils at every step, and they 
should not be undertaken without very adequate reason. 

The discussion which arose on Dr. Meadows’s communication con- 
cerning the diagnosis of a nulliparous uterus, and the specimens 
illustrative of the subjects exhibited by Drs. Braxton Hicks and Edis 
afford sufficient proof, if such proof were necessary, of the desire 
which exists to reduce the results of observation to a scientific and 
precise basis. Investigation has not yet enabled us to speak with 
any degree of certainty concerning the post-mortem differences which 
exist between a nulliparous and a multiparous uterus ; but the points 
dwelt upon by the various speakers on this topic deserve the careful 
attention of the medical jurist in the future. The arching of the 
fundus of the uterus, the relative size of the organ, and the fissured 
condition of the cervix, conjoined with other signs, afford only some 
presumptive evidence of pregnancy, if certain sources of fallacy be 
guarded against. Butif it be true, as asserted by Dr. John Williams, 
that the condition of the blood-vessels during pregnancy is so changed 
as to leave a permanent alteration in their walls which may be hence- 
forth recognised on section, a further sign of undoubted importance 
may be added to the evidence of previous delivery. The same praise- 
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worthy desire to solve some of the scientific problems of gynzecology 
appeared in the respective contributions of Dr. John Williams, on the 
“ Mechanical Action of Pessaries,” and of Dr. Braxton Hicks, on the 
‘“‘ Cause of Uterine Displacements.” 

Two very interesting papers have been contributed during the 
session by members of the profession who do not practise obstetric 
medicine, and to whom, therefore, the Society is especially indebted 
for these additions to its “ Transactions.” Mr. Hutchinson, the dis- 
tinguished surgeon, has brought forward a series of observations on | 
‘* Diseases of Sheep Incident to Parturition,” and on the “ Navel Ill 
in Lambs.” These formed an interesting contribution to the study of 
comparative parturition and its diseases. Dr. Langdon Down con- 
tributed an admirable paper on the “ Obstetrical Aspects of Idiocy.” 
The paper of Dr. Langdon Down, as well as those by Mr. Godson 
and Dr. Cooper Rose, have brought prominently before the Fellows 
a question of great practical importance to them in the exercise of 
their vocation—viz., the frequency with which forceps ought to be 
employed in ordinary midwifery practice. A sort of revolution may 
be said to have taken place in the views entertained by medical 
practitioners on this subject. At one time the forceps was used but 
rarely in proportion to the absolute number of deliveries. In 1850 
Dr. Churchill computed that the forceps was employed by British 
practitioners only about once in 362 labours. In France and Ger- 
many, at the same time, the forceps was used with more than twice 
this frequency, and the maternal mortality was considerably higher 
than in Great Britain, while the number of children saved was only 
about a half per cent. more. Anterior to that period the short for- 
ceps was almost exclusively used. Dr. Collins, who was Master of the 
Dublin Lying-in Hospital for seven years from 1826, taught that the 
forceps was quite inapplicable in difficult labour unless the child’s ear 
could be reached with the fingérs, showing that he only used short 
forceps, and this only in the easiest cases. Nearer our own time, 
Dr. Robert Lee, who had one of the largest consulting midwifery 
practices in London, and is still living, always objected to the long 
forceps as a dangerous instrument. The result was a large proportion 
of craniotomy cases and a sacrifice of infant life which we now believe 
might have been spared. 

- With the advance of time, and a more accurate knowledge of the 
statistics of parturition, of the dangers which beset both mother and. 
child when pressure is over-prolonged in the maternal passages, and 
a better appreciation of the mechanical action of the forceps, as well 
as the possession of improved instruments, the forceps has gradually 
come to be used with greater frequency, and, at the same time, with 
happier results, and many craniotomy cases have been avoided by the 
employment of the long forceps. During Johnson and Sinclair’s 
term of office in the Rotunda Lying-in Hospital, Dublin, the forceps 
was employed in about one to every sixty deliveries, and some practi- 
tioners use it with still greater frequency. Dr. George Johnson, in: 
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his Report of the Rotunda Hospital for the year ending November, 
1875, states that the forceps was employed about once in every nine 
cases. ‘These figures, however, only bear on a limited number of de- 
liveries. The danger now is lest the forceps should be used with 
mischievous recklessness, and without due consideration of all the 
issues involved. Allusion has been made in debate more than once 
to the fact that Dr. Hamilton of Falkirk had, mainly from the timely 
use of the forceps, been able to publish two successive series of cranial 
deliveries, one of 600 and another of 7 50, without losing a single 
child, and the propriety has been mooted of applying the forceps as 
often as once in every five cases. I am bound to say that, guided 
by somewhat extended and varied experience, in London, in the 
country, and in a densely-populated manufacturing town where de- 
formity of the pelvis was not infrequent, I can see no valid reason for 
such constant recourse to instrumental interference. Unfortunately, 
the effects of suggestions of this kind are not always foreseen in all 
their consequences. Medical practitioners in town and country are 
led to believe that because these doctrines are seriously discussed 
before the Obstetrical Society of London they are the more advanced 
views of eminent obstetricians on the subject, and, unwilling to be 
behind their contemporaries in matters of practice, hasten to adopt 
them. An eminent surgeon recently informed me that he had, within 
a short time, been cailed in to repair serious lacerations which had 
been produced by the use of the forceps, and on inquiry he found 
that the patients had been only two and four hours respectively in 
labour from its commencement before instruments were employed, 
and, so far as he could learn, there had previously been no urgent 
threatening symptoms, 

With our present knowledge I think it may be fully conceded that 
when the forceps is required, and it is, employed by experienced and 
skilful hands, it will do less harm to the mother than long-continued 
pressure of the presenting part on the maternal structures ; and further, 
that its timely use may be the means of saving infant life. Excluding 
the cases in which complications occur, and where for safety of the 
mother or child delivery must be completed at the earliest possible 
period, the difficulty is to know when to interfere in each individual 
instance. Although we know that danger to both mother and child 
increases with the duration of labour, yet it is obvious that time alone 
cannot be taken into account. One patient may encounter greater 
peril from severe or continued uterine contraction against rigid 
structures in two hours than another patient in six hours, and a variety 
of matters have to be weighed before concluding that instruments are 
necessary. Obstetric practitioners in remote and isolated localities 
are, perhaps, not always in the best condition of mind for weighing 
nicely these various considerations. Wearied by long journeys and 
night watching, distracted by demands for their services in different 
places at the same moment, they require all the moral support which 
authorities can give them, in favour of patience and prudence. One 


746 Abstracts of Societies’ Procéedings. 


who has experience and dexterous hands may have large success from 
the frequent and unnecessary use of the forceps, but an absence of mis- 
adventure by no means proves its necessity. Another, endeavouring 
to imitate, may produce a series of disasters. One corollary we may 
deduce from this is that all practitioners in midwifery should be 
thoroughly instructed in the mechanism of natural and morbid Jabour, 
and in the use of instruments. To use the forceps with the greatest 
dexterity, it is probably best to adhere to one form, and that the long 
forceps, because it will answer for all forceps cases, and the hands 
thus grow familiar with its form and curves. The next point is to 
determine when the forceps should be rightly applied in a cranial 
presentation, and how to strike that just balance between too long a 
delay on the one hand and too hasty an interference on the other. 
The rule should be, not as Dr. Collins propounded it in past years, 
“wait until nature is absolutely exhausted,” but “see what nature 
can effect, and then supply the deficiency.” To interfere when all is 
going on favourably, although it may be slowly, is to do away with 
all those safeguards, so far at least as the mother is concerned, with 
which nature has surrounded the parturient process. More especially 
it is apt to interfere with the full and perfect contraction of the uterus 
after delivery, and the gradual and progressive dilatation of the 
maternal canals which tends to prevent their laceration. There isno 
doubt a safe middle path between the two extremes of practice. 
Whenever the head is so arrested in its progress through the pelvis, 
and there exposed to such pressure as to raise apprehension either for 
the maternal structures or the child’s cerebral circulation, the skilful 
hand may proceed at once to deliver. When the head lies at the 
floor of the pelvis and the passages are dilatable, there may be less 
hesitation in deciding on this course, even when the indications are 
somewhat doubtful, because the operation is simple and generally 
easily performed. When the head is arrested at the brim, the opera- 
tion is more complex and difficult, and greater care must be taken in 
forming a decision. . Especially is this care necessary when the os 
uteri is imperfectly dilated, because, although experience has taught 
us that the long forceps may in emergency be applied before the os 
is fully dilated, it must at least be di/atable, or it will oppose obstinate 
resistance to efforts at traction, and may be severely lacerated. 

The history, by Dr. Galabin, of two cases of delivery in which 
labour was impeded by extensive malignant disease of the cervix 
uteri, has for the second time raised the question whether Cesarian 
section should not in these cases be performed, instead of some ope- 
ration proceeding per vias naturales. An opinion was expressed 
during last session that it would be better in a// cases to have recourse 
to Ceesarian section, In this opinion I cannot concur, nor do I 
think that obstetrical authorities generally will endorse it. In some 
cases of undoubted malignant disease of the cervix uteri, where the 
affection is limited, no interference at all may be required ; and even 
where disease is more extensive and involves. both labia uteri, it is 
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surprising to see sometimes what nature will effect in overcoming the 
obstacle, without serious detriment to mother or child. In other 
instances again, some artificial dilatation, or one or more incisions 
into the lateral margins of the os uteri, may be all that is required to 
favour delivery, and this is far less hazardous than the capital opera- 
tion of Cesarian section. When malignant disease is so advanced 
that the deposit is thrown out into the adjacent structures, and such 
impediment exists to delivery by the natural channels as to forecast 
grave laceration of the maternal parts, and possibly evisceration of 
the foetus as well, then timely abdominal section probably becomes 
the more conservative operation, and affords a better chance both to 
mother and child. 

The Society will still have in fresh recollection the interesting com- 
munication by Mr. Jessop, of Leeds, on a case of extra-uterine 
fcetation for which abdominal section was performed. This I believe 
is the first of the kind occurring in Great Britain in which the lives 
of both mother and child were saved ; although, as pointed out by 
Dr. Wiltshire, Keller, of Strasbourg, has related nine cases, in 
which four of the mothers recovered, and seven children were 
saved. 

_ There can be no doubt that Mr. Jessop and his colleagues exer- 
cised a wise discretion in electing to remove the foetus by abdominal 
section, in the case reported ; for the mother’s life was in jeopardy, 
and yet there was evidence that the child was alive. But I ventured 
to remark during the discussion that the recital, marvellous though it 
was, on account of the perils surmounted, could not be taken as a 
justification for like interference where no such imminent peril to the 
woman is present. There can be no uncertainty about the grave 
position in which a woman is placed who is the subject of extra- 
uterine foetation in any of its forms. During the whole progress of 
gestation there is the ever-present danger of rupture of the containing 
sac, and the subsequent internal hemorrhage and collapse. If this 
catastrophe be avoided, intercurrent peritonitis is rarely absent, with 
all its forms of functional derangement and suffering. Later comes 
the inconvenience and peril, in many instances, of spontaneous sup- 
puration after the death of the foetus, and its slow extrusion from 
some forced inlet. 

Fortunately, extra-uterine foetation is not very common, but cases 
occur with sufficient frequency to give most medical men in practice 
an opportunity of encountering an example from time to time, and 
every experience tending to better and more. successful treatment is 
to be welcomed. ‘Hitherto the weight of experience has been over- 
whelmingly on the side of postponing an operation until foetal life 
was extinguished, and the suppuration process was well advanced. 
Dr. Campbell, who wrote a standard work on “ Extra-uterine Fceta- 
tion” in 1842, collected a sum of fifty-one operations. ‘The accounts 
of all are not very complete ; but of thirty cases (as I understand the 
figures), in which gastrotomy was performed or the breach dilated, 
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after suppuration had set in, twenty-eight patients recovered. He 
gives twelve cases of gastrotomy performed after the suppurative 
process was well advanced, in which ten were successful; but of nine 
women operated on during the existence of foetal life, or soon after 
its extinction, the whole died. Dr. Parry, of Philadelphia, has, during 
the last year, published a volume on the same subject, which brings 
out later results from a much more extended series of cases. In 
twenty cases of primary gastrotomy the maternal mortality was 70 
per cent., or 17°35 per cent. greater than when the cases are left to 
nature ; and the infantile mortality was 60 per cent. On the other 
hand, in thirty-six cases of secondary gastrotomy, performed some 
time after full term, not including those in which the operation was 
merely to assist the efforts of nature, the mortality was only 38°88 
per cent. The conclusion is irresistible that, as a rule, so long as 
the vascular and nervous excitement inseparable from the progress of 
gestation are present it is unwise to interfere, and that an operation 
is more likely to be successful after the puerperal state has subsided. 
Dr. Parry, indeed, believes the most prudent course, when the 
patient is not in immediate peril, is to wait until suppuration is fully 
established, and then enlarge any opening made by nature to evacuate 
the contents. 

As Mr. Jessop very justly pointed out, every rule must have its 
exceptions, and if urgent signs of danger present themselves at any 
time during the progress, they must be met by attempts at a remedy 
which, under other circumstances, should be avoided. 

In the two last cases which I have seen there has not even been a 
clear history of suppuration established. In both instances the 
children died towards the term of gestation, became encysted, and 
afterwards gradually shrivelled zz situ, the mothers recovering so 
entirely that only some limited swelling ‘remained as evidence of pre- 
existing large tumour. As this is not an uncommon termination, it 
is an additional reason for not exposing the patient, during the period 
of pregnancy, to the serious risk of abdominal section, in the 
expectation. of a possible danger in the future which may never arise. 

But if it be better to abstain from interference generally during the 
progress of extra-uterine foetation, there are additional and urgent 
reasons for not entertaining the suggestion which was made during 
the discussion on Mr. Jessop’s paper—that we should open the ab- 
domen in cases of early tubular pregnancy, with the view of re- 
moving the tumour, as in ovariotomy. 

It is true that Fallopian pregnancy is a particularly dangerous form 
of extra-uterine foetation ; that gestation rarely advances beyond the 
third month without rupture and collapse ; but in these cases no 
parallel can be drawn with cases of ovarian disease, as the excitement 
of pregnancy renders all operative proceedings more hazardous. 
Moreover, the diagnosis of tubular foetation is, in the majority of 
cases, so obscure, until actual rupture takes place, as, in the present 
state of our knowledge, to be almost impracticable. a 
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As an illustration of the difficulty in diagnosis, I may mention that 
not long ago I saw a patient whom I believed to be the subject of 
extra-uterine foetation, and whom I recommended to return to her 
ordinary medical adviser—a man of much experience—that he might 
watch her progress, and be ready for any emergency which might 
arise. A few weeks later her medical man brought her back to me. 
He was now in much anxiety, because foetal movements had become 
very distinct, and he thought—although the patient seemed quite well 
—that some operation ought to be performed to save her from 
untoward consequences later. I advised him not to interfere, and he 
then asked my sanction for another opinion, a point I readily con- 
ceded, as he proposed to take his patient to a surgeon of great repu- 
tation for the treatment of abdominal tumours. ‘To my surprise, the 
second opinion so far differed from mine that it was clearly in favour 
of the case being one of normal pregnancy, and not extra-uterine at 
all. Eventually, however, the term of gestation was passed, and the 
foetal movement ceased. Then, without serious symptoms, the child 
became converted into an apparently innocuous mass, slowly shrivel- 
ling and diminishing until no indication of its previous existence could 
be detected at a later period. 

When rupture of a tubular foetation has actually occurred, and the 
patient is in the face of a deadly peril, it then becomes a question 
whether it might not be justifiable to cut down upon the locality, for 
the purpose of removing the offending mass from the cavity of the 
peritoneum. In such circumstances we meet a desperate case by a 
desperate remedy ; but no spirit of adventure, no desire for fame as 
operators, should induce us to expose a patient to so serious an opera- 
tion as is here contemplated, on the mere assumption of a fact which 
may, in reality, have no existence. 

I venture to speak strongly on such matters as these, because I 
take it to be one of the duties of your President to moderate be- 
tween views which may seem to be extreme, and to attempt to try 
them by a judicial standard. I frankly own myself attached to a 
conservative exercise of our rapidly improving branch of the medical 
art. At the same time I am most anxious not to take a reactionary 
part in opposing any useful innovation. I render all honour to the 
pioneers of progress; but I desire in advancing to keep a fair equipoise, 
and I hold that when we are entrusted with such important issues we 
ought to prove each step of progress, and not be led away by an 
ienis fatuus which may end in fatal disaster. 

When I observe an almost feverish anxiety, well-intentioned 
though it be, to interfere before the emergency has distinctly arisen— 
or in the course of affections like pelvic heematocele, for example, 
where the natural tendency in a large proportion of cases has been in- 
- dubitably proved to be towards a favourable termination—I am 
forcibly reminded of the exclamation: of a great statesman. in re- 
ference to the meddling policy of a political opponent: ‘ Why 
cannot you leave it alone?” I desire it to be understood that these 
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remarks do not apply to exceptional cases in which perils or incon- 
venience is great, and where it is obvious some attempt commen- 
surate with the evil must be made to abate or remove the difficulty. 
When such an occasion presents itself it must be met courageously 
and fearlessly ; but I believe it requires higher mental training to 
watch patiently and wait than to act when the necessity for action 
comes. 

In Mr. Lawson Tait’s case of vesico-vaginal fistula, cured by opera- 
tion after a series of unsuccessful attempts which might well have 
appalled the most enthusiastic of surgeons, the Society had an op- 
portunity of learning what may be achieved by indomitable perseve- 
rance, and of deducing the fact that scarcely any case is so bad but 
may be repaired if both skill and patience are untiring. 

Other interesting matters, it may be recollected, have been brought 
before the Society, and some new instruments have been exhibited ; 
notably a new blunt hook, by Prof. Lazarewitch, of Russia; an 
ingenious thermo-cautery, invented by Dr. Paquelin, of Paris, 
exhibited by Dr. Oscar Prevét, of Moscow; and the beautiful 
apparatus for transfusion, demonstrated in action by Dr. Roussel, of 
Geneva. 

Concerning the question of transfusion, I may inform the Society 
that the Committee appointed on this subject has reported to the 
Council that twelve meetings have been held, and many instruments 
have been presented and examined. The Committee suggested that 
a physiologist should be appointed to carry out a series of experi- 
ments on animals, and for this purpose the Council have granted a 
sum not to exceed 50/. 

Since last January we received intelligence of the decease of three 
Honorary Foreign Fellows, and we have to mourn the loss of six 
ordinary Fellows, whose names must be regretfully erased from the 
Society’s list, 

The names of deceased Honorary Fellows are Professor Tracy, of 
Melbourne ; Professor Channing, of Boston, U.S. ; and Professor 
Simon, of Heidelberg. 

I must crave your indulgence while I say a few words concerning 
the lives and labours of each of the remarkable men who were chosen 
by the Society to rank as Honorary Fellows. 

Dr. Richard ‘Thomas Tracy, of Melbourne, Australia, died on the 
7th of November, 1874; but intelligence had not been received of 
his decease when I delivered the annual address last January. From 
obituary notices in the Australian Medical Fournal and in the 
Medical Times and Gazette, we learn that Dr. Tracy was born at 
Limerick, in Ireland, on the 19th of September, 1826, and was edu- 
cated at the Limerick County Infirmary, and at Trinity College, 
Dublin. During his pupilage he volunteered as an assistant medical | 
attendant during the famine fever, then desolating Ireland, and almost 
succumbed to an attack of that disease caught from a patient. Having 
passed the College of Surgeons in Ireland in 1848, he visited the 
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hospitals in Paris, and eventually went to Glasgow, where he became 
resident surgeon to the Hospital for Cholera. Cholera was then rife 
in Glasgow. ‘The hospital contained 700 beds, and for four months 
during the prevalence of the epidemic he never ieft the hospital. In 
1849 he took the degree in Medicine in the Glasgow University, and 
being disappointed in a negotiation for a share of a practice which he 
proposed to acquire in London, he determined to go to Australia. 
After various adventures at the gold-diggings and elsewhere, he settled 
in Fitzroy, Melbourne, and in that as yet imperfectly organised colony 
began to develop his resources. He became not only a prominent 
medical practitioner, but took an active part in all social matters, in 
the building of the church, and in the enrolment of volunteers. He 
avoided politics, but became a magistrate for the local Bench, and 
Officer of Health for the district. In 1855 he started, in conjunction 
with Dr. John Maund, a Lying-in Hospital and Infirmary for Women 
and Children, and somewhat later he took part in the formation of a 
Medical Society and the publication of a medical journal. His 
natural energy, his perspicacity, and his sound judgment would have 
given him a leading place in any branch of the medical profession, 
but he inclined especially to the cultivation of obstetric medicine, and 
earned so much success and prestige in this department that he be- 
came the leading authority in the newcountry. His contributions to 
obstetrics were always of the most practical kind, and showed him so 
thorough a master of his art that when a Medical School and Univer- 
sity were instituted in Melbourne, he was chosen by common consent 
lecturer and Examiner in Obstetric Medicine. In 1871 he was 
elected an Honorary Fellow of this Society, as a representative scien- 
tific gynzecologist in the antipodes. He contributed a paper to our 
own “ Transactions,” and made a communication to the Medico- 
Chirurgical Society “ On Ovariotomy.” He was the first to perform 
ovariotomy in Australia, and coming to England in 1873, he watched 
the operations of Mr. Spencer Wells with the greatest assiduity. At 
this time he was in failing health, and returned to Melbourne in April, 
1874, knowing that his fate was sealed, and quite resigned to it. He 
died seven months later of malignant disease of the mesentery, and at 
his funeral the whole town of Melbourne went into mourning for him, 
The Argus newspaper of that date said ; “* Hewas a chief among the 
people, who had lived an honoured life, and left a cherished name 
behind him.” 

Dr. Walter Channing, of Boston, U.S., who died on the 27th of 
July, 1876, at the age of ninety, was a Nestor in his profession. The 
particulars of his career have been chiefly gathered from an obituary 
notice in one of the Boston newspapers, signed with the initials 
T. W. H., and from the Boston Medical Fournal. He was one of a 
remarkable family, and his personal fame was, in a manner, over- 
shadowed by his eminent brother, the Rev. Wm. E. Channing, a 
great American preacher, with whom his identity was ofien confused. 
It is recorded of the subject of this memoir that, in answer to an 
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inquirer at his own door, he said that he was not the Dr. Channing 
who preached, but the one who practised. 

Dr. Walter Channing was for a long period the recognised head of 
obstetric medicine in New England. He was the first Professor of 
Obstetrics and Medical Jurisprudence in Harvard University, an 
office which he held for nearly forty years. He was, besides, asso- 
ciated with Dr. Jackson, of American celebrity, in charge of the 
Massachusetts General Hospital from its commencement. He re- 
ceived its first patient, and held office in it for twenty years. Besides 
various contributions on obstetric medicine, some of which are to be 
found in the library of this Society, his most important work was 
entitled‘ Etherization in Childbirth, Illustrated by 581 Cases.” 
This volume was regarded as the standard work on the subject. 
Dr. Channing was one of the first, if not the first, in his own country 
to use ether in childbirth, and I well recollect his enthusiasm on the 
subject in writing to Sir James Simpson in the early history of 
anesthesia. Besides his devotion to obstetrical science, Dr. Walter 
Channing was a keen naturalist, and was one of the founders of the 

soston Natural History Society. He was a prominent supporter of 
the anti-slavery movement, the temperance movement, the peace 
movement, and of the efforts for the prevention of pauperism. 
Regarding himself as a citizen as well as a physician, he spoke and 
wrote on a variety of domestic topics, and in the Boston Library is a 
long list of his numerous writings. He seems to have had an im- 
pulsive and ardent disposition, great fertility of mind, and a large 
fund of wit and humour. His life, like his mind, was crowded with 
divergent activities, and he was always ready for a new interest. He 
outlived nearly all his contemporaries. His final illness was without 
suffering, and his death painless. 

Professor Gustave Simon, of Heidelberg, was born at Darmstadt, 
in 1824. He graduated at Heidelberg in 1847, and was nominated 
Extraordinary Professor at Rostock in 1861. He then became 
known to the scientific world through a remarkably learned work on 
‘‘ Excision of the Spleen,” a book in which every case to be found in 
ancient and modern literature, where the spleen was accidentally or 
intentionally removed, is recorded, and criticised with the greatest 
acuteness. In 1867 he was transferred to Heidelberg, and remained 
Professor there until his death, which took place on the 28th of 
August, 1876. While in Heidelberg he occupied himself with 
gynecology as well as general surgery, and in summer he gave lectures 
on this subject, which were largely attended by foreigners attracted 
by his reputation, as well as by practitioners and students of his own 
country. His work on “ Vesico-Vaginal Fistula” was remarkable 
for the demonstration it gave of the superiority of silk over wire 
sutures, the utility of which had been before so much dwelt upon. 
This gave the first impulse of returning confidence in organic as 
opposed to metallic sutures, and, conjoined with the proofs he gave 
of the good results of the suture without the use of the catheter, may 
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be said to have given an entirely new aspect to this operation. The 
dispensing with the use of the catheter after closing vesico-vaginal 
fistula was received as a startling innovation by almost all our own 
operators ; but subsequent experience has, I bélieve, proved that the 
retention of a catheter may in many cases be avoided, and that in 
others its occasional use only is required. Simon is said to have 
operated for the cure of vesico-vaginal fistula 250 times. He was 
the first surgeon who successfully extirpated the kidney. The patient 
submitted to the operation in 1869, and, according to the last 
accounts, was still living. Other innovations due to Professor 
Simon were a mode of examining the interior of the bladder by rapid 
dilatation of the urethra, and a mode of exploring the interior of the 
pelvis and abdomen by the introduction of the whole hand and part 
of the forearm into the rectum. Mr. Spencer Wells, who knew Simon 
well, and to whom as well as to Dr. Tuckman I am indebted for 
some particulars of this sketch, assures me that under his guidance he 
was enabled to reach the kidney by this way of examination. 

I do not attempt to enumerate all his works. His contributions to 
clinical surgery were very numerous, and his originality and industry 
marvellous. In the opinion of very competent authorities, few men 
have done so much good work for surgery in general, and gynecology 
in particular. His memory has received a graceful tribute in a warm 
eulogy by Dr. Braun, in the erliner Klinische Wochenschrift. Dr. 
Braun says, “he was one of the most famous as well as the most 
dexterous operators in Germany, and possessed all the qualifications 
for this in the highest degree. Belonging to no school, he became 
everything by his own zeal and by his own strength. All who knew him 
recognised his open honest character and his singleness. of purpose. 
All who personally came in contact with him, whether patients, pupils, 
acquaintances, or friends, all felt themselves irresistibly drawn towards 
him, and to all such his memory will be imperishable.” In 1870 
Simon began to feel symptoms which must have been the precursors 
of his last illness, and in 1875 he thought it right to retire for a time 
from his duties as professor. 

On the day preceding his death he had been feeling unusually well, 
but was seized with dyspnoea in the evening, and was so distressed 
that he begged to have tracheotomy performed. This apparently 
gave him some relief, but it was only temporary, as he passed away 
without any great struggle on the night of the following day. An 
autopsy. proved that he had died of aneurism of the ascending 
aorta. His death caused great sensation in Germany, and a stately 
funeral, attended by a multitude of mourners, testified to the great 
esteem in which he was held by all classes. On his death-bed were 
found the proof-sheets of a book, which has since been published, 
“On the Treatment of Surgical Diseases of the Kidneys.” 

The names of the deceased ordinary Fellows are :—Frederick 

Augustus Stutter, M.D., Farnboro’ House, Upper Sydenham ; Fred. 
Turton, Alton House, Wolverhampton ; Henry Hardinge, M.D., 
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18, Grafton Street, London ; Sir John Cordy Burrows, J.P., F.R.C.S., 
Old Steine, Brighton ; Thomas Taylor Griffiths, F.R.C.S., Consulting 
Surgeon to the Wrexham Infirmary; and William Sudlow Roots, 
F.R.C.S., F.L.S., Surgeon to the Royal Establishment of Hampton 
Court, an original Fellow of the Society. 

All these names have rendered some service, directly or indirectly, 
to gynecology, according to their sphere or opportunity, and while 
living desired to participate in the advantages shared by the Fellows 
of this Society. Sir John Cordy Burrows, of Brighton, and Mr. Grif- 
fith, of Wrexham, were notable characters in their respective localities, 
and were so esteemed for their public as well as their professional 
services, that their townsmen observed a general mourning on the day 
of their funeral. 

Notwithstanding these grievous losses, the Society is undoubtedly 
in a most active and flourishing condition. The number of Fellows 
now exceeds 700, and no less than eighty-two ordinary Fellows have 
been elected during the past year. As an indication of the attractive 
character of its proceedings, I may state that sometimes more than 
100 Fellows and visitors have been present at the meetings, and the 
average attendance at each meeting during the Session has been 
nearly seventy. The successful Conversazione given by the kind 
permission of the President and Fellows in the Royal College of 
Physicians, was attended by medical practitioners from all parts of the 
country. Especial thanks are due to the Conversazione Committee 
for their exertions on that occasion, and particularly to the honorary 
Secretaries and Dr. Grigg for bringing together so large and interesting 
a collection of instruments and works of art. 

The demand for the “Transactions” has been so considerable that 
the Council have ordered a largely increased number of copies to 
be printed, and the financial condition, notwithstanding all that has 
been undertaken during the year, is, as the ‘Treasurer’s report shows, 
most satisfactory. 

It only remains for me, in retiring from the Chair to which, through 
your favour, I was elected two years ago, to acknowledge my pro- 
found sense of the advantage I have gained in presiding over a Society 
possessed of so much vitality. The earnestness which pervades its 
proceedings may need at times some control, but it is at least a sign 
of health and vigour, and I have distinctly felt its influence as an 
incentive to renewed exertion. I have to thank the Society very 
cordially for the way in which it has facilitated the conduct of business, 
and the responsive manner in which it has respected the decisions 
of the Chair. To the Council and other office-bearers I have to 
acknowledge my indebtedness, and more especially to the Honorary 
Secretary and Treasurer are my thanks due for important aid on all 
occasions. 

In taking my leave I must warmly congratulate the Society on 
having secured for its next President so distinguished a representative 
of obstetric medicine as Dr. West. Dr. West’s name is as familiar 
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with us as a household word, and it is respected throughout the world 
where gynecology is cultivated. To our new President I am per- 
sonally indebted for the most unselfish services during a period of 
severe illness and anxiety which any one brother physician can render 
to another, and recollection of these is always vividly before me. I 
can only say that had I known Dr. West could have been persuaded 
to accept the Presidency of the Obstetrical Society at any earlier 
period I would gladly have postponed my term of office until I 
could have had the advantage of his example and precept as my 
predecessor, 
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Meeting, June 14th, 1876. 
PROFESSOR Simpson, President, in the Chair. 


Minutes of the previous meeting having been read and approved, 
the adjourned discussion on Dr. MAcpouGaAL’s paper on Extra-uterine 
Gestation was taken up. 

I. Professor Simpson exhibited two preparations illustrative of the 
subject of extra-uterine pregnancy. ‘The first he owed to the kind- 
ness of Dr. Will, of Aberdeen, who had published the history of the 
case in the Ladinburgh Monthly Journal for 1855. ‘The patient, aged 
thirty-nine, had conceived shortly after her marriage in 1844. Two 
months subsequently she had symptoms of pelvic inflammation and 
threatened abortion. From this she rallied and went on to her 
full time, when labour pains came on, but passed off again. There- 
after, the tumour, which had steadily increased in size till then, 
shrunk, and the patient’s health was re-established. Seven years 
later, in January, 1851, Dr. Will attended her in her delivery, after a 
natural gestation and labour, of a female child ; and felt then the firm 
and partially movable tumour lying to the left side. In February, 1854, 
the lady gave birth to a second full-time child, a male, after an easy 
labour. On the third day after, a rigor set in, followed by peritoneal 
inflammation ; and, after a prolonged illness, attended with hectic and 
diarrhoea, the patient died in May. At the dissection of the body, 
the foetus now exhibited was discovered lying in a cyst, the walls of 
which were adhering to all the surrounding parts, and in the cavity of 
which some feecal matter was found that had got access through three 
different orifices in the bowels. It was an illustration of an extra- 
uterine foetus carried for many years in a patient who gave birth to 
other children, and at last leading to her death under the efforts of 
nature to effect its elimination. 

_ The second preparation was one of a macerated foetus of about the 
third month of pregnancy, measuring three inches in length.. He had 
only once seen the patient from whom it was removed, along with Dr.. 

einer? 
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David Gordon, who was present and could supplement the history of 
the case. The woman had an obscure history of having conceived 
and aborted, and at the time when he (Prof. Simpson) saw her she 
seemed to be dying of extravasation of blood into the peritoneal 
cavity. She was pale and pulseless, with a fluctuating swelling reach- 
ing half way up the abdomen, and the propriety of making an incision 
to give an outlet for the blood through the vaginal roof was discussed. 
It was, however, set aside, chiefly because of the seemingly moribund 
condition of the patient, who was treated by applications of ice to the 
abdomen, and opiate and stimulant internally. She rallied, and for 
a time seemed to recover satisfactorily ; but died some months later 
from an attack of acute peritonitis. At the post-mortem examination 
made by Dr. Wyllie, Pathologist to the Royal Infirmary, the peri- 
toneal surface was seen to be pigmented in the lower part of the ab- 
dominal cavity as high as the level of the umbilicus. There were evi- 
dences of active inflammation among the coils of the intestines above 
the pelvic brim, and in the pelvic cavity amidst a feecal and _putrila- 
ginous mass was found the preparation now exhibited. It lay in the 
space of Douglas, at the bottom of which it was discovered that per- 
foration into the rectum had taken place. Through this orifice liquid 
feeces had escaped into the serous cavity, and seemed to have set up 
the fatal peritonitis. 

He had seen another case of extra-uterine gestation, of which he 
could not show the preparation, as it had been kept for the College 
of Surgeons Museum by the then Pathologist of the Infirmary, where 
the patient had died. The woman had first come into his ward suffer- 
ing from some pelvic distress, which was associated with a swelling 
rising above the pubes towards the left side. He satisfied himself 
that the foetal heart was to be faintly heard through the stetho- 
scope, and thought it a case of pregnancy complicated with a uterine 
or ovarian tumour. Dr. Slavjansky and some others who saw the 
case doubted the existence of pregnancy; and as, after a few days’ 
rest, the patient, a married woman, with other children, felt 
rather easier, she was allowed to go home under promise to return 
in two months. She did return, but not for ten months. The 
swelling had grown steadily, she felt foetal movements, and at the 
full term had symptoms as of labour beginning. When these passed 
she missed the movements, and three months after began to suffer 
from pain in the abdomen, which induced her to come again to the 
ward. ‘The tumour was now felt occupying the abdominal cavity ; 
but the patient was suffering from so much peritonitic tenderness 
that a satisfactory exploration of its relations could not be made out. 
He thought he could feel the outline of a fietus, and a small aspira- 
tory tapping brought away an ounce of fluid resembling liquor amnii, 
only darker than usual and with much cholesterine. ‘The peritonitic 
symptoms increased in severity till the patient died. At the autopsy 
there was found to be very extensive peritonitis, flakes of lymph lying 
among all the abdominal viscera up to the diaphragm. The walls of 
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the tumour were matted to the abdominal parietes and to all the 
viscera which lay around it. On being opened into it was seen to 
be one of those rare cases where the gestation of the ovum had oc- 
curred in a Fallopian tube (the left), and where the tube had gone on 
developing to the close of the ordinary gestation. The question of 
Operative interference had been discussed before the Universiiy 
Clinical Class, to which the case had been demonstrated as one of 
probable extra-uterine gestation ; but experience showed that, after 
gestation was ended, operative measures were likely to be satisfactory 
only in cases like that of Dr. Macdougal’s which had led to these re- 
marks,—cases, viz., where nature had already commenced, and to © 
some extent carried on, the process of elimination. 





A Successful Case of Ovariotomy ; Tumour Sessile; Cauterisation. 
By I. Mossop, L.R.C.S.E., &c., Bradford. 


J. D., aged thirty-nine, unmarried, rather spare woman, average height, 
slightly sallow complexion ; for a dozen years has had poor health ; cata- 
menia regular ; had suffered much from a pain in her left side for several 
years past, which, however, seems to have been chiefly due.to gastric 
irritation ; has been repeatedly under my care for dyspepsia. In 
June and July, 1874, she was treated by me for gastric disturbance, 
with general debility ; at that time no perceptible abdominal enlarge- 
ment was observed, nor did it exist, so far as J am able to ascertain. 
On the 31st August, 1875, she again consulted me for severe pain in 
the left flank, when I noticed a considerable enlargement of the body, 
and requested her to be in bed on the following day, so that I might 
make a careful examination of the abdomen. 

On palpation and percussion, I made out a tumour of considerable 
size, the great bulk of which was on the left side of the body, though 
a well-defined sulcus existed in the tumour about the middle line of 
the body, and rather a hard ridge was felt running obliquely upwards 
from below the umbilicus towards the left hypochondrium. The 
irregular shape of the tumour precluded me from taking accurate 
measurements ; dulness existed in every part, and a feeling of crept- 
tation was detected over a limited area on its left side ; and on aus- 
cultating, a friction sound was heard. I was unable to satisfy myself 
as to the existence of fluctuation at this time (it afterwards became 
more evident); this doubt, together with the immobility of the tumour, 
its irregular outline, and sense of resistance and tenderness on pres- 
sure, led me to be somewhat dubious as to its nature, though from its 
unilateral character, I strongly suspected it to be ovarian. ae 

On account of the severity of the pain, I adopted a palliative 
treatment—subcutaneous injections of morphia, belladonna liniment, 
poppy-head fomentations,—with only transient relief; the tumour In- 
creased in size, and I deemed it advisable to examine the condition 
of the uterus, which was found high up, the os looking directly 
backwards, so that its long axis lay horizontally instead of vertically. 
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On account of its position, and the narrowness of the vaginal orifice, 
I was unable to introduce the uterine sound, but was satisfied as to 
its mobility and size ; then, by means of the aspirator, I emptied a 
small cyst, the contents of which had the characteristic appearances, 
and were highly albuminous. As the tumour enlarged, fluctuation 
could be distinctly felt, and my friend, Mr. Miall, who now saw the 
case with me, confirmed my opinion as to its ovarian origin. We 
then consulted with Mr. Meade on the advisability of operative in- 
terference ; he suggested waiting a few weeks longer, and recom- 
mended the application of half-a-dozen leeches, which was accordingly 
done, but without any marked benefit. The intensity of the pain, 
and the hourly increasing feebleness of the patient, together with the 
rapid growth of the tumour, led me soon, with the consent of patient 
and friends, to decide upon ovariotomy as being the only possible 
means of cure. 

On the 31st of December, 1875, in the presence of the gentlemen 
before mentioned, I proceeded to operate. A dose of castor oil was 
given on the previous day, and an injection of soap and water in the 
morning. The body was well washed with soap and water, and clad 
in flannel. The abdominal measurements were 36 inches round the 
umbilicus, and 16} inches from sternum to pubes. The bladder 
being emptied, the patient was placed upon the table, and the water- 
proof sheet adjusted, with a hole cut in it so as to expose only the 
tumour. Chloroform was then adminisiered, which, however, she 
did not bear very well, for vomiting came on when she was scarcely 
over. An incision four inches in length was made in the linea alba, 
which afterwards had to be extended upwards for about an inch and 
three-quarters, so as to facilitate the removal of the cyst. After 
dipping my left hand in a weak solution of carbolic acid, I passed it 
within the abdomen, and found the cyst adherent anteriorly, the 
adhesions being friable, and yielding without much difficulty. Having 
carefully separated the tumour from the peritoneal wall, I tapped it 
by means of Spencer Wells’s trocar, and much difficulty was 
experienced at first getting it into a sufficiently large cyst, so as to 
reduce the size of the tumour. At last, in piercing it with the trocar 
pointing a little downwards and backwards, a moderately large cyst 
was found and emptied, which reduced the size of the tumour, and 
by the aid of traction-forceps the whole was soon withdrawn. No 
pedicle was found, the cyst being sessile on the broad ligament. I 
had a variety of clamps at hand, but the one I used was what is well 
known as Henry Smith’s clamp for piles. It was applied barely an 
inch from the attachment, and the cyst separated, leaving about half 
an inch external to the clamp, to which the actual cautery was ap- 
plied, and the tissue seared level with the clamp. Two small vessels 
spouted a little when the clamp was removed; they were ligatured, 
and the stump returned. A cord had been previously passed 
through the stump, so as to retain a hold of it for a few minutes, in 
the event of further bleeding. A little oozing came from the cut sur- 
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faces of the abdominal wound, which soon ceased, and the clots were 
carefully removed from the abdominal cavity. 

_The bowels were kept from protruding by warm sponges, a long 
piece of sponge being kept within the wound, so as to protect the 
bowel in stitching, and withdrawn before the last two stitches were 
put in. In closing the wound silk sutures were used, five deep ones, 
and four superficial. 

The operation lasted five minutes short of an hour, commencing at 
11.45 A.M., and ending at 12.40 P.M. The patient was now removed 
to bed, and a grain of opium given by the mouth, a hot bottle to the 
feet, and plenty of clothes ; lint dipped in carbolic lution (1 to 40) 
applied to the wound, cotton wool and a few towels placed on the 
abdomen, and a broad bandage applied. In three-quarters of an 
hour the pulse was 100. Ice anda little brandy were given, since 
much prostration and sickness had followed the administration of the 
chloroform. 

7 p.M.—Pulse, 116; temp. 100}°; resp. 30; urine, 6 oz. Shoot- 
ing pains in the left side; surface of body moist and warm. 

II P.M.—Pulse, 120; resp. 28; temp. 99#°. Drowsy, anxious to 
sleep ; pains under left breast continue. Gave } gr. morphia sup- 
pository. Ordered injection of beef-tea, with a little brandy (4 pint 
to be given at 1.30 A.M.). 

ist Fanuary, 1876.—5.30 A.M.—Revived ; has slept half an hour 
at a time, besides dozing. No vomiting; pain easier. Pulse, 124; 
resp. 24; temp. 1002°. Drew off 7 oz. urine. Repeated { gr. mor- 
phia suppository. 

12.15 P.M.—Pain easier. Pulse, 120; resp. 24; temp. 100}, 
Slept at intervals. Continued beef-tea and brandy injections. Gave 
suppository. Urine, 8 oz. 

6 p.m.—Skin dry, tongue moist. No return of pain. Urine, 9 oz. 
Slept three-quarters of an hour at a time. Pulse 120; resp. 24 ; 
temp. 101°. Had beef-tea and brandy injection. 

11.30 P.M.—No change. Pulse, 120; temp. 100.” Urine, 8 oz. 

2nd.—6.30 A.M.—Has been somewhat restless. Vomited slightly, 
dark bilious matter. Pain increased. Perspires moderately. Pulse, 
120; resp. 28; temp. 100}°. Urine, 9 oz. Gave } gr. morph. sup- 
pository. Ordered seltzer water and ice, and beef-tea injection. 

12.30 P.M.—Vomited once; has been easier ever since. Pulse, 
112; resp. 22; temp. 100°. Urine, 10 oz. No tympanitis. 

11.45 P.M—Rests quietly. No vomiting. Complains only of 
soreness across the body. Passed flatus. Pulse, 96; resp. 21. ; temp. 
992°. Urine, 6 oz. Suppository. 

3rd.—8 s.M.—Pulse, 96 ; resp. 20 ; temp. 99%°. Rested calmly. 
Complains of pain in left elbow, probably neuralgic. 

2 p.m.—Pulse, 96; resp. 20; temp. roo*% Cheerful. Ordered 
beef-tea by mouth every hour. 

9.30 p.M.—Has not slept much. Stomach borne beef-tea well. 
Two tablespoonfuls of beef-tea every hour and a half, with a little 
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gruel between. Seltzer water and ice, with a little brandy added. 
Urine, 15 0z., slightly turbid and ammoniacal. . 

4th.—8.30 A.M.—Slept four hours. Has taken during the night 
half a pint of beef-tea and half a pint of gruel. Pulse, 84; temp. 
983°. Urine, 18 oz. 

4 P.M.—Examined and dressed wound ; found it quite closed, and, 
with the exception of a little suppuration round one of the sutures, 
looking well ; changed linen. Pulse, 84; temp. 982°. Urine, 16 0z., 
still cloudy and strongly ammoniacal, with a little deposit of pus, 
probably a result of the frequent passing of the catheter. 

5¢i.—8.30 A.M.—Slept moderately well. Dressed wound. Pulse, 
80; temp. 98°. 

11.30 P.M.—Has taken nourishment well. Iced milk, beef-tea. 
Unine, 16 oz., still turbid ; pulse, 80; temp. 99°. 

. 6¢h.—Restless night ; had been coughing, which caused the body 
to feel sore. Wound looking well. 

12 P.M.—Has had a comfortable day, and felt refreshed after an 
hour’s sleep in the afternoon. Pulse, 80; temp. 982°. Urine, 16 
oz., perhaps less turbid ; still contains pus, though less in amount. 

7¢i.—9 AM.—Continues to improve. Removed sutures, with the 
exception of the two lower ones. 

11.30 P.M.—Pulse, 82 ; temp. 99°. Urine, 17 0z., clearer. 

5ti.—8.30 A.M.—Rested well. Removed remaining sutures. Bed 
shaken up. Urine, 18 0z., clearer, and very little pus remaining. _ 

g¢h.—Gains strength. Had sole and custard-pudding, which she 
enjoyed. 

10/2,—F eels stronger. Made water for the first time this afternoon. 
Wound continues to heal. 

12¢2,—Doing well. Bowels have not acted ; ordered enema of 
warm water and castor-oil. | 

13¢4.—Bowels acted after injection. Taken a mutton chop, and 
feels better than she has done for many weeks Sat up in bed for 
two hours. 

18¢i.—Sat up in chair for forty minutes. Gains strength. Bowels 
act well. Wound healed. 

25¢.—Has been up for three hours, walked frequently round the 
room. Fast gaining strength. 

31s¢—Has been downstairs for three hours. Began to be unwell 
to-day. 

I have seen the patient at intervals since the last-mentioned date. 
For a month or two she was troubled with sleeplessness ; but on 
Monday last (12th June), when I saw her, she said that she felt 
stronger than she had been for years, and certainly looks healthier 
than I have ever known her. 

The tumour consisted of one large cyst, on whose periphery a great | 
number of smaller cysts, varying in size, were appended. ‘The con- 
tents of the different cysts also varied in appearance and consistence, 
some being filled with a viscid albuminous fluid; others of a gela- 
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tinous character, dirty red or yellow in colour. The fluid contents 
weighed ro lbs., the solid matter 41 Ibs., and there was lost about 


seri so that the entire weight of the tumour could not be less than 
16 lbs. 


_ Dr. UNDERHILL thought Dr. Mossop’s case interesting, more espe- 
cially as it had been successful. The chief peculiarity was the sessile 
hature of the pedicle, and the means adopted to secure it, which had 
proved quite satisfactory in the result of the whole case. He con- 
gratulated Dr. Mossop on its favourable issue. 

Professor Simpson thought the Society were much indebted to 
Mr. Mossop for the interesting narration of his successful case. He 
had himself seen most of the well-known ovariotomists of Britain at 
work, and had seen the pedicle treated in various ways, and had 
come to the conclusion that, apart from the favourable condition of 
the individual case, the success of the operation depended less upon | 
the choice of any particular method of dealing with the pedicle, than 
upon the care with which each step of the operation was carried out, 
and the subsequent treatment of the patient conducted. He had 
operated thrice. In the first case he had operated only at the 
urgent desire of the patient, who was beginning to sink after a 
second tapping. There were, as he had anticipated, very extensive 
adhesions, which made the removal of the tumour very difficult and 
tedious. The pedicle was clamped. The patient died of peritonitis 
in three days. In the second case all the conditions were entirely 
favourable. The tumour was easily drawn out through a short 
incision. The pedicle was seared, and the patient recovered with- 
out a drawback. In the third case the adhesions to the abdominal 
parietes were pretty extensive, though no vessels of any size were 
divided during their separation. He had hoped to secure the pedicle 
with the cautery ; but after careful searing, when the clamp in which 
the pedicle had been caught was relaxed, oozing of blood occurred, 
and he had been obliged again to clamp it. That patient had also re- 
covered without ever showing any local distress or any febrile reaction. 
When the hemorrhage could be arrested by means of the cautery it 
certainly gave very satisfactory results, and the use of it was free 
from some of the distress and anxiety attendant on the employment 
of the clamp. He hoped that Mr. Mossop would be encouraged by 
the result of his first operation to repeat it in other cases, and that 
he would favour the Society with further reports of his success. 

Dr. Dickson mentioned that he had twice delivered a patient who 
had been operated on for ovarian tumour. 

Dr. Mossop asked permission to be allowed to mention a case of 
death from hemorrhage in a child after the separation of the cord. 
He asked the opinion of the Society upon the case, and others of a 
like nature. A short discussion then took place on the subject, in 
which the President, Drs. Ritchie, Burn, and Gordon took part. 
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OBSTETRICAWSPeiIL TY OFT DUPLRUIN, 


\ Meeling, November 18th, 1876. 
LomBE ATTHILL, M.D., President, in the Chair. 





THE PRESIDENT delivered the following Inaugural Address :— 

It has been the good fortune of my predecessors in this chair, and 
indeed my own also, when, at the commencement of the last session, 
I had the honour of addressing you, to be able to congratulate you 
on the flourishing condition of the Society, and of the comparatively 
few gaps made by death in our ranks. This year, it is with regret 
that I must speak in other terms. The report is not as cheering as 
it should be. I trust it will be otherwise for the future, and that when 
next we meet our financial position will be greatly improved. - That, 
after all, is a matter easily rectified by the exercise of a little care and 
attention ; but it will be long ere the loss we have sustained by the 
removal from among us of so many valued members can be made 
good. The obituary list includes, amongst those of others whom we 
deplore, the names of John Ringland, one of the founders and ex- 
Presidents of the Society, and of Henry Sibthorpe, for so many years 
our valued and efficient Treasurer—two members universally respected 
and esteemed by us all. 

Dr. Ringland, if not a frequent contributor, was a regular attendant 
at our meetings, and took a prominent part in our debates, the 
value of which were materially enhanced by his sound practical 
remarks, At the time of his death Dr. Ringland held a high position 
both in this Society and in his profession, having, after a long and 
arduous struggle against the difficulties which always beset the young 
practitioner, at length attained well-merited eminence and success. 
Educated in the University of Dublin, he graduated in arts and 
medicine in the year 1839. A little later he was admitted a licen- 
tiate of the College of Physicians, and in due course was elected a 
fellow of the College of which, at the time of his death, he was also a 
censor. From the commencement of his career Dr. Ringland devoted 
himself to the practice of midwifery: As early as the year 1841, just 
two years after he had graduated in medicine, he was elected one of 
the masters of the Coombe Lying-in Hospital, of which institution, 
on the death of Dr. Sawyer in 1875, he became sole master. There 
he worked steadily and assiduously, and by his exertions greatly 
added to the reputation of the hospital. 

Subsequently he became Lecturer on Midwifery in the Ledwich 
School of Medicine, a post he filled with great success, for he was an 
eloquent speaker and able teacher, and though he did not write 
much he aided in no small degree to the advancement of midwifery 
and gynecology ; and it deserves to be specially recorded that it was 
on his recommendation and suggestion that the strong nitric acid 
was first applied to the interior of the uterus, a treatment now almost 
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universally adopted by Irish and American gynzecologists in severe 
cases of uterine disease. Of his private and professional character I 
feel that it is needless for me to speak to you who knew him so well ; 
kind, courteous, and hospitable, he was esteemed alike by his pro- 
fessional brethren and the public. He gained the entire confidence 
of the former by his upright, honourable conduct ; and of his patients, 
by his kindness, attention, and skill; of enemies, I believe he had 
none, while his friends were everywhere. Personally I deeply regret 
his loss, and I do not believe there is one here to-night who does not 
join with me in expressing our sorrow at his death, and our sympathy 
with his bereaved family. 

Dr. Henry Sibthorpe was a very different man, eminently re- 
tiring and unobtrusive ; he never took a prominent part in our pro- 
ceedings, still, though a silent member, he was a valued and useful 
one. For years he acted as our Treasurer, and discharged the trouble- 
some duties of that office with tact and the greatest exactitude. 
Subsequently he was elected Vice-President of the Society, and to the 
last was a regular attendant at our meetings. 

From this painful subject I turn to the Transactions of the 
Society. 

The papers contributed by members of the Society were, during 
the past session, of the most varied character. I can refer to but one 
or two. Dr. Johnston read before the Society the Clinical Report of 
the Rotunda Hospital for the seventh year of his Mastership. These 
Reports, the value of which, as clinical records, can hardly be over- 
estimated, open up questions of the greatest importance. Prominent 
among these is the advisability, or otherwise, of the use of the forceps 
in cases in which the os uteri is but partially dilated. Dr. Johnston’s 
Reports clearly prove that such a practice is, under certain circum- 
stances, not only justifiable, but judicious; but that the practice is 
liable to be carried to a dangerous length is as clearly proved by a 
paper subsequently read before the Society, “On the Use of the 
Forceps in Undilatable Os Uteri,” from the pen of Dr. Maguire ; 
and I think no doubt can exist but that the tendency at present is to 
carry the use of instruments in cases of natural labour to an unwise 
extent. It is a matter of congratulation that the importance of a 
thorough knowledge of midwifery is now becoming more clearly 
recognised by students, and that, consequently, there is less danger 
than formerly of malpractice in this department of medicine. Still, 
that such is far from being of infrequent occurrence is proved, on the 
one hand, by the occasional improper or injudicious use of Instru- 
ments; and, on the other, by the fact that vesico-vaginal fistula is 
still frequently met with—a lesion entirely preventable, and always 
the result of neglect or want of skill on the part of the attendant. 
Six cases of vesico-vaginal fistula have come under my observation 
within the past year. I trust such a large number is not a true index 
of the state of obstetric practice throughout Ireland. 

- Dr. Macan’s communication “On the Hypodermic Injection of 
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Ether,” opens up a subject of great importance. It not only goes to 
confirm the view enunciated by Professor V. Hecker, of Munich, as 
to the possibility of arousing flagging nature in cases of extreme 
exhaustion by the hypodermic injection of this stimulant, but still 
further to suggest whether, in the practice of midwifery, where it is so 
often necessary to use remedies with the greatest promptitude, if the 
hypodermic injection of these should not be had recourse to in pre- 
ference to any other method. For myself, I unhesitatingly advocate 
this practice ; it seems to me specially to hold good with respect to 
administration of ergot of rye in cases of post-partum hemorrhage. 
Here the routine practice of administering ergot by the mouth is, in 
general, useless. It is seldom, indeed, in these cases that the 
digestive functions are sufficiently active to assimilate the contents of 
the stomach. I believe as a rule, that anything then ingested either 
remains undigested in the stomach, or is rejected by vomiting. This 
latter is, fortunately, very common. Were it not so many patients 
would suffer, and that seriously, from the enormous quantity of stimu- 
lants poured in with unthinking readiness by friends and attendants. 
Vomiting has indeed, I am satisfied, saved many lives, threatened 
with extinction, not more by hemorrhage than from the effects of 
supposed remedies poured into the stomach, and which actually tend 
to depress still more the vital powers already exhausted by loss of 
blood. A new era in therapeutics has been inaugurated by the 
hypodermic administration of drugs ; to what extent this method can 
with advantage be carried is still unknown ; but that it is eminently 
advantageous in obstetrics cannot be doubted. I have already 
alluded to the value of ether so employed, and to the advantage to 
be gained by administering ergot in this manner; the same holds 
good, in even a greater degree, with reference to opium. ‘The value 
of opium in the treatment of puerperal disease can hardly be over- 
estimated, its value being in a direct ratio to the rapidity with which 
its narcotic effects can be produced and the exactitude of the dose 
administered ; by no other method can these results be in an equal 
degree obtained, as by the hypodermic injection of morphia. Ina 
case of puerperal peritonitis, for instance, the alleviation of pain is 
all-important, but opium administered as an anodyne draught will 
frequently be vomited, while if administered as a pill it may pass 
through the intestines undissolved, or several pills taken at intervals 
may remain for hours in the stomach inert, to be simultaneously di- 
gested and absorbed, and so produce the usual effects of an overdose ; 
while, if suppositories be employed, the diarrhcea, which is so frequent 
an accompaniment of the disease, may prevent their being used 
efficiently. 

While on the subject of the hypodermic administration of opium, I 
do not think it is out of place for me to protest strongly against the 
abuse of the drug administered in this manner, in the form of the 
solution of morphia ; the rapidity of its effects, and its efficiency as a 
pain-destroyer when, thus used, are so great, that sufferers naturally 
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crave for a repetition of the injection, or, as they zmocendly term it, 
for “the needle ;” the results are most baneful. In a case recently 
under my care for a troublesome, but by no means an incurable form 
of uterine disease, I was horrified to discover that the patient, a 
young woman of about twenty-six, was in the habit of inducing her 
medical attendant to inject half a grain of morphia some four or five 
times a day. This baneful habit had been going on for months ere 
I discovered it. It is needless to say that health had failed, appetite 
there was none, and that premature age was stamped on her brow. I 
believe this lady’s case to be an example of a numerous class ; and it 
and others which have come under my observation have decided me 
to observe a rule, which I enforce in hospital no less than in private 
practice—viz., to refuse to administer .morphia hypodermically in 
cases of chronic disease, except in the advanced stage of cancer, 
or of some equally painful and incurable affection. And I would 
urge on hospital physicians and surgeons the necessity of forbidding, 
or at least cautioning, their clinical clerks not to yield to the impor- 
tunity of patients, who, ignorant of the evils it engenders, or careless 
of the future, provided relief from present suffering be obtained, com- 
mence a habit as seductive and leading to as lamentable results as 
does dram-drinking.. In puerperal peritonitis, and in some other 
acute and painful diseases, the hypodermic injection of morphia is so 
superior in efficacy, in rapidity of action, and, above all, in the exacti- 
tude of the dose administered, to any other method of administering 
opium, that it is not alone right for us to practise it, but it would be 
culpable on our part to omit doing so; but its evident value in such 
cases is no excuse for our using, or permitting iis use in others. Ere 
itis too late, I trust that not alone the members of this Society, 
but of the profession at large, will join in putting a stop to a 
practice, the baneful influence of which it is hardly possible to esti- 
mate. 

But in many cases of uterine disease pain may be alleviated by 
other means than the exhibition of opium in any form. It is now 
some years since I pointed out the great benefit to be obtained in 
some of the forms of uterine disease from the use of Chapman’s spinal 
hot-water bags, and experience, far from lessening, has confirmed me 
in the opinion I then expressed; and I confess I am surprised to 
find that this eminently safe and simple treatment to be so little ap- 
preciated. Many patients have assured me that the relief from pain 
afforded by the use of these bags was very great. Of course, they are 
only suitable to the treatment of certain forms of chronic uterine 
disease ; but, after all, these are the very cases we are most frequently 
called on to treat. 

Of new agents, iodoform is one the value of which has not as yet 
been fully tested. I have tried it in the shape of crayons introduced 
into the uterus by means of a porte-caustique, as recommended in case 
of dysmenorrhcea, but without producing any beneficial effects, but it 
is otherwise when the drug is used per anum in the form of a suppo- 
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sitory. Iodoform so employed, in four or five grain doses, has, in 
many cases which have come under my observation, produced excel- 
lent effects, allaying spasm and relieving pain. The conclusion I have 
arrived at with respect to iodoform is this, that it only relieves pain 
when that pain is due to some form of muscular spasm ; thus, in 
cases of intra-mural fibroids, in which the pain is of a paroxysmal 
character, suppositories of iodoform are of decided use. Again, in 
cases in which pain may be referable to disease of the Fallopian 
tubes, the same holds good; but when inflammation is present, 
iodoform fails to give relief, A case which lately came under my ob- 
servation affords an admirable illustration of the value of this drug, 
while it proves what I have long believed, that remedies administered 
per vaginam are inert. 

In August last I was consulted by a lady under the following cir- 
cumstances :— Married some years ago, she had suffered subsequent 
to abortion from an attack of pelvic cellulitis, which terminated in the 
formation of an abscess ; this discharged per vaginam. Of late men- 
struation had been somewhat irregular, but as her health had been 
fairly good she did not consider this as of importance. During the 
early months of the year, however, it recurred monthly. At this time 
her husband was abroad ; he rejoined her in the month of May, and 
in June menstruation did not recur. In July she was suddenly seized 
with intense pain, referred to the iliac regions, and shooting down the 
inside of the thigh; at the same time she became “unwell,” and, as 
she believed, menstruated regularly. The pain subsided, but after the 
lapse of two weeks the same phenomena recurred. On the cessation 
of the flow she applied tome. At the time I saw her she was free 
from pain, but each night the paroxysms recurred, and were of the most 
excruciating character. A vaginal examination detected a fulness in 
the right iliac fossa, and the diagnosis of pelvic heematocele was made, 
accompanied, probably, by spasmodic action of the Fallopian tube. 
In addition to other treatment, such as warm hip-baths, &c., I pre- 
seribed the use of iodoform suppositories. On visiting this lady next 
day, I learned with regret that my treatment had produced no 
results, and that the previous night had been one of intense 
suffering. J, therefore, prescribed chloral in large doses, but 
subsequently discovering that she had introduced the suppositories 
into the vagina and not into the rectum, as I had ordered, advised, 
while leaving directions for the administration of the chloral should 
it be needed, that an iodoform suppository should be introduced into 
the rectum on the first symptom of the recurrence of the pain. On the 
following day I had the pleasure of seeing my patient apparently well ; 
all pain was gone. She had used the iodoform suppositories as 
directed, and within half an hour had procured perfect relief from her 
sufferings. I noticed another remarkable fact at the same time. On 
every visit I had been in the habit of making a vaginal examination. 
On the previous day, that following the night on which two supposi- 
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tories, each containing five grains of iodoform had been introduced 
into the vagina without producing any effect, not the slightest smell 
of iodine was perceptible about the patient, nor on my finger after its 
withdrawal from the vagina ; but on the second day, when one sup- 
pository only had been introduced into the rectum, the odour of the 
iodine was quite evident about the patient, while so strongly were the 
vaginal secretions impregnated with it, that my finger retained the 
smell after repeated washing for nearly twelve hours. I do not think 
a stronger proof could be afforded than this of the relative effects 
by drugs introduced into the vagina and rectum respectively—how 
inert in the one, how energetic in the other case. I believe vaginal 
suppositories of all descriptions to be nearly useless, and have, for a 
long time past, ceased to prescribe them. 

I take this opportunity of drawing the attention of the Society to 
what I believe to be a valuable improvement in the treatment by 
surgical means of some forms of cancer of the uterus. In many cases 
of this disease, perhaps, indeed in the majority of those which come 
under our observation, little or nothing can be done for the poor 
patient. Where the disease has already extended to the adjoining 
tissues, and that the uterus has become fixed, it is evident that no 
advantage can be hoped for from surgical interference. But in other 
cases where the disease has been detected earlier, an operation offers 
by far the best prospect of prolonging, possibly of saving, the patient’s 
life. 

The only operation hitherto practised in this country has been 
amputation of the cervix uteri, an operation easily enough performed, 
followed, however, by but very partial success. But at the last 
meeting of the British Medical Association held in Sheffield, Dr. 
Marion Sims, of New York, drew attention to a new and bold opera- 
tion which he had practised with satisfactory results—namely, the 
following up of the disease into the uterus, and by a careful dissec- 
tion, removing from within the cervix, and even from within the body 
of the uterus itself, every portion of the unhealthy tissue, not alone 
that which is soft and friable, but also the subjacent structure which 
is hard and cartilaginous. 

I need not occupy your time by pointing out how very different 
this operation is from that previously practised by us. I was so 
deeply impressed by the statements made by Dr. Marion Sims, and. 
by the views advocated by him, that I determined to test for myself 
the value of the operation. ‘The opportunity of doing so unfortunately 
presented itself only too soon. I have already twice fairly carried 
out all the details of the operation. I have proved this much, that 
you may dissect right up into the cavity of the uterus with safety, and 
that it is possible to remove, apparently at least, every particle of the 
disease, but it does not follow that even by this bold operation you 
have saved your patient ; many months must elapse before that can 
be pronounced to be so, and it is but fair to Dr. Sims to add that he, 
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only advocates it as being safe in execution, and as holding out the 
best chance to the patient, if not of cure, at least of prolongation of 
life. 

My patients have been wonderfully benefited, to what extent time 
alone can prove, but the exhausting hemorrhage has ceased, the pain 
is gone, and strength is returning. Nevertheless, I fear as I have 
warned their friends, all this may last but for a time. One point in 
favour of the operation is this, that if carefully executed it is a safer 
one than that of amputating the cervix, for, with the aid of the duck- 
bill speculum, you can expose the parts and see exactly what you are 
doing, whereas, when using the écraseur for the amputation of the 
cervix in cases where the vagina is filled up with a cancerous mass, 
you are obliged to trust altogether to the sense of touch, and even 
that, to but a partial extent, for frequently it is impossible to reach 
with the finger the healthy tissue. ‘The result may be, as occurred 
in a case on which I operated myself, that in the effort to remove the 
whole of the disease-mass, a fold of the vaginal wall became included 
in the loop of the wire of the écraseur, and the cavity of the peritoneum 
opened. For myself, I certainly advocate the operation introduced 
by Dr. Marion Sims. 

I could easily, gentlemen, lengthen this address by reference to 
many subjects of interest and importance at present being brought. 
under consideration by workers and thinkers at home and abroad, 
but I think I have said sufficient to show that the past year was not 
a barren one, and at the same time, that much hes before us to 
accomplish. 

In conclusion, I desire to thank you for the honour you have done 
in twice placing me in this chair, and, on relinquishing it, trust that 
under the auspices of my successor the coming session will show good 
results, and that the Dublin Obstetrical Society will long continue to 
prosper. 


Obstetric Summary. 
Retention of a Lithopedion for nearly Fifty Years. 


Dr. Hanns Chiari gives an account of the appearances found at the 
autopsy of a woman eighty-two years of age, who died from pneu- 
monia in the Vienna hospital. During life a tumour as large as a 
man’s head had been observed in the left iliac fossa. The abdom1- 
nal walls, which were very thin, could easily be raised in a fold over 
it, and it could be moved conjointly with the uterus. From its hard, 
irregular surface, and its close connexion with the uterus, it was 
thought to be probably a fibroid tumour which had undergone cal- 
careous degeneration. From the history given by the patient, how- 
ever, it was thought possible that it might be a lithcpzedion. She 
stated that the tumour had existed since 1827, when she became 
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pregnant for the last time, and went to full term, but was never 
delivered. She had never, however, suffered sufficient pain or incon- 
venience to lead her to seek medical advice. 

At the autopsy an egg-shaped tumour was seen in the left iliac 
fossa, measuring eighteen cm. by fifteen, its longest diameter being 
parallel to the left psoas muscle. Its lower portion was connected 
with the left border of the uterus, which was lengthened and drawn 
forward, the cervix measuring five cm., the body eight cm. The 
front of the tumour was adherent to the lower part of the great 
omentum. From the lower part of its posterior surface some vascular 
and fibrous bands of adhesion extended to the peritoneum of the left 
half of Douglas’s fossa. In other respects it was free from adhesion 
to parietes or abdominal viscera. The left Fallopian tube was united 
with the anterior surface of the tumour. A small probe could be 
passed along it from the uterus to a distance of 12°5 cm. At this 
point it ended in a cul-de-sac, near the spot where the omentum was 
adherent to the tumour. The left ovary could not be discovered. 
The right ovary and Fallopian tube were normal. 

The surface of the tumour was uneven, in some places soft, in 
others hardened by calcareous masses as hard as bone, situated in its 
superficial covering. On incising it, it was seen to be a cyst con- 
taining a shrunken male foetus, but one of nearly nine months’ 
development. The head was downwards, the back towards the left 
side, the knees bent up so as to be in contact with the face. At the 
lower pole of the sac was the placenta, as large as the palm of the 
hand. The membranes extended from its margins in the usual 
manner, and enclosed the foetus. They were adherent in many 
places to the parts of the foetus in contact with them, and also to a 
membrane of cellular tissue, which formed the external envelope of 
the sac, and contained numerous masses of calcareous deposit. The 
organs of the foetus could be distinguished, and their microscopic 
structure could be recognised. The individual muscles could be 
separated, and in some places the transverse striation of the fibres 
could be seen. All parts of the foetus contained a large quantity of 
molecular fat and calcareous deposit. 

It was impossible to ascertain with certainty what the original 
situation of the extra-uterine sac had been. From the fact that a 
length of 12°5 cm. of the Fallopian tube remained pervious, and 
merely adherent to the tumour, it could not have been a tubal foeta- 
tion. But whether it had been a tubo-ovarian, an ovarian, or a pri- 
mary abdominal fcetation remained uncertain. 





Occlusion of the Os Uteri during Pregnancy in consequence of Cautert- 
. sation by Nitrate of Silver. 


Dr. Chambaud relates the case of a patient who came under his 
care in the course of the third month of pregnancy for hemorrhage 
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which had already lasted a fortnight. There was tenderness of the 
hypogastrium, and enlargement of the uterus in accordance with the 
duration of pregnancy; the pulse was 130. After treatment by the 
application of fifteen leeches to the hypogastrium, perfect rest, and 
the use of astringent injections, the febrile symptoms subsided. The 
hemorrhage, however, recurred after a short time. An examination 
was then made by the speculum, and the cervix was found to be soft, 
swollen, and inflamed, with a patch of inflammatory erosion as large 
as a five-franc piece. A muco-purulent discharge, mingled with 
glairy matter, was issuing from the os. A course of treatment by 
cauterisation with nitrate of silver was then commenced. ‘The appli- 
cation was made by Lallemand’s porte-caustique to the interior of 
the cervix, as well as to the os, and it was repeated every week for 
fourteen weeks. At the end of this time the erosion appeared to be 
nearly healed, and it happened accidentally that the patient was not 
seen for a fortnight. Dr. Chambaud then found, to his astonishment, 
that the external os uteri was completely obliterated. He made 
fruitless attempts to penetrate it with the point of the sound, or to 
break down the newly-formed cicatrix by the finger nail. A few days 
later a consultation was held, and examination gave the same result. 
The cicatrix which occluded the os now appeared to be denser than 
the surrounding tissue. 

By the advice of M. Depaul, it was decided to attempt no imme- 
diate interference, but to wait till full term arrived, and see whether 
nature would break down the cicatrix when labour commenced. Dr. 
Chambaud had accordingly ordered suitable instruments for perform- 
ing the operation of incision, if necessary, but before they had 
arrived, and a month before full term had been reached, he was 
summoned at half-past four one morning, and informed that labour 
pains had already been continuing for fourteen hours. Previous 
labours in the same patient had been completed in less than six 
hours. He found that no impression whatever had been made upon 
the cicatrix, although pains were vigorous, and recurred every two 
minutes. After waiting three hours more without any further result, 
Dr. Chambaud applied the speculum, and incised the cicatrix through 
it with a simple pointed bistoury. The aperture was then enlarged 
by the finger, and the presenting vertex of the child became at once 
closely applied to it. Labour was then completed naturally, about 
twenty-two hours after the commencement of labour-pains. The 
child died after six hours, and the patient suffered for some days from 
symptoms of metritis, with temporary suppression of lochia, the 
temperature rising to 38°8°, and pulse to 116. Eventually she 
recovered. 

The author considers that the cause of the occlusion was that the 
interval of a fortnight left between the cauterisation was too long. 
He draws the inference that, if local applications are once commenced, 
they should be continued every week until either the erosion is com- 
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pletely healed or the pregnancy terminated. He is also of opinion 
that he had waited too long after labour had commenced before 
making the incision, and this was the cause of the dangerous illness 
of the patient after delivery.— Archives de Tocologie, September, 1876. 





Albuminuric Retinitis during Pregnancy associated with Eclampsia. 


In the Archives de Tocologie for October, 1876, M. Wurtz relates 
the case of a patient under the care of Professor Depaul. She was 
thirty-nine years of age, and had been delivered naturally of her first 
child nine years before. ‘Two years later she had had a miscarriage 
at the third month, but her general health did not suffer. At the end 
of June, 1875, she again became pregnant. She felt no inconvenience 
until the sixth month, when she began to sutfer from vomiting 
every morning, and from occasional giddiness, and an impaired 
memory. ‘Towards the seventh month she was attacked by violent 
and persistent frontal headache, with frequent exacerbations, accom- 
panied by noises in the ears. On the 25th of February, towards the 
end of the eighth month, she was attacked in the street by a fit, in 
which she became unconscious, fell down, and bruised her head. ‘Two 
more fits occurred during the day, and she became comatose until 
the next morning. On the 26th she was admitted into the hospital. 
She was then suffering intense headache, and the sight was consi- 
derably affected. Her faculties seemed blunted, but she was able to 
answer questions slowly. There was a slight convulsive movement 
of the lips in speaking. There was not the slightest cedema any- 
where, but the urine contained a large quantity of albumen, 15 grammes 
of urine giving a precipitate of 4 grammes of albumen. She was 
treated by the application of five leeches behind each ear, and liquid 
diet. On March 2nd, the headache had disappeared, but the sight 
had become worse. The proportion of albumen had decreased to 2 
grammes in 15. On the 3rd there was only a trace of albumen, but 
the quantity increased again in a few days. On the gth the fcetal 
movements ceased, and the breasts became turgid with milk. On 
the 13th labour came on, and about midnight she was delivered of a 
still-born and macerated foetus, weighing 1280 grammes. Ophthal- 
moscopic examination both before and after delivery gave the same 
result. Numerous patches of hemorrhage were scattered over the 
retina, and there were also a number of white spots, and the optic 
disc was somewhat anemic. For several weeks after delivery there 
was no improvement in the state of the urine, or in that of the sight ; 
but at the end of six weeks some amelioration had commenced. 
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Lxtirpation of the Uterus in Connexion with Ovariotomy, followed 
by Recovery. 


Dr. Kimball, of Lowell, U.S., relates a case in which an ovariar 
tumour was found closely adherent to the uterus, and the whole 
uterus was successfully removed with the tumour. The patient was 
forty-five years of age. Eleven years before she had had a polycystic 
ovarian tumour, weighing thirty-three pounds, removed by ovariotomy. 
Six years later the abdomen began again to enlarge. In June, 1875, 
she was tapped, and forty-five pounds of coffee-coloured fluid were 
drawn off. ‘The cyst refilled, and was again tapped in the October 
following. 

On November gth, 1875, ovariotomy was performed for the second 
time. An opening was made through the parietes, in the line of the 
former incision, and was followed by the escape of several ounces of 
ascitic fluid. ‘There were no adhesions over the upper part of the 
tumour. A large cyst, containing twenty-seven pounds of fluid, was 
tapped, and a semi-solid mass, composed chiefly of a large number 
of smaller cysts, was then drawn out. In searching for a pedicle, it 
was found that the disease had embraced, in the course of its 
development, not only the uterus, but the whole of the left broad 
ligament. <A separation of the parts was found impossible. It was 
therefore resolved to extirpate the entire uterus. A cluster of dis- 
tended veins connected with the broad hgament was first secured, 
and severed between two ligatures. The remaining tissues were next 
embraced in a loop of stout annealed iron wire, drawn tight by 
means of an écraseur. The uterus with the tumour was then cut 
away about three-fourths of an inch outside the wire ligature. The 
pedicle, being too short to admit of a clamp, was drawn forward and 
secured between the lips of the incision. The surface of the stump 
was thoroughly seared by actual cautery, and the wound closed with 
four deep sutures, three above and one below the pedicle. Con- 
valescence was as satisfactory as in an ordinarily favourable case of 
ovariotomy. From first to last there were no signs of peritonitis or 
septicemia. ‘The uterus was hypertrophied to about double its 
natural size, but contained no traces of a fibroid element.—JZostox 
Medical and Surgical Fournal, August 31st, 1876. 


The Treatment of Suppurating Dermoid Cysts of the Ovary. 


Dr. Bernutz contributes an article on this subject to the Archives 
de Locologie for October, 1876. He points out that dermoid or hair- 
containing cysts may present themselves under two aspects ; first, 
their simple condition, in which they present the normal characters 
belonging to tumours of this kind, while they remain in their physio- 
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although in two cases it has been successfully performed, once by 
Spencer Wells without, and once by Auger with, a previous recogni- 
tion of the nature of the tumour. He relates also the case of a young 
lady in whom a dermoid cyst formed a tumour in the left iliac fossa, 
and also formed a mass in the pelvis, resembling a hzematocele, and 
pushing the cervix forward against the pubes. The diagnosis was 
founded on the fact that the duration of the tumour was indefinite : 
pain had lasted for two years, and the general condition of the patient 
nevertheless remained good. An incision was made from the vagina, 
and caseous material mixed with hairs, as well as some teeth and a 
portion of bone, were removed. The patient rapidly became con- 
valescent, and the cyst had contracted up to a very small size, 
although a little discharge of pus from it still continued. 





The Prophylactic Treatment of Eclampsia. 


In the Bulletin Général de Thérapeutique for September 15, 1876, 
Dr. Cersoy, of Langres, urges the great value of bromide of potassium, 
both in cases where there are symptoms which give rise to a fear of 
eclampsia, and in those in which convulsions have already occurred 
before the full term of pregnancy, but a hope remains that, under 
suitable treatment, the convulsions may be checked, and the patient 
enabled to go to full time. He relates two cases illustrating this 
treatment. The first was that of a primipara, aged seventeen. At 
the seventh month of pregnancy violent convulsions set in without 
premonitory symptoms, and were repeated at intervals of not more 
than half an hour. The face was slightly cedematous, and the urine 
contained a large quantity of albumen. An attempt was made to 
apply leeches to the temples, but the patient could not be restrained, 
and tore them off as fast as applied. Chloral was then given in large 
doses, partly by mouth and partly by rectum, combined with hypo- 
dermic injections of morphia. The attacks became more feeble, but 
‘did not cease until the enormous dose of ten grammes of hydrate of 
chloral had been given in the course of about six hours. The patient 
was then treated with bromide of potassium in doses of from five to 
six grammes in the twenty-four hours. No further nervous symptoms 
occurred, but the proportion of albumen in the urine did not diminish. 
About a month later she was delivered naturally of a stillborn child, 
which appeared to have been dead for a considerable time, probably 
since the period at which the convulsions occurred. 

The second case was that of a primipara at the eighth month of 
pregnancy, to whom Dr. Cersoy was called in on account of cedema 
of the face and extremities, accompanied by vertigo, flashings in the 
eyes, and singings in the ears—that is to say, some of the premoni- 
tory symptoms of eclampsia. The urine was found to be highly albu- 
minous. ‘The treatment adopted was the administration of bromide 

of potassium in doses of five grammes in the twenty-four hours. A 
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milk diet was also prescribed, but was not followed out absolutely. 
Under this treatment all the nervous symptoms quickly disappeared, 
but the amount of albumen in the urine rather increased than dimi- 
nished, and shortly before delivery the proportion, after settling, was 
the enormous one of one-half. The cedema also continued to in- 
crease, but nevertheless the labour was perfectly normal, and a healthy 
child was delivered. 

The author considers that eclampsia is a neurosis due to reflex 
irritability, which is especially likely to occur under the influence of 
albuminuria, because then the blood is impoverished, and the nerve 
centres ill-nourished. He therefore considers it more important to 
treat the reflex sensibility than the albuminuria itself, expecting that 
the latter will subside after pregnancy. He points out that in the case 
last related the use of milk diet, as suggested by Professor Tarnier, 
had no effect in ameliorating the albuminuria, although it was scarcely 
put to a fair test, because not exclusively adhered to. 
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logical state; secondly, an inflamed condition, which almost 
invariably leads to suppuration, and may give rise to the most serious 
results. The diagnosis is generally a very obscure one, for the most 
important sign by which dermoid cysts near the surface of the body 
are distinguished, namely, the fact that the tumour has been observed 
ever since birth, is absent. For, in its uninflamed state, an intra- 
pelvic dermoid cyst is completely indolent, and gives rise to no 
functional disturbance whatever, so that the subject of it is almost 
always unaware of its existence, unless some casual circumstance 
has led to a pelvic examination being made. In its suppurating state 
the dermoid cyst generally presents the aspect of an obscurely fluc- 
tuating tumour situated at one side of the uterus, and filling the 
corresponding iliac fossa, and thus is liable to be confounded with a 
phlegmon of the broad ligament. The differential diagnosis is 
chiefly to be based on the history of the malady having been chronic 
in character and ill-defined at first ; pain in the region affected having 
preceded for a long time any considerable constitutional disturbance ; 
while the gradually increasing severity of the affection has at length 
rendered absolute rest on the part of the patient necessary. In the 
uninilamed state, the discovery of a globular tumour, somewhat firm, 
but having in parts a doughy consistence, situated in one broad liga- 
ment, being also completely indolent and of quite indeterminate 
duration, may justify a probable diagnosis of a dermoid cyst. Such 
a diagnosis, however, can never be absolute, and such a tumour 
should never be interfered with in any operative way. 

The following illustrative case is related. The patient was thirty- 
one years of age. At the age of twenty-four, being then unmarried, 
she was delivered normally of her first child. Returning very soon 
after delivery to her work as domestic servant, she suffered some 
hypogastric pain, and by this means was led to notice the existence 
of an indolent swelling of small size in the right iliac fossa. She was 
confident, however, that the swelling was not the seat of the pain. 
At the age of twenty-nine, in 1874, the patient married. Within a 
month after marriage she felt, for the first time, acute but transient 
pain in the tumour, which did not then appear to have increased in 
size. She soon became pregnant, and was delivered naturally on 
Good Friday, 1875. After delivery it was observed that the tumour 
in the iliac fossa was very manifestly larger than before the pregnancy. 
She left her bed on the tenth day, and five days later was attacked 
by severe pain in the situation of the tumour. In a few days the pain 
was lessened, but did not disappear, although she was able to suckle 
her child and attend to domestic duties. Menstruation recurred a 
month after delivery, notwithstanding lactation, and continued to be 
regular and abundant, bringing an increased intensity of pain at each 
period. The severity of the pain and frequency of its recurrence 
much increased during January and February, 1876, and on March 
6th the patient was admitted into the Charité Hospital. She then 
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had no cachectic appearance, although she was pale and thin, and 
there was neither fever, rigors, nor night-sweats. 

The right iliac fossa was rendered prominent by a globular tumour, 
whose diameters were 10 and 12 cm. (4 and 4°75 inches). It 
appeared to be adherent to the abdominal wall, and deep fluctuation 
could be felt in it, as if its walls were very thick. Its base could be 
reached with difficulty by the vaginal touch in the anterior part of the 
right cul-de-sac. Thecervix uteriwas pushed backward and to the right, 
and completely immovable; the body of the uterus was felt in front. By 
the use of the sound it was found that the bladder was pushed far to the 
left. On March 16th an exploratory puncture was made with a small 
trocar. About a teaspoonful of a thick, dirty-grey, caseous fluid, quite 
free from smell, was withdrawn. It contained a large proportion of 
molecular fat, completely soluble in ether, and some minute, reddish 
hairs. On the 25th of March and the 4th and rath of April, the 
puncture was repeated with a large Chassaignac’s trocar, and attempts 
were made to bring the lower end of the canula within reach from 
the vagina, with a view of making a counter-opening there, and so 
emptying the cyst more effectually of the caseous material. The 
intervening tissue, however, was found to be too thick, and Dr. 
Bernutz contented himself with withdrawing a further quantity of the 
same thick fluid. The condition of the patient became worse after 
puncture, and the temperature rose to 46°C. On April 15th the patient 
had had several rigors, and foetid purulent fluid, mingled with gas, 
escaped from the point of puncture. An incision, 6 cm. (2°4 inches) 
in length, was therefore made into the cyst, which proved to be 
adherent to the abdominal wall. It had been intended to make pre- 
liminary applications of Vienna paste, in order to secure such adhesion, 
but the grave state of the patient did not allow of any delay. A large 
quantity of foetid pus and flocculent caseous matter escaped from the 
incisions, and a considerable mass of unctuous cheesy material was 
enucleated by the fingers. No bones nor teeth were found. The 
cyst was then washed out with warm water. On several succeeding 
days about a syringeful of ether was injected into the cyst in order to 
dissolve out the fatty material. The condition of the patient improved, 
and the cyst soon began to contract. Two months later the general 
condition of the patient continued favourable, although the pus was 
frequently foetid, and no further contraction of the cyst was taking 
place, except at the artificial opening. The incision was prolonged 
downwards, in order to prevent stagnation of pus, and injections were 
made with a weak solution of iodine, but with little effect. On the 
29th of September suppuration was still continuing, although the 
capacity of the cyst had become less. 

The author points out that incision from the vagina, whenever 
practicable, is far preferable to that from the abdomen, since the 
latter is apt to leave a suppuration of indefinite duration through a 
fistulous opening. Ovariotomy will not generally be advisable, 
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(Continued from p. 725.) 
CHAPTER IV.—(continued.) 


17. Parturition. 


THE influences of posture on parturition are exceedingly 
numerous. There are those which facilitate and those which 
complicate the function, and there are some which act upon 
the fetus and others upon the mother. In obstetric practice 
it is important that the action of all these should be properly 
understood. 

(a.) Maternal Posture in Parturition—Upon this subject 
there exists an immense mass of literature, reaching from the 
éarliest periods to the present time. It would, however, be 
beyond the intention of this essay to enter into this more 
fully than is necessary to illustrate the various practical 
points connected with parturient posture. Should any be 
anxious to know more of the history of this subject he will find 
materials and references to his heart’s content in Dr. G. Ch. 
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Siebold’s “Commentatis de cubilibus sedilibusque usui 
obstetricis inservientibus,” 1790. 

The positions which have been and still are adopted by 
women in labour are so numerous that it is difficult to give 
them an exhaustive classification. Perhaps it will be best to 
follow the plan adopted in the first chapter, and begin with 
the erect posture. 

(a.) Standing—The erect posture during parturition has 
been much extolled by some obstetricians. It is employed 
in numerous ways. The patient either stands leaning for- 
ward and taking hold of a chair, bed-post, mantelpiece, or 
some other convenient support ; or she puts her arms round 
the neck of a woman, “if possible, taller than herself, who 
gently supports the small of the patient’s back with her 
hands, and with her knees fixes the knees of the woman in 
labour” (Spence), “the operator coming behind” (Pugh). 
Some advise the patient to lean and press her back firmly 
against a wall or piece of furniture. In this and all the 
previous positions the legs are tu be separated. Of British 
obstetricians Burns was the great upholder of the standing 
posture in parturition. He contends that, “It calls in the 
aid of gravity, adding the pressure of the child to the action 
of the uterus. The water is allowed to run freely out, and 
the continued application of the presentation to the dilating 
os uteri excites action. The child must be more easily pro- 
pelled, surely, ifit be in such a situation as to allow it to fall out 
by its own weight, were it not prevented by the soft parts, than 
if it rested on a horizontal surface, and required to be moved 
along that, by muscular effort, as is the case in a recumbent 
posture. The difference of facility then becomes truly a 
stimulus. Besides the muscular motion or walking which is 
employed in an erect position does good, either by exciting 
the womb directly or by removing sympathetic pains in the 
muscles.” Notwithstanding the arguments thus ingeniously 
urged the general opinion of obstetricians is against the 
standing posture during labour. The great objections to it 
are that it involves unnecessary fatigue, and is a source of 
danger both to mother and child. The accidents which may 
result from it are flooding, laceration of the perineum, evul- 
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sion of the placenta, rupture of the funis, inversion of the 
uterus, and precipitation of the fetus, 

During the first stage of parturition the standing posture 
is sometimes admissible, and may be recommended for short 
periods with success. The advantage gained, however, must 
be attributed more to the increased uterine -action produced 
by the succussion of walking than to position. The axis of 
the uterus being in a line with that of the pelvic inlet, it is 
obvious that the largest gravitatory influence of the fetus 
cannot be obtained when the patient is erect. 

(8.) Sz¢tting—Women in labour have from the earliest 
periods used this posture, and to enable them to do so con- 
veniently chairs of the most primitive simplicity and of the 
most ingenious complexity have been invented. The three- 
legged stool mentioned by Harvey and the geburtsstuhle of 
Stein are extreme representatives of these pieces of furniture, 
the interval being filled up by chairs gradually increasing in 
parts and movements as time progressed. Amongst the 
members of the medical profession all over Europe the belief 
in the efficacy of these chairs was unbounded. This country, 
however, never enthusiastically adopted them, for our earliest 
obstetric writers either condemn them or only mention them 
as being in use. Our midwives, it must be admitted, fully 
made up for this negligence and want of faith by the exagge- 
rated belief they placed in the oxytocic powers of obstetric 
chairs. If they could only get their patients into these chairs, 
no matter in what stage the labour might be, they expected 
parturition would be rapidly terminated. Harvey, knowing 
the prevalence of this opinion, writes, “The younger, more 
giddy, and officious midwives are to be rebuked, which when 
they hear the woman in travail cry out for pain and call for 
help (lest they should seem unskilful at their trade and less 
busie than comes to their share) expose the poor women to 
the injuries of the air, and vainly persuading them to their 
three-legged stool, weary them out, and bring them in danger of 
their lives.” This is no. exaggeration, for Percival Willughby, 
who speaks of Harvey as “my honoured good friend,” writes 
about the same time in a like strain. He speaks of “ igno- 


rant robustious midwives” putting their patients on stools 
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before the womb has opened or any waters gathered, “ with 
their hinder parts naked and starved with cold.” He adds, 
“T leave all women to their liberty to make choice of their mid- 
wife, yet I will not bee forward to perswade them to take 
such a midwife as will bind them perforce fast in their chaires 
against their wills.” Willughby thus states his opinion of 
obstetric chairs :—“ The labouring woman sitting with her 
body naked on the midwife’s stoole usually taketh cold, 
which starveth and straitenith the body, and oft bringeth 
much griefe and affliction both to the mother and the child 
with a long continued labour. I rather commend an easy 
low pallet, or a warm bed. A midwife’s stoole is good for 
little, or rather for nothing, yet severall women do highly 
commend them.” 

Instead of a chair the knees of the husband or of a strong 
woman were used. This method of employing the sitting 
posture was once very popular. It is thus described by 
Pugh, who believed it to be very advantageous in tedious 
labours :—“ Place a good strong woman in a common arm’d 
chair with a pillow in her lap; she then takes the woman in 
labour upon it, and putting her arms round her clasps her 
hands on the top of her belly just under the region of the 
stomach, and there holds her tight. The woman in labour 
grasps each extreme end of the arms of the chair, which she 
pulls at violently in every pain by way of counter-extension, 
and two of the assistant women take two low chairs and seat 
themselves one on each side of the armed chair, and take 
each of them one of the patient’s legs, and fix them fast on 
their outermost thigh just above the knee, and there hold it 
tight, placing their other hands on the inside of the patient’s 
knees, and keep them tightly extended ; then the operator, 
seated upon a low chair, comes between those two assistant 
women, close up to the patient (her cloaths being decently 
pulled over her knees) with a coarse tablecloth on his lap. 
In this posture the patient can force down her pains with 
much more violence than in any other, so that where the 
passage is narrow or the child’s head large, the poor patient 
must go through a great many strong pains as the head 
advances but very slowly. In all such cases you will find 


Influence of Posture on Women. 781 


this the most advantageous posture. You must take care 
that your patient’s lower parts come far enough over the 
woman’s knees she sits on, for fear of pressing the os 
coccygis.” 

A third way of using the sitting posture is sometimes 
adopted. Two chairs are fastened together, leaving a space 
between the seats upon which the patient is seated. This 
method is well described by Heister :—“ Two common chairs 
of the same height may be placed together about six or 
eight inches distance from each other, and tied fast in that 
position, that the patient may sit with a thigh upon each 
chair, and her genitals hanging over the intermediate space 
betwixt them, by which means the os sacrum and coccyx 
have their free liberty to recede at the time of excluding the 
fetus.” 

The sitting, like the standing, posture may sometimes be 
useful in the early stage of parturition. When it is used 
during the second stage the patient’s spine should be flexed, 
so as to debase the pelvic inclination (see fig. 3), and give 
greater gravitatory influence to the fetus. 

(y.) Knecling —The kneeling postures usually employed in 
midwifery are two, the knee-head-ascending and the knee- 
head-descending. 

(1.) Knee-head-ascending—This position is believed by 
many obstetricians to be by far the best in which a woman 
can be placed during the last stage of parturition. It is 
here called knee-head-ascending, because it includes all the 
postures which a woman assumes when she kneels with her 
body more or less erect. Willughby calls it the “slope 
bending posture ascending ;” others the “ knee-hand” position. 
This latter term is not sufficiently definite, for the hands may 
be placed either high or low whilst a person kneels upon the 
floor, chair, or bed, giving the body various inclinations between 
the horizontal and perpendicular, or even the knee-head- 
descending posture. 

The knee-head-ascending position is said to be that which 
women in labour naturally adopt. History certainly proves 
it to have been widely used in all ages and places, In this 
posture Homer places Latona during parturition. 
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‘¢ When, with her fair hand, she a palm did seize, 

And staying her by it, stuck her tender knees 

Amidst the soft mead, that did smile beneath 

Her sacred labour, and the child did breathe 

The air in th’ instant.”—Chapman’s Translation. 
Patients delivered in this posture usually kneel on a pillow, 
with the knees apart and the arms upon a chair, bed, or lap 
of a friend. Old writers speak of the woman kneeling on @ 
bed with her arms clasped round the neck of a friend who 
sits in front of her. Also of the patient whilst kneeling being 
supported under her arms by an attendant on each side. 
The rules for the use of this posture in the seventeenth cen- 
tury are thus given by Willughby :—“ And for that all women 
bee delivered usually either lying on a pallet bed or kneeling 
upon a bolster ; if the woman bee weak, a pallet bed may bee 
thought the most convenient place. But if shee bee strong 
and of an able body, and the child lively, I then know no 
cause contradicting why shee may not bee as well, or rather 
better, laid kneeling on a bolster than lying on a pallet bed, 
when that her body is fitted for the birth, with this caution, 
so that shee will not bee overuled by the midwife to make 
too much hast to come unto her knees for her delivery.” 

The kneeling is far better than the standing posture. It 
produces less fatigue, and the flexion of the spine which 
accompanies it renders the progress of the fetus easy, In 
it also there is no fear of the child being precipitated from a 
height with injury to itself and its mother. The space between 
the uterus and the surface upon which the patient kneels is 
so small that the head of the fetus is arrested before the 
whole of its body is expelled, and the average length of the 
funis is sufficient to prevent its dragging down the placenta 
or uterus, 

During the last stage of labour the knee-head-ascending 
posture is strictly scientific, for when the woman is thus 
placed the outlet of the pelvis rests perpendicularly, and the 
greatest gravitatory influence of the fetal head is secured. 
In tedious labours it is a posture which may be confidently 
recommended. It is often welcomed by patients as a com- 
fortable change, and by obstetricians as an able assistant. 

(2.) Knee-head-desceuding.—-This position is most com- 


Influence of Posture on Women. 783 


monly called the “ knee-elbow,” or “ genu-cubital,” but as the 
knees may be placed low and the elbows high, the term does 
not necessarily indicate the sloping position of the body here 
called knee-head-descending. Old writers call this posture 
“ grovelling,” “ prostration,” “pitch-polling,” and the “ slope 
bending posture descending.” Lately it has been named the 
“knee-breast” posture. This, however, is not a happy verbal 
combination, for like “knee-elbow” it does not positively 
indicate the intended inclination of the body. But there isa 
still greater objection to its use, and that is the impossibility 
of adopting it. Any one who will take the trouble to kneel 
on the floor and maintain his femora erect will at once find 
that he cannot touch with his breast the horizontal plane 
upon which he rests. 

The knee-head-descending posture was strongly recom- 
mended by early medical writers when the parturient woman 
was largely encumbered with fat. It is difficult, however, to 
understand upon what grounds this advice was given, for in 
this posture the uterus is turned upside down, and the effect 
of gravitation upon the fetus therefore becomes retentive. 

An extraordinary kneeling posture is described and figured 
by Scipio Mercurialis and Seb. Melli. The woman in labour 
after kneeling is made to throw herself back until the hips 
touch the heels, and the body is supine—a most painful 
posture to maintain, and possessing no advantages to warrant 
its barbarity. 

(6) Dorsal Reclination.—This is a posture which has been 
and still is, in some countries, very commonly adopted. Thus 
placed the patient is relieved from the fatigue caused by the 
standing, sitting, and kneeling positions. This cut (see next 
page) represents an early method of employing dorsal reclina- 
tion during parturition. It is after a sculpture found at 
Golgas, in Cyprus, in a temple erected in honour of Bael and 
Ashtareth, the divinities of generative and reproductive 
power. The date of the original is supposed to be 300 B.C. 

In the first stage of parturition dorsal reclination is good, 
for in this posture the uterus rests perpendicularly to the 
plane of the pelvic inlet, and consequently the full weight of 
the fetus gravitates in the right direction. 
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Early British obstetric writers advise dorsal reclination for 
the second stage. “The best way,” says Hugh Chamberlen, 
Sen., is for a woman to be delivered in this position on a pallet 
bed. It is also recommended by William Sermon, and thus 


FIG. 4. 
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described by him :—“ Women in labour ought to be laid flat 
upon their backs, having their heads raised somewhat high 
with pillows placed under their backs that they may not 
bow ; and also under their buttocks and share-bone let them 
have another pillow, somewhat large, that the parts afore- 
said may be in some measure lifted up; for if they sink 
down they cannot be so well delivered. Let their thighs 
and knees be stretcht forth and laid open, and their legs 
bowed and drawn upward, their heels and feet pressing hard 
against the piece of wood laid across the bed for the same 
purpose. Some cause a swathe to be put under the back 
four double, which must come round about them ; which 
swathe ought to be a foot broad or more, and so long that it 
may be held by two women, being placed on each side the 
bed therewith to lift up the woman in labour, pulling it easily 
towards them, and especially when their throws come upon 
them ; by which means they are much refreshed and their 
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throws endured with more ease. Besides the two women that 
hold the swathe, there must be two more to take them by 
the hands thereby to crush them when their throws come ; 
and the other hand they must lay upon the top of their 
shoulders that they may not rise too much upward, and that 
they may the better strain themselves ; for commonly as they 
thrust their feet against the piece of wood laid cross the bed 
they raise themselves upward. Sometimes the midwife may 
gently press the upper parts of the belly, and by degrees 
stroke the child downward, the which pressing down with 
discretion will hasten and facilitate delivery.” 

Dorsal reclination is not the best posture for a woman. to 
assume during the second stage of parturition, for in this 
position the head of the fetus has to ascend through the 
pelvic outlet in opposition to gravitation, and with the ad- 
ditional disadvantage of causing the greatest amount of pres- 
sure upon the perineum. The coccyx is also liable to be 
pressed upwards by the mattress or pillow upon which the 
pelvis rests, and there is a tendency for the woman to slip 
down towards the foot of the bed, causing tension of the skin 
of the sacral region and perineum with greater liability to 
laceration. It has been observed that only 39 per cent. of 
women delivered in this posture escape laceration, whilst in 
other positions 57 per cent. receive no injury. 

(c.) Supine Recumbency—-This posture has never been 
widely recommended, and is not likely at any time to become 
popular. In it the gravitatory difficulties mentioned as oc- 
curring in dorsal reclination are intensified, whilst, on the 
other hand, the coccygeal and perineal objections are to some 
extent removed. 

In cases of antrorsion of the gravid uterus during parturi- 
tion this posture would be of service, and should be adopted. 

(Z.) Prone Recumbeny.—This posture is not used in normal 
parturition. Some old writers recommend it in difficult 
labours, and more especially when patients are very fat. 

(n.) Right Lateral Recumbenyy.—the lateral recumbent 
posture has for many years been adopted in this country by 
women in labour. It is, in fact, known all over the world as 
the British parturient position. When it was first employed 
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by us is wrapt in obscurity, Fielding Ould was the earliest 
obstetric writer to draw our attention to the superiority of 
the right lateral recumbent posture over all others, but it is 
quite evident from his remarks upon this subject that the 
lateral recumbent position was in use before 1748, the date 
of his work on midwifery. He says, “ Both in England and 
Ireland various are the postures that women are delivered in 
—namely, on their back, s¢de, knees, standing, and sitting 
on a perforated stool; the side is certainly the most 
advantageous posture for natural labours; for the patient is 
less subject to cold, the os coccygis is not hereby pressed 
inward so as to hinder the exit of the child ; and as the 
operator and standers-by are by this means behind her back 
she is less subject to be disturbed by their remarks and 
whispers. As the side is the posture for natural deliveries, 
we will suppose the patient in that situation, with her face 
inclined towards the breast and her thighs as close as may 
be to the belly ; the buttocks near the edge of the bed, and 
the back in an oblique direction from that to the middle of 
the bolster ; always observing to have a pillow or something 
of that kind between her knees. If the patient lies on the 
right side you must examine with the right hand, therefore 
this is the most convenient ; but sometimes the situation of 
the bed, or the patient’s inclinations are such that she will 
lie on the left; therefore you must be equally expert in 
using the left hand.” 

Ould says dorsal reclination is well enough for easy labours, 
but that when any difficulty arises it is the worst that can be 
contrived, for the pudendum is on a line with the bed, and 
below this plane the elbow cannot be lowered so as to allow 
the hand to pass upwards into the uterus. He ne the 
kneeling posture in preternatural deliveries. 

(0.) Left Lateral Recumbency. 2 Fe 751, three years after 
Fielding Ould published his work, John Burton of York gave 
to the world his learned essay on midwifery. In it he main- 
tained the superiority of the lateral recumbent posture. He 
uses the same arguments as Ould, but does not recommend 
one side more than another. He says, “The patient may lie 
on one side or’the other, with her face and breast inclined 
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forwards.” Continental writers erroneously attribute to 
Burton the credit of having suggested and established in 
this country the left lateral recumbent posture. It is difficult 
to say to whom this merit belongs, for Smellie, whose book 
on midwifery appeared at the same time as Burton’s, speaks 
of the lateral recumbent posture as the established and cus- 
tomary position for women in labour. He writes, “The 
London method is very convenient in natural and easy 
labours ; the patient lies in bed upon one side, the knees 
being contracted to the belly, and a pillow put between them 
to keep them asunder.” A little after he says, “ She is com- 
monly laid on the left side, but in this particular she is to 
consult her own ease.” 

It will be observed that up to this time obstetricians had 
no strong conviction as to whether the left or right side 
was the better, although Ould preferred the right and 
Smellie the left. Three years later, 1754, the sagacious 
Benjamin Pugh, of Chelmsford, published “A Treatise of 
Midwifery,’ and in this is to be found for the first time the 
enunciation of the belief that the left lateral recumbent was 
the best parturient posture. He does not, like previous 
writers, say either side will do ; he will have none other than 
the left lateral, either in normal parturition or when obstetric 
operations are required. His own words are: “ The common 
posture I make use of (and, indeed, very seldom any other, 
either in instrumental or in turning) is the left side, which is 
certainly the most advantageous, as it is likewise the most 
decent, the patient being much less exposed to the cold, and 
the operator can come at his business much easier and readier 
than in any other posture ; and when I am spoke to by the 
patient to lay her (and don’t come after a midwife) I always 
put my patient in this posture, and have very seldom any 
occasion for another. In this position the right hand is 
used, but if in turning the child you lay the patient across 
the bed, the hind parts brought near to you, then either 
hand can be made use of, and with more advantage than 
in any other posture, especially the left hand (which I advise 
every operator to make use of in turning), as the right hand 
can be thrust between the thighs and placed externally upon 


788 Influence of Posture on Women. 


the belly, from which every operator will find great service 
in pressing properly with this hand externally, both in 
turning and likewise extracting the placenta when it adheres. 
If the operator should be very awkward with his left hand, 
then he must turn with his right, remembering to place the 
patient on her right side. In natural labours the head and 
shoulders of your patient should be raised higher than her 
hind parts, and in preternatural labours her hind parts 
higher than the head and shoulders (the reason must be 
obvious to every one), the knees drawn up close to the 
belly, and kept asunder with a pillow rolled up tight.” 

It will be observed therefore that the adoption of the left 
lateral posture was a work of time, and was not popularised 
in this country until the middle of the last century. At the 
beginning of the present century the prejudice in favour of 
this posture had become so strong that ignorant practitioners 
in midwifery believed no woman could be safely delivered in 
any other. Ryan says, “I have repeatedly known this 
position to be kept for two, three, or even four days and 
nights, regardless of the violation of physiology, and of the 
urgent entreaties of the unfortunate sufferer to be allowed 
during a pain or two to turn on the right side or back.” 
This infatuation has happily passed away, and, with the 
equally blind faith in the efficacy of the obstetric chair, has 
given place to a more rational treatment of parturient women. 

In determining the relative advantages of the various 
postures adopted by women during parturition, it is necessary 
to examine what are the principal postural requirements in 
a case of natural labour. These must be considered and 
estimated under three heads—the labour force, the patient, 
and the obstetrician. 

The forces exerted in parturition are muscular and _ gravi- 
tatory—the former being provided by the contractions of the 
uterus and muscles surrounding the abdominal cavity ; the 
latter by the weight of the fetus and amnionic fluid. To 
obtain the greatest labour force both these powers must be 
simultaneously exerted. The position of the patient must 
be such as will enable her to fix and efficiently employ all 
the voluntary muscles subservient to parturition, and at the 
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same time allow the uterine contents to gravitate in the 
particular direction which the stage of labour may demand. 

Theoretically, the best posture for a woman in the first 
stage is dorsal reclination, with fixed points, which the feet 
may press and the hands grasp. In ordinary parturition, 
however, the prolonged maintenance of such a position 
would be intolerably irksome and fatiguing, and the benefit 
of it would be more than counterbalanced by its evils. 
During the first stage a woman should be allowed to move 
and pose herself as she pleases. When the second stage has 
arrived, position becomes of more importance, and the patient 
must be directed how to place herself for her final exertion. 
Here again the theoretically correct posture is not the one 
most to be recommended. Passing through a painful ordeal 
of many hours’ duration, the patient demands the greatest 
consideration. Anything which fatigues her, or limits her 
liberty of action, will depress the mind and retard labour. 
In choosing the best parturient posture, it is necessary to 
provide one which shall be agreeable to the patient and 
accelerative of parturition. The kneeling posture does not 
meet these requirements. It is fatiguing and repugnant to 
her, and inconvenient to the obstetrician. The left lateral 
recumbent posture, or more strictly speaking the ft lateral 
reclining position, affords the greatest number of advantages 
to the patient during the completion of the second stage. 
The exertion demanded by the standing, sitting, and kneeling 
postures is avoided, and no gravitatory obstacle is presented 
to the passage of the fetus, If the patient’s shoulders be 
raised and her body slightly pronated, a large amount of 
-the weight of the child acts in the right direction. There is 
a slight loss, but this is fully compensated by the increased 
vigour of the voluntary muscles, whose power has been con- 
served by the comfort and repose which recumbency has 
granted. In order to fix the voluntary muscles the patient 
should be provided with something against which she may 
press her feet, and her hands should have some firm object to 
grasp—a towel tied to the bed-post or a hand. 

The obstetrician has no reason to find fault with the left 
lateral recumbent posture ; the parts with which he is con- 
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cerned are readily accessible, and neither the bed nor any 
parts of the patient impede his manipulations, He may sit 
in a chair in an easy position, and perform his duties without 
rising or stooping, or subjecting himself to any corporeal 
inconvenience. He has no plea for impatience on the score 
of discomfort ; and this is not an unimportant additional 
advantage of the lateral recumbent posture. 


18. Anomalies of Parturition. 


Parturition is capable of being complicated by posture to 
a large extent. Disturbances in the relative positions of the 
child and mother may arise from it, retarding the parturient 
function of the uterus. Anomalies of the bony and soft 
parts of the mother may also be produced by position, 
causing obstruction and serious danger both to mother and 
child. 

(a.) Untimely Parturition—The early expulsion of the 
fetus from the uterus is parturition in miniature. It is not, 
however, on this account to be looked upon as of compa- 
ratively small importance, for the results of untimely labour 
are far more injurious and lasting than those which accom- 
pany and follow normal parturition. The postural relations 
of untimely parturition are the same as those which apply to 
natural labour, but according to the development of the fetus 
to a greater or less degree. They also coincide, as far as 
the postural treatment of the after discharges and of uterine 
involution is concerned. These relations are elsewhere fully 
described. | 

Posture may be employed to check or accelerate fetal ex-. 
pulsion—the latter is accomplished as in normal parturition, 
the former as in precipitate parturition. By immediately 
adopting recumbency upon the appearance of the first sym- 
toms of untimely parturition its progress may occasionally be 
completely checked. This posture relieves hyperemy, and 
removes the weight of the fetus from the cervix to the less 
sensitive sides of the uterus. If expulsion be inevitable, and 
there exist no counter-indication in the form of hemorrhage, 
the influence of gravitation may, if needed, be recommended. 
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If blood flow freely, as it is apt to do in these cases, the hips 
mus be raised and the shoulders depressed as in the ordinary 
postural treatment of parturient and puerperal hemorrhage. 

(b.) Powerless Parturition.—Women who lead sedentary 
and debilitating lives are liable to have weak expulsive 
uterine power and tedious labours. In these cases any addi- 
tional assistance which posture can afford is eagerly sought. 
During the first stage of parturition uterine contraction may 
be greatly intensified by the patient walking occasionally 
about the room. Whilst taking this exercise, succussion of 
the fetus against the internal surface of the uterus takes place, 
which sets up reflex action in its muscular structure. In this 
position also the gravitatory influence of the fetus is not lost. 
Periods of rest in the recumbent posture should be recom- 
mended lest the patient become exhausted, and likewise to 
prevent the constant pressure of the gravid uterus upon the 
bladder, which produces retention of urine and feeble uterine 
contractions. In the second stage the greatest postural 
assistance is to be gained by placing the patient in the knee- 
head-ascending position. This is best done by the woman 
kneeling upon a pillow placed on the floor beside a bed upon 
which her arms and head may rest. In some country places 
the plan of seating a patient between two chairs already de- 
scribed is much extolled and adopted, and may be fairly tried 
at intervals if the woman be able to bear the posture. 

(c.) Precipitate Parturition.—In some women the pelvis 
is so roomy, the soft parts so yielding, and the expulsive 
pains so violent, that in the course of a few minutes the whole 
parturient process is completed. At first sight this might 
appear a happy mode of passing through labour, but unfor- 
tunately it is quite the reverse, for both mother and child are 
apt to be injured by too rapid parturition. If whilst the 
mother is standing or walking the fetus be suddenly expelled, 
it may be precipitated upon the floor and suffer serious in-_ 
jury. In this case the placenta also may be torn from its 
site, the funis ruptured, the uterus inverted, and fatal hemor- 
rhage induced, This form of labour is peculiar to some 
individuals and families. When the tendency is known to 
exist, the patient should at the first approach of parturient 
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symptoms lie down and remain as quiet as possible, with the 
hips raised above the level of the shoulders. In this manner 
the auxiliary influence of gravitation is avoided, and reflex 
muscular action moderated. 

(d.) Obstructed Parturition—In the early ages all cases 
of parturition which did not progress favourably were classed 
under one head “difficult labour,” and they were all treated 
in the same way without any reference to the character or 
number of their causes. It is most pitiful to think of the 
agony which must have resulted from the cruel ignorance of 
those dark days, and to consider what numbers of fetal and 
maternal lives were sacrificed to sheer incompetence and bar- 
barous treatment. Women of the present day cannot be too 
thankful that they live in a period when obstetric science 
has reached such perfection; and those of this country, and 
in fact of every country, should ever remember with gratitude 
the names of William Harvey and Peter Chamberlen. 
Harvey who, as a physician, held the highest social and 
scientific rank, who seeing the degraded condition of mid- 
wifery, did not think it (as was the fashion of his day) be- 
neath his careful study and constant practice, and who wrote 
the first original English work on obstetrics. Chamberlen, 
who invented the most beneficent of all medical instruments 
—the midwifery forceps—the earlier knowledge of which 
would have saved millions from the torturing postural 
manceuvres which will now be briefly described. 

The earliest notion of the proper treatment in obstructed 
labour was either to shake the child into its proper position 
or to make it fall out of the womb by violent jolting. In 
the Hippocratic writings the modes of effecting these ends 
are thus described. 

Fetal Reposition —* When it is requisite to force back or 
turn the child, the woman must be laid on her back with 
something soft under her hips, and stones under the feet of 
the bed, the foot of which must be raised much higher than 
the head. There must be no pillow under the woman’s head, 
and her hips must be higher than her head. Such are the 
preparations. When the child has been forced back and 
turned to one side or the other, the bed and the woman are 
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to be replaced in their ordinary position by removing the 
substance from under the hips, and the stones from under the 
bed. Then a pillow is to be put under her head.” Another 
plan is by succussion, which was thus practised: —“ Stretch a 
cloth under the woman laid on her back, with a cloth over 
her to hide the vulva. Each leg and arm being wrapped in 
a cloth, two women are to take the legs and two the arms, 
when with a firm hold they will give at least six shakes. 
Then they will place the woman on the bed with her head 
down and legs raised, and leaving the arms they will all four 
seize the legs and give several shocks to the shoulders by 
throwing the patient back on the bed, so that by the shocks 
‘the fetus may be replaced in a more roomy part, and can 
then advance regularly.” Concussion for fetal reposition is 
advised by Albucasis—the following is his plan of replacing 
the hands of the child if they come first, and cannot be put 
back: “Pone mulierem super sedem, et eleva pedes ejus sur- 
sum, deinde concute sedem super terram et mulier teneatur, 
ut non cadat ad concussiones.” Roderic 4 Castro advises the 
following method of fetal reposition : “’Tunc mulieris pedibus 
comprehensis, ipsam vehementer concutere opus est, donec 
foetus aliam representare figuram comperiamus.” 

Fetal Extrusion.—The Hippocratic method of shaking the 
child out of the womb, was thus practised :—“ Take a high 
and strong bed, furnished ; lay the woman on her back, and 
fasten her to the bed by means of a scarf or wide supple 
band placed round her chest, armpits, and arms ; bend her 
legs, and fasten them to the heels; place a faggot of small 
twigs, or something similar, which, when the bed is projected 
downwards, will prevent the legs at its head end from touch- 
ing the ground. The woman should hold to the bed with 
her hands. Raise the bed with its head highest, in order 
that there may be impulsion towards the foot, taking care 
the woman does not fall. When this is done, and the bed is 
lifted, place the bundle of twigs under the feet at its head, 
managing so that when the bed is projected downwards 
these feet do not touch the ground, but rest on the bundle. 
Each leg is to be taken by a man, so that the bed may fall 
perpendicularly with regular and equal momentum, and 
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without breaking anything. The succussion should be prac- 
tised at intervals, and more particularly at the time of the 
pains.” Another atrocious method of employing succussion 
was to tie the woman to a ladder, which was then suspended 
by a rope over a pulley ; the ladder was raised by pulling 
the rope, and then allowed to fall suddenly with its end 
upon the ground by letting the rope go. Thus these mise- 
rable victims must often have had the life shaken out of 
them, 

It is much to be regretted that these barbarous methods 
of treatment were not confined to the earlier ages. Unfor- 
tunately it is only too true that, up to within comparatively 
recent times, pitiable sufferers worn out by ineffective pains 
had the sufferings and perils of their labours increased and 
intensified by having to pass through ordeals most trying to 
healthy persons, and to perform actions requiring great energy 
and muscular strength. They were made to walk rapidly, 
to run up and down stairs, to jump, dance, and even to hop. 
“Ambulare saltando modo super uno pede modo super alio” 
(Savonarola). They were jolted in conveyances, and jumped 
up and down by persons holding them under the armpits ; 
they were placed in a cloth held at its corners by four men, 
and tossed upwards and hither and thither. This was done 
either to cause protrusion or reposition of the child. Our 
countryman Willughby, writing in the seventeenth century, 
denounces these practices. He says, in his advice to midwives, 
“ Surely in these men’s and midwives’ thoughts and opinions 
there is observed some occulta qualitas (which as yet no 
practitioner hath revealed) in the tossing, rolling, or rocking 
of the labouring woman on the bed ; and untill it shall be 
revealed, I shall interpret it to bee no other thing than 
sola ignorantia obstetricis.” He also, in his “ Observations,” 
gives the following case, which affords us a vivid picture of 
midwifery practice in England two centuries ago :— 

“Not far from Ashburn there was a poor creature that 
was willing to suffer any affliction to bee delivered. After 
much pulling and stretching her body, her conceited mid- 
wife's last refuge was not to roll her on the bed, but to tosse 
her in a blanket, as some have served dogs, hoping that this 
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violent motion would force the child out of her body ; but 
her conceits failing, I was sent for, and ye midwife and 
women told me that they had tossed her in a blanket, but 
that it did no good. But I believed that all their strengths 
and forces were not able to do it, but rather that they moved 
her body violently by shaking and rolling her in the blanket. 
And I durst not find fault with anything that this waspish 
company had done in thus using this poor distressed woman.” 

Even a century later these barbarous methods of treat- 
ment were not extinct in this country, for George Counsell, 
writing in 1758, gives the following directions :—*To dis- 
engage the head from the share bone, you must direct the 
woman to be laid on her back with her head and breast low, 
and her hips elevated very high on soft doubled beds or 
bolsters, or the like conveniency. A large bedstead turning 
up with hinges might be useful on this occasion, She may 
be placed even with her head downwards and hips upright, 
and while she remains in this posture her body may be 
gently shifted from side to side by a strong woman.” 

All these rude methods of treating obstructed labour 
practised from the earliest periods to nearly the present time, 
show the continued prevalence of a belief in the efficacy of 
postural treatment. It will be seen by what here follows 
that the instinctive feeling was correct, and that there were 
good grounds for the belief, but that through ignorance the 
ideas of causation were confused, and the remedial practice 


unscientific. 
(Zo be continued.) 


ON THE TREATMENT OF PROLAPSUS ANI IN 
INFANTS. 


By Patrick Jamieson, M.A., L.R.C.S. Edin. » 


Prolapsus ani in very young infants isa fairly manageable 
ailment, though troublesome to treat, inasmuch as its re- 
currence may be expected at each act of defecation. Should, 
however, a young mother or inexperienced nurse fail to 
recognise the importance of the affection, and allow the in- 
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testine to remain prolapsed for any considerable time, the 
case assumes much graver proportions. A larger amount of 
_ gut becomes implicated, and the surgeon experiences great 
difficulty in maintaining the reduction when he has succeeded 
in effecting it. 

The expedient which I adopted in the following case may 
be thought worthy of record. 

I was informed that a protrusion of the bowel to the ex- 
tent of two inches had existed for three weeks ; during that 
time, the mother assured me the protrusion had only been 
“up” twice, and each time but for five minutes. Three days 
before I was called the prolapsus had increased, and when I 
saw it the protrusion measured four inches; was curved and 
conical, and of a rich red colour. The child was a female, 
fifteen weeks old, well nourished, but its appearance was 
pitiable to behold. The free margins of the eyelids were red 
with weeping, the conjunctive were bleared and injected, 
while the irides were clear and bright. The tenesmus was 
almost constant. . 

The child had been reared by the bottle, and whenever 
the teat was offered it hastily and greedily seized it, and 
sucked as if ravenous with hunger, then suddenly and 
rapidly did it fling, as it were, the teat from its mouth, and 
burst into a cry that told full surely the terrible agony it was 
enduring. 

Healthy faeces were freely passed during my visit. 

On attempting to reduce the prolapse I was met with a 
resistance equal to several pounds in weight, but by watching 
the recession of the tenesmus I was enabled to effect com- 
plete reduction. No sooner was this accomplished than a 
stronger effort than ordinary on the part of the child flung 
out the bowel into its original position. Again I replaced 
the protrusion, and applied firm pressure across the nates— 
still unavailingly. The tenesmus overcame every barrier 
presented, and hurled out the bowel, which recurred to its 
abnormal position, like a compressed caoutchouc ball re- 
suming its original shape. : 

On the next occasion I followed the inverted gut with 
my index finger within the internal sphincter, and still find- 


On the Treatment of Prolapsus Ant in Infants. 797 


ing vigorous pressure, I carried up my finger until it was 
entirely within the rectum, the knuckles resting on the 
perineum, and the tip of the digit lying on the left iliac 
synchondrosis. Here I felt the finger tip grasped by the 
circular fibres of the bowel, and concluded I had reached the 
point of invagination. The idea then struck me that if I 
could continue the use of this organic and sentient bougie 
long enough to permit the muscular fibres to contract zn situ, 
I might hope for the permanent reduction of the prolapse. 

Instructing the mother what to do, I rapidly exchanged 
my finger for hers, and, placing the infant on her knee, 
directed her to maintain the same position for four hours. 
This she faithfully did, and at the end of that time was 
rewarded by finding the tenesmus had completely abated, and 
the bowel remained within the pelvis. 

Previous to leaving the child I gave it six minims of 
liquor morphiz hydrochloratis, with instructions to the mother 
to repeat the dose every hour, so long as she felt much pres- — 
sure on her finger, or if the infant cried bitterly. The mother 
‘subsequently informed me that the pressure in the course of 
half an hour almost ceased, and at the end of four hours her 
finger, she said, somehow slipped out. 

During the succeeding twenty-four hours the bowel pro- 
truded slightly five times, but the mother, on the alert, 
promptly reduced it. 

This treatment thus maintained complete reduction of the 
invaginated portion of the gut: a position of safety not 
equally assured by the application of external pads. 

When I saw the infant on the second day subsequent to 
the operation the change of facial expression was very 
striking. The look of anguish had disappeared ; the con- 
junctive were clear and limpid ; and the child applied itself 
to its aliment easily and naturally. A frequent cry remained 
—the shrill, bitter scream due to tormina. The anguished 
wail which marked the agony produced by invagination and 
its accompanying tenesmus was gone. 
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SAMARITAN FREE HOSPITAL FOR WOMEN 
AND CHILDREN. 


Suppuration of Ovarian Cyst after Delivery—Two Tappings— 
Liyection of Cyst with Solution of lodine—Relief. 


By GrorGE GRANVILLE Bantock, M.D., F.R.C.S. Edin. 


J. W., aged eighteen years and a half, married, was sent 
to me by Dr. Archer, of Wandsworth, and was admitted into 
the Samaritan Free Hospital on December 17th, 1875, with 
the following history. “Patient was delivered at full time of 
a living female child (her second) on the evening of October 
30th, 1875. The presentation was natural, but the labour 
tedious. Iwas not present at the delivery, but she was care- 
fully attended to by my assistant.” 

“On the third or fourth day after labour she began to com- 
plain of pain, not very urgent, at epigastrium ; tongue coated 
with white fur, but not dry ; vomiting green fluid ; pulse 120. 
. No trouble in voiding urine; bowels constipated—temp. 
in axilla 101°2°. In two days the urgency of the case 
seemed to have disappeared, but pulse was 120 to 130, 
running along, and difficult to count. Though the pain had 
gone, and bowels were acting regularly, a pill having to be 
given occasionally only, and patient in good spirits, yet she 
was unable to move herself in bed, and baby had to be held 
to the breast. Ina few days the baby was weaned. The 
pulse continuing in the same state, temp. 104°, and fluid 
accumulating in abdominal cavity, I called in Dr. Horace 
Jefferson, our consulting medical officer. He at first thought 
it was a case of distended bladder, and that disturbance of 
circulation was owing to pressure. I should have said that 
patient was passing about twenty ounces of urine in twenty- 
four hours, s/ightly albuminous, and becoming thick on 
standing. I felt sure it was not retention of urine, and for 
some time regarded it as circumscribed peritonitis ; then, on 
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further thought, we came to the conclusion that it was 
ovarian. ‘The catheter set aside the retention theory. Dr. 
Jefferson then considered it might be hydronephrosis — or 
ovarian. It was agreed that, whatever the fluid was, relief 
must be given by speedily getting rid of it, as the circulation 
seemed to get more disturbed every day. Accordingly, on 
December 5th, Dr. Jefferson tapped with a medium-sized 
trocar, and there came out a sero-purulent fluid, quite thin 
enough to run freely through. the canula, which was not 
stopped up once during the operation. Towards the end the 
fluid was quite purulent ;. about, sixteen pints were drawn off. 
The diagnosis was suppurating ovarian cyst. A troublesome 
cough, which patient had, now got better, but could not be 
got rid of altogether. The character of the pulse did not 
alter one bit, but respiration naturally became less hurried. 
The patient never had distinct rigors. I.ought to have said 
that, before I called in Dr. Jefferson, the patient had become 
able to turn about easily, the bowels commenced to be quite 
regular without a purgative, and she could get in and out of 
bed ; the tongue became cleaner; but still the temp. was 
high. She was poorly for a few days just a month after 
delivery. For the last two or three weeks the bowels have 
acted regularly, although she has had tr. op. m 45 in two 
doses every night,” 

I saw the patient immediately on her admission, about 
4 P.M., when her condition was as follows :—On removing 
the plaster from the site of the puncture, a small quantity of 
greenish-yellow pus escaped through a small opening. As 
the patient lay on her back there was a clear percussion note 
around the umbilicus, extending to about three inches below, 
and ascending in a curve on each side of the umbilicus until 
it was lost in that over the stomach. On each side, on the 
level of umbilicus, and extending nearly into the flank and 
downwards into the groins, there was dulness. Over the 
greater part of this surface there was distinct fluctuation. 
From the epigastrium the resonance was continuous into both 
flanks, and change of position produced no alteration. The 
clear note around the umbilicus moved to right or left, as 
the patient was placed on her /ef/t or right side respectively. 
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There was some tenderness on pressure over the right side. 
Succussion produced that peculiar gurgling which arises from 
the presence of air and fluid in a closed vessel. 
Inches. 
She measured in circumference at umbilicus . 40 
“ from umbilicus to sternum . . 7 
x ve topubes: i eS 
A ' to right anterior 
supr. spine of ilium citings © Aika bs BBG 
* E to left anterior 
supt.. spine or thuni)2 Aer. toe eae ee 
Uterus anteverted, and measuring two inches and a half in its 
cavity ; tenderness on pressure on the body, and laterally 
towards the broad ligaments. No impulse in vagina. Temp. 
102°6°; pulse 144. Tongue clean ; appetite bad ; bowels 
open. 

She had a slight cough, but no expectoration. A few fine 
sibilant and coarse mucous rales posteriorly in both lungs, 
most marked on left side. No increase of vocal resonance. 
Very free nocturnal perspirations. 

Dec. 18th.—No discharge from the puncture. Prescribed 
tr. fer. mur. m 10, three times a day. At 9 A.M. temp. 
99'2° ; 5.30 P.M. .101°6-.; and /at 9, -101°2°.))) Milk and fan- 
naceous diet. Discontinue opium. 

On the 20th the temp. reached its highest—viz., 102.2°, 
at 9 P.M.; on the 21st, 102°4°; and on 22nd, 102°6° at the 
same hour, The pulse continued 144. Free perspiration 
in the night ; morning temp. 99°6° at 7 o'clock. | 

On 23rd, while the morning temp. stood at 99°6°, the 
highest evening temp. was only 101°4° at 5 o'clock; but 
pulse still 144. 

24th, 9.30 A.M—After consultation with Dr, Savage and 
Mr. Spencer Wells, it was decided that, owing to the pre- 
sence of air in the cyst, and as the contents would probably 
be offensive, and the long continuance of inflammatory action 
might have resulted in extensive adhesions, which the dis- 
tended state of the abdomen prevented us from ascertaining, 
it would be best to tap the cyst and get out the air, and 
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then await events, before proceeding to the radical operation. 
Accordingly, in presence of Dr. Archer, Dr. Savage, and 
others, I tapped the cyst. There came out perfectly laudable 
pus to the extent of twelve pints. While this was flowing I 
had time to consider what was next to be done, and I deter- 
mined to try the effect of iodine upon the interior of the cyst. 
When the fluid had ceased flowing, I turned the patient on 
her back and removed the inner portion of the trocar. A 
weak solution of iodine having been prepared by adding 
tr. iod. to warm water in the proportion of about ten minims 
to the ounce, I passed into the cyst through the hollow 
trocar a common elastic catheter to which was attached a 
long india-rubber tube, and by syphon action introduced five 
pints of the solution. The cyst was in this way partly re- 
distended, so that the solution came into contact with the 
entire inner surface. It was then drawn off (in the usual posi- 
tion), deprived of its colour, and containing a small quantity 
of pus diffused through it ; the patient was again turned on 
her back, and in withdrawing the trocar care was taken that 
no air was left behind. Strapping and bandage completed 
the operation, which occupied about forty minutes. There re- 
mained a solid tumour, as large as a foetal head ; but no fur- 
ther examination was made. Tr. fer. mur. to be continued. 
5 PM.—Perspiring profusely; no pain; temp. 99°8°. 
7 P.M., temp. 77°6°, pulse 120. 

25th—No pain; feeling very comfortable. Dined off 
turkey, and enjoyed it. ) 

9 AM —Temp. 98°6°. 5 P.M, temp. 100°, pulse 132; 
9 P.M., temp. 99°8°. 

26th—Temp. 988° at 9 AM, and 99°8° at 5 and 
9 P.M. | 

27th.—Hardness in track of trocar. Apply poultices. 
Highest temp. 97°6° at 5 P.M. 

28th.—Nocturnal perspirations have ceased. Appetite 
very good. An abscess forming at site of tapping. Morning 
temp., 98'2°, at 7 AM. Highest temp. 7 7°8° at Q P.M. 
Pulse 132. : 

29th.—A small quantity of pus from abscess this morning. 
Temp. 98°4°. 
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5 P.M.—Temp. 99°4°; pulse 132. Bowels not open for 
two days; to have pil. coloc. c. hyoscy., gr. 5, at bedtime 
and early morning. 

3 oth.—Dicharge has almost ceased. No nocturnal perspi- 
ration. 

Q A.M.—Temp. 98°2°. 9 P.M., temp. 100°. 

3 1st—There is a solid cnet as big as a large- sized 
foetal head situated in hypogastrium, and mostly to right of 
median line, admitting of considerable movement. There is 
no trace of the large cyst. The tumour can be felt per 
vaginam on right side of uterus. 

Q A.M.—Temp. 98°4°. 9 P.M, 97°8°. Pulse at 5, 118. 

1876, Jan. 3rd.—Patient anys up. Appetite very good. 
Bowels open. 

5 th.—Has gone home to-day. 

June 12th——The tumour remains as when last examined 
on December 31st. No fluctuation perceptible ; no increase 
in size. 

The result in this case was most satisfactory, and far ex- 
ceeded my anticipations. I was led to the adoption of the 
method of treatment by injection on seeing the character of 
the cyst contents, by my experience in a case of large pelvic 
abscess, which, although the pus was of the most abominably 
offensive character, closed in the course of a week after it was 
washed out with a weak solution of iodine. I tapped the 
abscess—left retro-uterine—per vaginam with a long curved 
trocar and canula. As soon as the pus, amounting to about 
ten ounces, had ceased to flow, I introduced a No. 5 catheter, 
attached to a Higginson’s syringe, and injected the iodine 
solution, until the return stream ceased to contain pus, using 
about a pint. I then removed the canula, leaving the 
catheter, which was left in for about six hours. There being 
then scarcely any discharge, it was removed. No discharge 
appeared after that, and in a week the patient was about her 
room, I did not, however, anticipate such a result here, and 
the tapping was rather intended as a preliminary step to the 
radical operation, From the presence of air in the cyst it 
was thought that the fluid must be putrid; and this was a 
natural conclusion from the symptoms and physical signs. 
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This case illustrates one of the dangers to which a patient 
is exposed when, already the subject of an ovarian tumour, 
she has to go through the process of delivery. The great 
argument in favour of the radical operation in the pregnant 
state is the liability of rupture of the ovarian tumour in the 
throes of labour, and the argument is greatly strengthened 
by Mr. Spencer Wells’s magnificent results under these cir- 
cumstances, This case illustrates another danger, arising 
from the pressure to which the tumour is subjected during 
the throes of labour, short of producing rupture, but leading 
to inflammatory action. In determining the question of 
operation during pregnancy the size and nature of the tumour 
(especially as to its rapidity of growth) must be taken into 
consideration. A rapidly-growing tumour would necessarily 
call for the radical treatment more urgently than one of slow 
growth. Each case, however, must be treated on its merits. 


—— 





General Correspondence. 
(To the Editor of “* The Obstetrical Fournal.”) 


Sir,—In the last number of your Journal received, I find 
the record of two very bold and novel operations reported by 
Professor Trenholme, of Montreal. Conscious of the fact 
that these operations must shock the conservatism of the 
British profession, and bring obloquy upon the innocent head 
of Professor Trenholme, it is but bare justice to him that I 
should suitably acknowledge his magnanimity in assuming 
the whole responsibility when he might so easily have 
escaped—in part, at least—by putting the onus upon an 
obscure American, so little known in Great Britain as scarcely 
to be damaged thereby. 

I write from no personal feeling with regard to Professor 
Trenholme, but solely because I esteem it my duty to call 
attention to the question of priority in this operation, 

Liam orcs 
ROBERT BATTEY, 
Rome, Geo., U.S.A. 
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OBSTETRICAIM SOS br ys OY. LON dca. 
Meeting, February 7th, 1877. 
CHARLES WEsT, M.D., F.R.C.P., President, in the Chair. 


THE following gentlemen were elected Fellows of the Society :— 
Nathaniel H. Clifton, F.R.C.S., James Crawford, L.K.Q.C.P.I. (Seven- 
oaks), Samuel H. Dawson, M.D., James Ford, M.D. (Eltham), 
Samuel Johnson, M.D. (Stoke-upon-Trent), and George Walker, 
L.R:GiP: . 

Professor Stoltz, M.D. (Nancy), and Prof. E. Randolph Peaslee, 
M.D. (New York), were elected Honorary Fellows; and William 
Goodell, M.D. (Philadelphia), and Horatio Storer, M.D. (Boston, 
Mass.), were elected corresponding Fellows of the Society. 





Dr. PaLFrey showed a monster with two heads, three arms, one 
trunk and pair of lower extremities. The heads were nearly on a 
level, and the two passed through the vaginal outlet at the same 
time. 

Dr. PRIESTLEY asked what amount of traction was necessary to 
effect delivery, what degree of laceration was caused, and what was 
the state of the mother afterwards. 

Dr. ‘TIPPLE, who attended the case, said that the foetus presented 
by the breech; the trunk had to be eviscerated before it could be 
drawn down. The arms were extended over the head, and gave 
much trouble. In bringing down the second, a third arm was dis- 
covered, and the unusual nature of the case became manifest. Even- 
tually the forceps were applied over both the heads together, and 
they came through the pelvis nearly side by side. No laceration 
took place, but the woman had metritis and local peritonitis, and a 
large ulcer formed behind the left iliac crest. This was her eighth 
delivery, and she was originally in the charge of a midwife more than 
eighty years old. 

Dr PLayralr said that in his paper on the subject he had clas- 
sified thirty or forty cases of monstrosity. This variety was said to 
be the rarest. In all of the three or four cases resembling this col- 
lected by him, one head had presented, and been delivered first, then. 
the body had been evolved, and finally the second head. He thought 
that in this instance, although it was not observed, one head must 
have preceded, and have become fitted into the hollow formed by 
the neck of the other. 7 

Dr. BaRnEs said that, on examining the specimen, it was evident 
that the larger head was slightly lower, in reference to the axis of the 
foetus, and fitted into a concavity in the other head hollowed out by 
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pressure. It was therefore clear that the two heads had been jammed 
together in the pelvis in great degree, although their greatest diameters 
had not been at the same level. 

Dr. RoGERs thought it clear that the heads had come down to- 
gether. , 

Dr. GraILy HeEwirT said it was evident that one head was deci- 
dedly lower than the other. 

The PRESIDENT referred the specimen to Dr. Haves and Dr. 
PLAYFAIR for report. 





Dr. Gopson showed a foetus at full term of which he had delivered 
a woman suffering from extensive epithelioma of the cervix. The 
patient was seen before the commencement of labour, and it was 
decided to deliver fer vias naturales, in preference to Ceesarian 
section, as affording a better chance of recovery to the mother. 
She had been at the City of London Lying-in Hospital, under the 
care of Dr. Burchell, but on account of the danger to the other 
patients from the fcetor of the discharges, she was removed to St. 
Bartholomew’s. The malignant mass was chiefly at the anterior 
portion of the os; the os itself was high up and difficult to reach. 
At the commencement of labour pains it was found to be partially 
dilated, the head in the first position, the membranes unruptured. 
By means of a Barnes’ bag of the largest size, the os was dilated suf- 
ficiently to admit the hand, and version was performed. As it was 
difficult to bring the breech through, the second foot was brought 
down. There was much difficulty with the arms and head, the face 
being directed towards the symphysis pubis, where the greatest 
amount of deposit existed. The occiput was then perforated, and 
Dr. Braxton Hicks’ cephalotribe applied. By this means the head 
was so completely crushed up, that it was expelied by the uterine 
efforts, without any traction being made. The placenta soon fol- 
lowed. ‘The operation had lasted an hour and a half, the patient 
being under the influence of ether. ‘The placenta seemed unhealthy, 
and he was in doubt whether it contained cancer cells. No micro- 
scopic examination had yet been made. The temperature since the 
operation (four days ago) had been variable, and no very severe 
symptoms had yet made their appearance. iyo 

Dr. Epis said that in a similar case he had succeeded in delivering 
with forceps. He now thought that where two-thirds of the os were 
involved in disease, Czesarian section ought to be performed. The 
mother was doomed in any case, and the life of the infant was the 
most important. The risk to the mother herself would also be no 
greater. 





Dr. Herwoop Smiru showed three new points for Paquelin’s 
benzoline cautery, made by Meyer and Meltzer. The first was a 
fine point, used by Mr. Reeves for the cure of heemorrhoidal tumours 
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by puncture; the second resembled a uterine sound ; the third was 
a small button for application to the cervix in endocervicitis. He 
showed also a new abdominal belt from America, sold by Bailey, of 
Oxford Street. The peculiarity of the belt consisted of two slits to 
embrace the crista ilii, and prevent the tendency such belts generally 
had to ruck up. The bands to go under the legs were of washed 
leather, and would readily wash. Dr. Smith showed also a portable 
folding pelvimeter, made by Messrs. Meyer and Meltzer, from a 
pattern received from Russia. It was intended for both external and 
internal measurement, the arms being crossed in the reverse direction 
in the latter case. 

The PRESIDENT said that the instrument was very ingenious, but 
not new. He had seen a similar one long ago in the Lying-in Hos- 
pital at Bonn. He believed it was the invention of Professor Ritzen, 
of Giessen, the author of many obstetrical contrivances. 

The PrestpentT then delivered the following Inaugural Ad- 
dress :— 

GENTLEMEN,—My first duty on taking this chair, in which your 
kindness has placed me, is to return you my most sincere thanks for 
this most unexpected—I must say, most unmerited—honour. 

To be chosen to preside over a Society such as this, may well be 
looked forward to as the reward of years of devotion to its interests, 
and of labour to promote its objects. But I had no such claims to 
urge ; and when, some years since, you conferred on me the distinc- 
tion of making me one of your Honorary Fellows, you had more than 
overpaid the value of any work done by me in those departments of 
our art which this Society especially cultivates. 

The terms in which your late President has spoken of me, kind 
and generous as they were, have but added to the difficulties which I 
feel in entering on my new duties. I dread lest I should fail to come 
up to the standard by which your too partial judgment has measured 
me, and from my schoolboy days the words are ringing in my ears, 
spoken concerning one of old, who “major privato visus, dum 
privatus fuit, et omni consensu capax imperil, nisi imperasset.” 

Hoping to avoid this censure, and striving how best to doit, I have 
cast about in my own mind to discover what special reason may have 
influenced your choice, and how I may best prove worthy of itil 
imagine that I have found your reason in this ; that accident having 
placed me for some years just outside the path i in which your mem- 
bers tread, I may, perhaps, be of use by helping to prevent a special 
society becoming too special, and by endeavouring to tie more firmly 
the threefold cord by which medicine, surgery, and obstetrics should 
be bound together, so as to perfect, as far as may be, that art of heal- 
ing to which, in its widest sense, we have all devoted ourselves. 

With this idea I have carefully gone through the seventeen 
volumes of your “Transactions.” I trust that you will not consider it 
an impertinence if I say how much I have been struck with the num- 
ber and value of the communications which they contain on subjects 
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strictly connected with obstetrics. The induction of premature 
labour, the indications for the use of instruments, the evils of procras- 
tination, the substitution of the cephalotribe in some instances for the 
ordinary craniotomy instruments, the management of the various forms 
of uterine hemorrhage, are but a few of the important topics to the 
elucidation of which large experience, careful observation, and much 
critical acuteness have co-operated. 
- Nor have the diseases, either, of pregnancy and the puerperal 
state been passed unnoticed ; and I cannot refrain from a reference 
to the valuable essay of one of your former presidents on “ Puerperal 
Disease,” or to the debate on Puerperal Fever, which, under the able 
control of my predecessor in this chair, showed where our know- 
ledge wanted in precision, and cleared the way for future progress. 

I observe that my friend Dr. Murchison, on taking the chair of 
the Pathological Society, offered some suggestions with reference to 
its future work. May I, without offence, venture to do the same? 
This Society was instituted “for the promotion of knowledge in all 
that relates to obstetrics and to the diseases of women and children.” 
The first part of this programme has been excellently well fulfilled. 
We might, perhaps, do well to devote more time to the second’ and 
third. I find that of sixty-three papers (I do not speak of short con- 
tributions, often, indeed, of much value), forty-one are devoted to ob- 
stetrics strictly speaking, or to the disorders of the pregnant or puer- 
peral state, fourteen to the diseases of the non-parturient woman, and 
eight to those of children. 

Of the papers devoted to the diseases of women, all, I think, with- 
out exception, concern the local diseases of the sexual organs; and, 
most important though they are, I think our view should embrace a 
wider horizon. And I confess that I almost begrudge the College of 
Physicians Dr. Braxton Hicks’s Croonian Lectures “On the Dif- 
ference between the Sexes in relation to the Aspect and Treatment 
of Diseases.” 

Their title seems to me to indicate the exact position which the 
members of this Society should endeavour to secure for it,—not that 
of mere specialists who have cantoned out for themselves a little pro- 
vince in the scientific world, beyond which they do not care to travel, 
fancying themselves in an intellectual Goshen, and that they always 
have light in their dwellings while all is dark around ; but rather that 
of sound physicians and able surgeons, who for the public good have 
superadded to their general knowledge a particular acquaintance with 
certain departments of our art. 

And here, gentlemen, I purposed ending what I have to say, 
thinking that I should be better able to counsel when I had had 
more experience as your President, and doubting how far one who 
for many years has given up the practice of obstetrics could safely 
venture on criticism. 

But some of my friends tell me that you desire to hear me say 
frankly what strikes me as an outsider (if I may so call myself) ; and 
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they assure me—of what, indeed, I need no assurance to be convinced 
of—that you will receive what I say with all kindness and indul- 
gence. 

First, then, it seems to me worth considering whether, in the 
interests of the public, and of the poor in particular, this Society 
should not attempt more than it has hitherto attempted to insure the 
better education of women practising as midwives. I am aware that 
occasional examinations are held by a committee of this Society, 
composed of men whose reputation would gain nothing by my praise; 
but I also know that the number of candidates is very small, and the 
practical result of the action of the Examining Board is inappreciable. 
I think if we have (as has been the case during the past few years) 
only some five or six candidates to examine annually, we should 
either renounce a futile endeavour, or else take steps to bring that 
endeavour to a real fulfilment. 

If the latter course should be determined on, I would submit for 
the consideration of the Council and of the Society at large, whether 
we should not request the members of the Examining Boards for 
Midwives to obtain from France, Germany, and elsewhere on the 
Continent, the regulations by which the Governments of these 
countries provide for the proper education of midwives, and an- 
account of the examinations by which their qualifications are tested ; 
and that we should then draw up a well-considered scheme adapted 
to the peculiar requirements of this country. In doing this we should, 
I doubt not, be greatly helped by addressing a circular to the Fellows 
of this Society through the country, some of whom living in rural, 
others in urban districts, would be able to inform us as to the special 
want in their neighbourhood, and as to the best means by which, 
without putting the poor women to needless expense, their proper 
education could be insured, and their fitness tested. If we think the 
object worth striving for, it is clear that we can obtain the concurrence 
of the authorities only by submitting to them a carefully digested. 
plan, and that we neither can nor ought to expect to gain anything 
by asking them to do a something, we know not rightly what. 

Next as to the promotion of the special objects of the Society. I 
do not know to what extent the labours of the Committee on Trans- 
fusion will be interfered with by the law relating to vivisection, which 
may interfere with the experiments they were anxious to have carried 
out. I doubt not, however, that their past labours have added much 
to our knowledge, and that, coupled with the exhaustive work on the 
subject by M. Oré, they have placed us, with reference to this great 
remedial measure, ‘‘ Sacra Ancora Vite,” when life would otherwise 
make shipwreck, in a very different position from that in which we 
were before. 

I have just learnt with much pleasure that the important question 
of the comparative advantages of the rare and the frequent use of the 
forceps in obstetric practice will be brought before the Society at 
an early meeting. The question is one, however, which statistics 
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alone will never settle ; for what conclusion can we draw from facts 
such as that Dr. Collins, of Dublin, applied the forceps once in 600 
labours, and the late Professor Stein, of Marburg, once in five and a 
half? Dr. Braxton Hicks and the late lamented Dr. Phillips have 
shown in their valuable papers in vol. xiii. of your “ Transactions,” 
the unavoidable sources of error attaching to the statistics of instru- 
mental labours, and which vitiate their results far more than the 
statistics of the capital operations of surgery are vitiated by any 
similar causes. 

We shall be glad of any new light thrown upon the subject, but I 
doubt whether we shall advance in certainty much beyond the point 
to which the wise and weighty words of your late President would 
lead us. I have as little doubt as he that the aggregate of mischief 
done in obstetric practice by idle waiting ‘ to see what will come of 
it” is far greater than that wrought by the premature, or even need- 
less, use of instruments. At the same time, there is one point on 
which I think it impossible to insist too strongly. Instruments are 
to be used and operations resorted to exclusively for the sake of the 
patient and her child—never for the sake of the doctor. And yet I 
have in years gone by heard men say—J could not wait any longer ; 
I had this to do, or that, and so I put on the forceps, and got the 
case over. I envy little his feelings, if, as must sometimes happen, 
even with small fault of his, the patient does badly, and his forceps 
case leaves a home desolate and children motherless. 

The interesting question of the production of albuminuria by puer- 
peral convulsions, as well as of puerperal convulsions by albuminous 
urine, is well worth a more minute examination. I have no doubt of 
the fact, and have seen it illustrated in the convulsions of children. 
But both that question and the whole subject of convulsions in the 
parturient and puerperal woman need further study, for we all must 
feel that the last word has not yet been said about either their patho- 
logy or their therapeutics. 

As I have already ventured to observe, in the department of the 
diseases of women the local ailments of the sexual organs and their 
local treatment have received almost exclusive attention, if I except 
the valuable essay ‘‘On Chorea in Pregnancy” by Dr. Barnes. 

Now, it may be perfectly true, as an old writer has said, “ Propter 
uterum mulier est quod est ;” but, to read the aphorism mghtly, we 
must take the word in the wider sense as expressive of the pecu- 
liarities of the one sex as distinguished from the other—peculiarities 
which show themselves long before puberty has arrived, and which 
continue after the period of sexual vigour has long passed : hysteria, 
epilepsy, spinal hyperzsthesia, the whole tribe of disorders of the 
nervous system, are vastly more frequent at all ages in the woman 
than in the man. 

A similar class of ailments prevails during dentition in both sexes ; 
but as in the child they depend upon causes far more deeply seated 
than the local irritation of a tooth which vainly strives to pierce the 
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gum, and which the gum-lancet would relieve, so the source of 
these and other disorders of the female system is far more complex 
than a mere displacement of the uterus or a change in its form, or an 
abrasion of the edges of its orifice. Ne one can doubt this who 
has seen, as we all have, the woman following some form of hard 
bodily labour with a procident uterus, or seeking to marry with 
advanced ulcerated carcinoma, or deluding herself with hopes of 
pregnancy with a large uterine fibroid or well-marked ovarian dropsy. 
‘** Es ist ihr ewig Weh und Ach, 

So tausendfach, 

Aus einem Punkte zu curiren”’ 
was indeed the advice of Mephistopheles to the student ; and its 
adoption would at least wonderfully simplify both our pathology and 
our therapeutics. 

But I demur to this teaching, and to the practice to which it would 
lead. We are physicians first,—then specialists ; and in any case it 
should be only when the general knowledge of medicine, acquired in 
the hospital or at the bedside of other patients, fails to solve the 
question of the nature or the treatment of an illness that we call in 
our special knowledge, and inquire whether in the local condition of 
the womb there is that which would explain the symptoms, .and 
whether by local medication we can expect to bring about their cure. 

And it is just because we are in danger of exaggerating the im- 
portance of that special knowledge, the value of that special skill, 
which other members of our profession either do not possess, or 
possess in a much smaller degree than we do, that I am so anxious, 
both for the growth of our own moral and mental stature, as well as 
for the progress of our art, that we should not give ourselves up to 
mere detail, however interesting or important, as.to lose sight of the 
broad principles of medicine and surgery. 

This risk with some of us is very great. I have often felt that I 
would give almost anything for a six months’ clinical clerkship and 
dressership in one of our general hospitals ; or for the same time to 
spend in looking after what is called general practice,—which, if 
rightly used, is the most improving of all schools, since in it there is 
an increasing demand, not for one kind of knowledge, but for all. 

Happily, within certain limits, this Society gives us the means of 
keeping the broad principles of medicine—the science and the art— 
constantly before us; for we can lose sight neither of the one nor of 
the other in the study of the diseases of children. I trust, therefore, 
that some, especially of our younger members (for with them the 

maintenance of the larger views is for their own sake the more im- 
portant, while their mind has not yet crystallised into unchanging 
forms), will turn their attention, for our sakes and for theirs, to a field 
which this Society has hitherto so little cultivated, but which yields 
indirectly as well as directly so rich a harvest. 

To sum up all, gentlemen, I am anxious that we should not work 
in the spirit of the ancient guilds, which fostered technical skill 
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indeed, but within certain very narrow limits, beyond which they had 
no ambition, no sympathy. I am anxious that we should feel our- 
selves citizens of one large commonwealth; or perhaps, rather, 
soldiers in one vast army. We have all learnt our drill; we are all 
fit to take our place in the ranks ; our aim is single; but one is the 
more skilful engineer, one the better trained artillerist. 

You have chosen me to lead for a year or two your arm of the 
Service. May I prove worthy of your choice. 


Two Cases of Inversio Uteri. 
By R. Hickman, M.R.C.S., Newbury. 


Both cases were attended by midwives, and the cause of the inver- 
sion in each case is uncertain. In both cases the uterus was readily 
returned to its normal position. In one the woman did well; in 
the second the patient died soon after reduction. In the first case 
the inversion had existed about twenty minutes, and the uterus 
went back at the second attempt. Inthe second a number of women 
had been drinking together, and no clear history could be obtained. 
The woman was collapsed when first seen, the placenta being still 
attached to the inverted uterus. It was peeled off, and the uterus 
replaced, but death took place almost immediately. An inquest was 
held, but the midwife was acquitted. 


Spontaneous Inversion of the Uterus. 
By H. R. Etxrincton, M.D., Brockville, Ontario, 


Labour was natural. On the third day the uterus became sud- 
denly inverted, owing apparently to the exhibition of a large dose of 
castor oil by thé nurse. It was easily reduced, and the patient did 
well. The author thought that unequally distributed pressure on the 
fundus of the uterus, after expulsion of the placenta, occasionally gave 
rise to partial inversion. 


' 





Cases of Inversio Utert. 
By CLEMENT Gopson, M.D. 


A patient, thirty-one years of age, had an easy labour with her first 
child two years and a half ago. From that time she felt a lump in 
the vagina, which appeared to be lower during the menstrual epochs. 
She was very weak and anemic. Qn examination the uterus was 
found to be inverted. Dr. Greenhalgh and Dr. Godson made four 
different attempts at reduction by taxis, but without success. A plug 
of glycerine of tannin and an air-ball pessary were introduced into 
the vagina with a view to gradual reduction ; but they had to be 
given up, owing to profuse hemorrhage and the impossibility of 
keeping the air-ball pessary 10 place. Finally the uterus was removed 
by the chain écraseur. The patient lost but little blood, got up on 
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the fourteenth day, and made a rapid recovery. She is now able to 
do household work, and walk long distances. Another patient had 
had a long and difficult labour two years anda half ago. ‘The labour 
lasted three days, and it was followed by hemorrhage, and much dif- 
ficulty in removing the placenta. Part of the placenta was removed 
several days after delivery. She was in the hospital some months 
afterwards, and fruitless attempts were made at reduction. Frequent 
hemorrhage had continued during the interval of a year and a half up 
to her readmission. Vaginal dilators were applied daily for some 
time, and attempts at reduction made without success. Dr. Hicks’ 
apparatus was then tried for a month without effect. Iodised cotton 
and glycerine were then used for two weeks, and afterwards tannin and 
glycerine. Owing to the persistence of the hemorrhage, and the 
gradually increasing exhaustion consequent on it, amputation was 
decided on. This was done by the chain écraseur without loss of 
blood, two minutes being allowed between each turn of the handle. 
The patient made a good recovery. 


On a Case of Inversion of the Uterus. 
By Heywoop SMITH, M.A., M.D. 


The patient, aged thirty, was delivered of her first child by forceps 
three months before. The placenta was removed with some force. 
The bowels remained unrelieved for eleven days. An enema was 
administered, and during the straining which followed the womb 
appeared to have become inverted. ‘The mass was returned, but 
probably only into the vagina. From that time she had a more or 
less constant sanguineous discharge. On examination the uterus 
was found inverted, the orifices of the oviducts being felt. 

After a fruitless attempt at reduction under chloroform at her home | 
in Devonshire, the patient came to London, and was admitted into 
the Hospital for Women. It was observed that at the menstrual 
period the blood covered the whole inverted surface. It quickly 
returned after wiping, and produced a thin sheet of clot. 

The patient was again put under the influence of chloroform, and 
reduction was attempted in the way generally recommended, by con- 
striction at the neck of the uterus and pressure at the point of flexion. 
Pressure was then made on the fundus, while counter-pressure was 
exercised above the pubes; but, although a deep depression was 
made by this means, it failed of success. The whole organ was then 
pressed so as to squeeze the blood out of it, and the tip of the finger 
was passed into the right oviduct. Reinvagination commenced under 
the tip of the finger, and in a short time the uterus was restored to its 
position. The patient made a good recovery. The author was of 
opinion that the only rational method of reduction is to begin at the 
insertion of an oviduct, the walls of the uterus being thinnest at this 
point. He had thought himself original in this method until he 
found that it was described by Dr. Noeggerath. 
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Case of Inversion of the Uterus. 
By W. H. MABERLEy, M.D. 


The patient, aged twenty-one, had had one child. The labour was 
easy, but was followed by profuse hemorrhage, the placenta having 
been removed by the attendant. This was arrested by cold water, 
and no further vaginal examination made. Thechild died at the age 
of seven weeks, and the mother suffered severe menorrhagia. Five 
months after a pear-shaped body was found in the vagina, and recog- 
nised as the inverted uterus, the fundus being absent from its normal 
p@sition. The sound passed three-quarters of an inch all round. An 
attempt at reduction was made by Dr. Greenhalgh, under ether, counter- 
pressure being applied to the abdomen. After this had been continued 
twenty minutes, considerable laceration of the left vaginal wall was 
produced. On a later occasion the uterus was cooled by ether spray, 
in the hope of diminishing its size, but in vain. The uterus became 
somewhat prolapsed at menstrual periods, and it was necessary then 
to plug the vagina with styptics. 

Two further attempts at reduction were made by Drs. Greenhalgh 
and Godson, but without success. ‘The uterus was removed by the 
chain écraseur by Dr. Godson, the chain being tightened very slowly. 
The night after the operation profuse hzemorrhage took place, which 
was arrested by the application of ice to the abdomen and vagina 
after it had continued five hours. Recovery was slow, and some 
hemorrhage recurred fortwo days more. Eventually a protrusion was 
felt in the vagina, resembling the normal vaginal cervix and os. 

Dr. Heywoop SmirH asked what method of manipulation was 
adopted by Dr. Godson. . 

Dr. Gopson said that general pressure was first used to expel the 
blood from the organ, and then pressure on one spot by the thumb, 
in a way similar to that described by Dr. H. Smith. In one case the 
orifices of the oviducts could not be found, in the others they were 
extremely small. 

Dr. AVELING thought in returning inverted uteri, it was a point of 
great importance what part of the fundus should receive the upward 
pressure. He had, in a case of only ten days’ standing, been unable 
to force the fundus through the cervix, until that portion which corre- 
sponded with the insertion of the F allopian tube was specially selected 
for pressure. 

Dr. Braxton Hicks said the difficulty lay in the fact that the 
uterus was in most chronic cases shrunken and small, and its tissue 
being so dense that it was not possible to indent it. Sudden reduc- 
tion was not free from danger, for he had seen collapse take place 
while pressure was being made, respiration being arrested for three 
minutes, and only restored at last by faradisation. He thought the 
slow method of reduction the best. 

Dr. RoperT BARNEs said that recent cases could be reduced by 
the hand. It was advisable to swab the interior of the uterus after- 
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wards with a styptic. He defined cases of inversion as being chronic 
when the involution of the uterus had become complete. -In such 
cases the tide had turned in favour of the attempt at reduction ever 
since Dr. Tyler Smith’s proposal of elastic pressure. ‘This was pre- 
ferable to the other method which had been described to-night, which 
he would name the violent and brutal taxis, although it might be 
skilful. But the uterus was sometimes almost torn away by it, and 
we had heard of laceration of the vagina in one case to-night. It 
must, therefore, be regarded as dangerous. Amputation was a remedy 
of doubtful efficacy. It involved some danger to life, was a mutilation 
of the woman, and should only be regarded as a dernier ressort. Elastic 
pressure was very sucessful, and its success justified more persistent 
and skilful attempts than are generally made. It was not sufficient 
to put an air-bag in the vagina. A pad on the perineum might do 
something to help, but it was far better to mount the bag on a stem 
like that of the cup and stem pessary, making counter-pressure on the 
abdomen. If this fails, the constricting part of the external os should 
be nicked and elastic pressure again applied. This had been success- 
ful in his hands in two cases, and he believed it would succeed almost 
always. Sir J. Simpson once suggested at the Medico-Chirurgical 
Society that gastrotomy should be performed, and this had since been 
carried out by Professor Thomas and others. It seemed rather a 
desperate measure. 

Dr. Hicks said that he had suggested another plan, to stretch out 
the vagina by an elastic ring pessary, keeping an air-ball applied at 
the same time. 

Dr. StorER of Boston said that in America the inverted uterus 
was looked upon, not as a fibroid or a polypus—the removal of 
which, if possible, was a duty—but as an important part of the body 
to be replaced and preserved, and that operations for its removal were 
had recourse to only when cure had proved impossible. Dr. Storer 
thought that Dr. Thomas’s operation—dilatation of the cervical ring 
from above after abdominal section—had proved based on sound 
reasoning, and Emmet’s employment of metallic sutures to preserve 
the gain obtained at one operation for the following one, and render 
it possible to complete the operation successfully. Inversion 1s 
occasionally complicated by the presence of a fibroid. ‘This fact 
throws some light on the causation of inversion otherwise doubtful. 
In one such case he had himself been obliged to resort to amputation. 
But he had known cases of inversion restored after twelve, fifteen, 
or more years, and others of long-standing in which pregnancy had 
followed the restoration. When a fibroid was present, uterine con- 
tractions after labour would be almost necessarily irregular, and might 
force the fundus downward. 

Dr. Enis called attention to the comparative frequency of cases of 
inversion. Judging from the cases recorded, this greater frequency 
is comparatively of recent date. He thought this was probably due 
to the employment of too much or of ill-directed force in the expul- 
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sion of the placenta, according to the method of Crédé, now so 
commonly adopted. The treatment would vary according to the 
length of time which had elapsed since the inversion took place, and 
other circumstances; but amputation should only be done as a 
dernier ressort when all other means had failed. 

Dr. HEywoop SmIru referred to case of inversion of eighteen 
months’ standing restored by his father. The instrument used was 
a screw dilator, having semicircular plates at the end of the blades. 
The patient had since had two children, and each time the placenta 
was adherent, thus showing the probable cause of the former in- 
vérsion. 

Dr. Gopson said that it was not a common thing to amputate an 
inverted uterus at St. Bartholemew’s. The cases recorded were 
selected out of several, taxis having succeeded in the others. 


OBSTETRICAL SOCIETY OF EDINBURGH. 


Meeting, November 22nd, 1876. 
_ ProFressor Simpson, President, in the Chair. 





Dr. MatrHEews DuNCAN read a paper on a case of so-called. torsion 
of the cord, and showed a preparation of the cord in illustration. 

L. S., age twenty, unmarried, admitted to the Royal Maternity 
Hospital, roth October, 1876, stated that she last menstruated in 
the end of April ; had not felt life for a week previous to admission ; 
and had been ill since the evening of the 8th. 

Her face and body were studded with syphilitic maculz, which, 
she said, appeared during the third month of her pregnancy. On 
the vulva were three sores in process of healing. The throat was 
healthy. 

At 11.45 on roth October, the os admitted the finger-tip, but was 
somewhat rigid. The foetal heart could not be detected. 

At 1.30 A.M. on 11th, the child was born; it presented the breech, 
and appeared to have been dead about a week. The cord at the 
umbilicus was twisted not more than one anda half times upon itself, 
and atrophied. Around the umbilicus was an irregular reddish-brown 
discoloration, extending chiefly upwards and to the right. ‘The 
placenta was apparently healthy, as were the cord and its vessels. 
The umbilical vein was in parts thrombosed. The liver, spleen, and 
thymus gland showed no evidence of disease. ‘The bones, and more 
particularly the femora, showed a morbid condition of the ends of 
the shafts, and of the adjacent cartilages. ‘a 

The atrophied portion of cord in this case began at the umbilicus, 
and extended for a quarter of an inch of the length of the cord. 
The vessels leading to and from the atrophied portion were dis- 
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sected by Mr. Graham, and found healthy. Around the insertion of 
the cord the skin of the abdomen was diseased, the affection having 
probably been inflammatory. The twisting of the cord at the affected 
part was certainly not more than one and a half turn, 

Dr. MarrHews Duncan could not regard torsion as the cause of 
the atrophy of the cord and obliteration of the vessels, but considered 
the atrophy the paramount lesion. The rest of the cord showed no 
sign of twisting, and even the affected part was very little twisted, 
although at first sight it had the appearance of being considerably so. 

Dr. KEILLeR asked if Dr. Duncan had brought forward the case 
as an evidence that torsion could not cause the death of the child. 
He thought it was important to consider twists anatomically. 
Twisting of the cord in many cases was not so great as it appeared 
to be. He had seen cases of death of the child from twisting inde- 
pendently of disease. 

Professor Simpson asked Dr. Duncan the length of the cord, 
because he had found that in cases of true torsion the cord was 
usually of more than average length, and he thought the case narrated 
by Dr. Duncan interesting as bearing on the observation made by 
Virchow and Mr. Lawson Tait as to the existence of small capillaries 
in the umbilical extremity of the cord. These were regarded as 
playing an important part in the nutrition of the cord, and it was 
important to remark that, in this case of atrophy, there had been a 
diseased condition of the skin around the umbilicus. 


Dr. MILNE read a paper on post-partum hemorrhage, with cases ; 
and reference to the revival of old errors as to causation. In reply 
to a question from Dr. Bruce, Dr. Milne stated that the tampon he 
used was a sponge inserted into the os uteri. 

Dr. MattrHEws DuncaAN thought it certain that Gooch was wrong 
in stating that a contracted uterus might bleed. The case which 
Gooch gave was not reliable. Gooch was correct in saying that a 
relaxed uterus did not always bleed. The difficult point in the 
pathology of bleeding was one on which he and others had made 
observations. He referred more particularly to the retentive power 
of the abdomen, and the relation of the blood-pressure in connexion 
with it. The question was, what is the cause of the varying amount 
of blood-pressure in different individuals? In relation to this, he 
referred to the fact that, in cases of amputation of a limb, the veins 
did not usually bleed, and yet from a small opening in a varicose 
vein a woman might bleed to death. In his opinion, the difference 
depended on some morbid relation of blood-pressure in the vessels. 
In regard to sponge-plugging in post-partum hemorrhage, he did not 
approve of it. 

Dr. MacraE had heard Dr. Milne’s paper with pleasure, and in 
regard to most points he agreed with him. He was at one with 
Dr. Matthews Duncan in considering the importance of taking into 
account the effects of blood-pressure as a cause of hemorrhage. He 
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referred to cases he had met with in which apparently a loaded colon 
had been a fruitful predisposing cause of bleeding ; also a congested 
liver, as evidenced by signs of enlargement of the organ, which had 
been relieved by calomel and podophyllin. He had lately found 
benefit in cases of post-partum bleeding from the use of a new 
preparation of ergot and ammonia. 

_ Dr. KEILLER considered the paper an important one. Inexpe- 
rienced practitioners often thought a case one of hemorrhage, when, 
in reality, it was not by any means so serious as was supposed. He 
was of opinion that in many cases patience and non-interference 
were necessary. In practice it was sometimes difficult to ascertain 
if the uterus was really contracted. He alluded to the value of com- 
pressing the uterus from above, and he rather avoided putting his 
hand into the uterus, but kept it in the vagina outside, spreading out 
his fingers around the cervix, and compressing the walls of the uterus. 
He did not approve of plugging or injections. We were not to judge 
by the actual amount of blood lost, but rather by its effect on the 
patient. 

Dr. Bruce referred to several of the predisposing causes of hamor- 
rhage, more especially that of allowing the labour to go on too long 
without interference. This, in his opinion, was a most common 
cause. Another was the removal of the placenta too quickly. In all 
cases he advised delay until the uterus had begun to contract, unless 
this action be too long deferred, or symptoms requiring more imme- 
diate interference should supervene. 

Dr. James CARMICHAEL asked if, in the experience of any of the 
Fellows, the administration of chloroform during labour had tended 
to produce more than usual relaxation of the uterus. after delivery. 
In some cases he had fancied this had been the case. He com- 
mended the practice of Dr. Beatty in recommending that ergot 
should always be given in the second stage when chloroform was 
administered. He referred to a case of post-partum hemorrhage he 
had lately seen, in which ergot and manual compression had failed 
to keep up uterine contraction. In this case he put the baby to the 
breast, and the effect of pulling the nipple was most satisfactory ; 
all bleeding very soon ceased, and the patient, from being in a 
semi-fainting condition, rapidly recovered. He thought this well- 
known hint of nature should not be lost sight of, and that, when 
other means failed, squeezing or pulling and irritating the nipple, 
either artificially or by putting the child to the breast, should be had 
recourse to. 

Dr. Ba.rour asked if any of the Fellows had had fatal cases from 
hzemorrhage in their own practices. _ Dr. Matthews Duncan had not 
had a fatal case in his own practice, but had frequently seen them in 
the practice of others. Dr. Balfour thought the opinion Dr. Matthews 
Duncan had expressed with reference to the analogy between the 
bleeding in cases of amputation and that in the uterus was not 


correct. 
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Dr. RATTRAY mentioned a case of flooding in a case of placenta 
succenturiata. He remarked that Dr. Milne had not made reference 
to the use of the pad. He thought it of great service. Ergot he had 
found of signal advantage lately in a case of hemorrhage. He did 
not approve of plugging ; he had often recourse to the application 
of ice with benefit. 

Dr. JAmEes Younc drew the attention of the Society to a paper in 
the Practitioner, by Dr. Haddon, of Eccles, in which it was stated 
that in no case of hemorrhage did the contraction or relaxation of the 
uterus affect the bleeding. Dr. Young considered, in regard to treat- 
ment, that the means already adopted—viz., pressure externally and 
plugging internally, were quite satisfactory as well as sufficient, and 
that no new method or treatment was required. 

Dr. GorpoN approved of use of the sponge in cases of bleeding 
from lacerations about the os and cervix; and, in connexion with 
this, Dr. Milne observed that he did not introduce the sponge into 
the interior of the uterus. 

Professor Simpson alluded to the frequency of death from hemor- 
thage. He considered the quantity of blood lost a matter of much 
moment. He had seen cases in which the patient was literally 
drained to death. A woman, in his opinion, was always the worse 
for large losses of blood during labour, and her health was often 
seriously affected by it in many ways afterwards. He had lately 
seen a case with Dr Croom, in which the patient was delivered of 
twins, and serious hemorrhage followed ; ergot, ergotin injections, 
and all the usual means had been tried without a satisfactory result. 
After holding the uterus for half an hour the bleeding stopped, but 
the patient never rallied, but died in forty-eight hours. As to causa- 
tion, besides the question of blood-pressure, some importance 
attaches to the site of the insertion of the placenta. When the 
placenta was situated flat on the anterior or posterior wall, the mere 
weight of the uterus acted in assisting to restrain hemorrhage; in 
cases of placenta succenturiata, and in lateral or low insertion, there 
was more likelihood of bleeding. Cold-water injections he had 
found frequently of service. 

Dr. MILNe replied. He was much pleased by the manner in 
which his paper had been received. The discussion had elicited 
very little difference of opinion on the main points ; all, for example, 
were agreed in the essential importance and value of uterine con- 
traction, on which he (Dr. M.) strongly insisted. He was greatly 
gratified by Dr. Duncan’s renewed protest against the absurdity of 
viewing lightly, or even neglecting entirely, the utility of said con- 
traction. His friend Dr. Keiller, whom he highly respected for his 
great practical experience and skill, had referred with condemnation 
to the use of the tampon. Now he (Dr. M.) would join Dr. Keiller 
in condemning it as strongly in the majority of instances, but he had 
not made up his mind to discard it, in those cases, as he said, happily 
rare, where the only alternative was the styptic injection. He had 
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the authority of the President for saying that his uncle, the late 
Sir James Simpson, had in at least one case employed the tampon. 
He would repeat, that it must be carefully and judiciously done, and 
the uterus should be watched well and manipulated externally at 
the same time. If uterine relaxation and expansion took place, then 
it would be our bounden duty to extract the plug at once, and to 
resort, if need be, to the desperate measure of Barnes. 





Meeting, December 13th, 1876. 


Minutes of previous meeting having been read and approved, 

Professor SIMPSON read the following report, drawn up by himself 
and Dr. Finlay, of their visit to the International Medical Congress 
at Philadelphia, as delegates from this Society :— 

“Tn tendering our report of the International Medical Congress at 
Philadelphia, our first duty is to thank the Society for the opportu- 
nity afforded us, as its delegates, of spending a most enjoyable and 
profitable week amongst our American confreéres. 

“The Congress was in every respect a great success. Four hundred 
and forty-seven delegates, as appears from the printed list, came 
together, chiefly from America and Canada, but including representa- 
tives of the profession from every part of the globe. A Commission 
had prepared beforehand an elaborate programme of proceedings, 
which was closely adhered to throughout. Of this we lay a copy 
before the Society, along with a synopsis of the papers read in the 
different sections by special request of the Commission. 

“The meetings were held within the buildings of the University of 
Pennsylvania—a handsome structure, having its main entrance flanked 
by pillars of red granite from Scotland, and presenting in its front 
wall a series of mural tablets chiefly in the form of an ivy leaf. These, 
on closer inspection, were found to be commemorative of the classes 
which have left the University, and at the close of their curriculum 
built in the slab, and at the same time planted an ivy branch, in token 
of their clinging regard for their a/ma mater. 

“ Of the nine sections into which the Congress was broken up and 
dispersed through the different class-rooms we cannot speak in detail. 
The proceedings in the Obstetric section were of great interest. The 
attendance there was always large, and the attention unflagging. Of 
the four subjects which had been chosen for special discussion by the 
Commission, two were obstetrical, and two gynecological. — 

“The question of the Mechanism of Natural and Artificial Labour 
in Narrow Pelves, was introduced by Professor Goodell of Phila- 
delphia. Ae 

“ After defining a narrow pelvis, and describing the more common 
kinds of pelvic deformity, the following topics regarding the mechanism 
of labour were introduced for discussion :— 

“ How does the head enter and pass the brim in the flat pelvis ? 
and how in the generally contracted pelvis? 
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“‘ How does the after-coming head behave in the flat pelvis? and 
how in the generally contracted ? 

‘What effect has instrumental interference on the mechanism of 
labour in such pelves P 

‘“‘ Has turning any mechanical advantage over forceps ? 

“‘ Regarding the mechanism of labour in narrow pelves, to which 
the scope of the paper was strictly limited, the following conclusions 
were reached :— 

“tr, The unaided first-coming head, and the aided after-coming 
head, observe in a flat pelvis precisely the same general law of engage- 
ment and of descent. Hence version here means art f/us nature. 

“2. The forceps, however, applied in a flat pelvis, antagonises 
more or less with the natural mechanism of labour. Hence the forceps 
here means art versus nature. 

‘3. The aided and unaided first-coming head observe in a uni- 
formly narrow pelvis precisely the same laws of engagement and of 
descent. But version violates these laws. Hence the forceps here 
means art f/us nature : version, art versus nature. 

‘“‘4. At or above the brim of a flat pelvis, the fronto-mastoid, or 
even the fronto-occipital application of the forceps, interferes less 
with the moulding of the head, and violates the natural mechanism of 
labour less than the bi-parietal. 

‘5. In the flat pelvis, the vectis aids the natural mechanism of 
labour, and therefore meets the indications better than the forceps. 

“The question of the Nature, Causes, and Prevention of Puerperal 
Fever was introduced by Professor Lusk of New York. He pointed 
out that puerperal fever was a generic term, including different varie- 
ties, which were to be distinguished as (a) non-infectious : (2) infec- 
tious. 

“The non-infectious might result from :— 

“1, Traumatic injuries, 

‘“‘ 2. Old peritoneal adhesions. 

“3. Disregard of hygienic precaution. 

“4. Mental influence. 

“The infectious form he regarded as a septic disease, the poison 
entering the system usually, not necessarily, through local lesions. 

‘“‘ Under this head, the relations of bacteria to puerperal fever, the 
influence of erysipelas, scarlet fever, diphtheria, &c., upon the puer- 
peral state, and the effect of atmospheric influence, were discussed. 

“The causes of the production and spread of the disease were 
illustrated by a large series of elaborate statistics drawn from the 
civil records of New York, and from hospital and private practice ; 
and the essay concluded with practical remarks on the puerperal pro- 
phylaxis. 

“The gynecological subjects were also ably handled. The ques- 
tion of the Causes and Treatment of Non-Puerperal Hzemorrhages 
of the Womb were reported on, as the Americans expressed it, by 
Professor Byford of Chicago, who began by showing that the uterus 
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was prone to hemorrhage because of the conditions connected with 
menstruation, and that the causes of metrorrhagia act by aggravating 
these conditions. ‘These causes he regarded as originating some- 
times in the nervous, and sometimes in the vascular system ; and of 
the latter, some operated by increasing the flow of blood through 
the uterine vessels, and others by retarding the current of blood in 
them. 

“The treatment consists first in removal of the causes ; and, 
secondly, in the use of surgical, mechanical, and medicinal means to 
check the flow. 

“The question of the Treatment of Fibroid Tumours of the Uterus 
was introduced by Dr. Washington L. Atlee, who gave the results of 
his own large and long experience. He divided fibroid tumours into 
two groups, according as they were or were not accompanied by 
hemorrhage. The fibroids usually accompanied with hzemorrhage 
might be found— 


“a. Occupying the vaginal canal, and were to be removed by 
torsion or the écraseur. _ 

““6, In the cavity of the uterus, whence after dilatation of the 
cervix they were to. be removed by the bistoury. 

‘‘c, Submucous and interstitial, when they were best treated by 
administration of ergot, but sometimes required to be attacked with 
the knife. 

“d. Properly interstitial, when the best effects were to be expected 
from ergot and sorbefacients. Under this head also he grouped 
recurrent fibroids. 

“¢ The non-hzemorrhagic fibroids might be (a) interstitial, but sub- 
peritoneal, or (4) sessile peritoneal, or (¢) pedunculated, or (d) 
interstitial cervical, or (e) myomatous or fibro-cystic. Among these 
were found the cases where, from large size and continuous growth 
of the tumour, its removal by the abdominal section was war- 
ranted and required. Ergot had no influence in modifying such 
cases, but he believed in the absorbent influences of muriate of 
ammonia. 

‘We do not attempt to sketch the other papers that were read 
before the section, or the debates, able and animated as they were, 
which followed. We must, however, express our admiration of the 
eloquent Address in Obstetrics, delivered by Professor Parvin of 
Indiana, in which, in opposition to an opinion of Dr. Tyler Smith, he 
claimed for American midwifery affiliation with the midwifery of 
Britain rather than with that of France, and held up ovariotomy and 
the operation for vesico-vaginal fistula as her two noblest offerings to» 
medicine and to humanity. 

“Tt was a cause of much regret to us that we were obliged to leave 
Philadelphia on Friday afternoon, and so were prevented attending 
the closing meetings of the Congress. We gladly seize, therefore, 
this opportunity of stating how heartily we endorse the sentiments of 
admiration, esteem, and gratitude expressed in the address of congra- 
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tulation which was presented in the name of the British delegates by 
Dr. Hare of London, and which runs thus :—‘ The delegates from 
Great Britain to the International Medical Congress of Phildelphia 
beg to congratulate the President and the several Committees on the 
complete success of the Congress, on the high value of the various 
addresses presented to it, and on the forward impulse which it has 
given to the progress of medicine in the widest sense of that word. 
They desire at the same time to express in the strongest and warmest 
terms their sense of, and their thanks for, the unmeasured kindness 
and courtesy, and the unbounded hospitality with which they have 
been received on this Centennial occasion, and to add, that they will 
carry back with them a most grateful recollection of that warm right 
hand of fellowship which has been so warmly extended to them by 
their brethren of the United States.’ 
(Signed) ALEX. R. SIMPSON. 
Wo. FIniay.” 


Professor Stimpson having read the report, explained that he had 
found it impossible to devote a sufficient length of time to this very 
pleasant holiday, and Americanis A mericanior had spent less than a 
week in seeing the New World. He had just been able to see enough 
to tempt him to form a resolution to spend some longer vacation 
there ; and in the meantime he deemed himself happy in having had 
the opportunity of making the personal acquaintance of many men 
whom he had only known before by reputation. Besides, not to 
speak of the great Centennial Exhibition, &c. &c., he had seen a sight 
which was of itself reward enough for having crossed the Atlantic. 
That was a collection of what Hodge used familiarly to call his 
“abortions.” All Fellows of this Society had at times, and some of 
them many times, made use of Hodge’s pessary. But for himself, it 
was not till he saw that collection in Philadelphia that he realised how 
much thought and time her great obstetrician had expended ere he 
discovered the apparently so simple and so widely useful lever pessary. 
For a long time the material of which Hodge had his pessaries made 
was silver-gilt ; and at one time during the American war, when the 
precious metals were scarce, the greater number of the obsolete forms 
were sent to the mint and turned into coin. A sufficient number had 
been retained, however, to show the many various phases of evolution 
through which the pessary had passed ; and often, when some supposed 
new and improved modification of his instrument would be sent to 
him, with a different curve, or crook, or crutch adapted to it, he 
would pass it to his son with the quiet remark, “ Here’s another of 
our old abortions.” 

Dr. Frn.av corroborated what the President had said, and added, 
that the expedition to America was not at all such a formidable under- 
taking as might be supposed, and that he could ensure for any of the 
Fellows who might visit it a very cordial reception. 

Dr. Marruews Duncan proposed that the thanks of the Society 
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be accorded to the delegates who had gone to represent them in the 
International Medical Congress. The motion was seconded by Dr. 
Keiller, and agreed to by the Society, 

Dr. UNDERHILL showed for Dr. Macdonald the placentze from a 
case of triplets. It will be noticed that one of the placentz is com- 
plete in itself, and provided, so far as a hasty inspection can tell us, 
with its membranes complete. The other two have a common chorion 
and amnion, with the placente intimately united, but yet distinctly 
two, as indicated by a line which may be seen both on the feetal and 
maternal aspects. It might safely be assumed that in the latter case 
the children were the product of a single ovum, and agreeably to that 
assumption, according to Hyrtyl’s law, the two children in their 
common sac were similar in size and appearance in every way, only 
that one of them had been dead a day or two. The united weights 
of the children amounted to about 14 lbs., and as there were at least 
3 pints of liquor amnii along with the latter two children, and 1 with 
the first, if we assume the placentz to weigh, with their blood, 2 lbs., 
it follows that the ovum must have weighed at least 20 lbs. The 
patient was greatly distended, and had much cedema of lower limbs, 
but no albuminuria. The children all presented by the head. The 
first stage was very slow and painful, and to save the strength of the 
patient, I removed the first child’s head out of the outlet of the pelvis 
by forceps. I knew then I had to deal with twins at least. The 
patient had no post-partum hemorrhage ; pulse after delivery was 72. 
In the afternoon—she was delivered at 11.30 a.M.—an attack of 
headache with blindness came on,,and an eclampsic seizure followed 
at 9 P.M. Her urine now was albuminous, but cleared in twenty- 
four hours afterwards. She is now doing well. 


Professor Simpson exhibited a preparation from the Maternity 
Hospital, illustrating the death of the child with excessive torsion of 
the umbilical cord. The notes of the labour were taken by Mr. H. 
S. Nelson, House-Surgeon. “J. F., age twenty, admitted 8th 
December, 1876, pregnant for the second time. Her first child was 
born when she was fifteen ; it was alive, and still lives. Her recovery 
was protracted, and for about a year she suffered from severe back- 
ache. Her menstrual periods occurred within the four weeks, tended 
to excess at times, and during the intervals she occasionally suffered 
from leucorrhcea. No history of any specific affection can be elicited. 
Patient states that her last menstruation commenced on the roth of 
March, and ceased on the 14th. She does not recollect when she 
quickened. For a fortnight previous to admission she had not felt 
any movements, The foztal heart could not be detected on auscul- 
tation. At 8 a.M., 8th December, patient awoke, and found a bloody 
discharge coming from the vagina, and a clot was expelled, but she 
felt no pain. She was sent to the Royal Maternity Hospital, and 
"examined at ro. 35, when the discharge of blood was found to be still 
going on. Vaginal examination showed the bag of membranes in 
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the vagina, and visible on separating the labia. Os was fully dilated, 
and the hand presented. At seven minutes to eleven ergotin (10 
mm., Professor Simpson’s formula) was administered hypodermically. 
The membranes ruptured at 11.10, and the right foot protruded. At 
11.30 the child was expelled, and without dividing the cord the 
placenta was expressed. A considerable gush of liquor amnii followed 
the expulsion of the fcetus.” The child, a female, with a harelip and 
split palate, appeared about seven months old, and with the placenta 
weighed 34 lbs. Desquamation of the cuticle had taken place over 
nearly the entire surface of the body, and the bones of the skull were 
becoming lax ; so that it must have been dead for three weeks. It 
measured 134 inches in length. The umbilical cord, which measured 
184 inches in length, was of average thickness in nearly all its extent. 
But the torsion of it was excessive, so that close to the body of the 
foetus it is as narrow as a crowquill; and again at the distance of a 
foot from the umbilicus, the torsion is associated with a narrowing of 
the cord. In the concavity of the helices the connective tissue is 
unusually dense. The relation of the tear in the membranes to the 
placenta shows the low implantation of that organ ; and it is worth 
notice that the cord runs into the placenta close to its margin, but at 
the point in its circumference that had lain highest in the uterine 
cavity. One of the lobules was atrophied. 


Professor Srmpson also showed a preparation illustrative of intra- 
uterine peritonitis in the foetus. The patient who had borne the 
child had the following history, as drawn up by Dr. Mackay, House- 
Surgeon to the Maternity Hospital :—‘‘ A. B., twenty-five years of 
age, second pregnancy, was, after a normal labour, delivered on 4th 
December (4.45 A.M.) of a female child weighing 6 lbs., which only 
lived an hour. The patient, a pale emaciated woman, was found to 
have several discrete condylomata on the nght labium, one on the 
left nympha, and a cluster of large ones on the perineum and right 
verge of the anus. The inguinal, especially on the right side, and 
nuchal glands, were enlarged and indurated. She had a male child 
on roth February, 1874, which died when 1 year and g months of 
age—said to have been born with hemiplegia, and died in convul- 
sions. Patient has been mostly a factory hand, but more lately a 
domestic. 

‘“‘ Present Pregnancy.—She last menstruated in the beginning of 
April, and about the same time, as she avers, had sexual connexion 
for the last time, and with the father of the present child. Since then 
she has been from place to place until she left a Magdalene asylum 
for the poorhouse at the end of August. Not until a fortnight after 
her admission there did she feel anything the matter with her. She 
then complained of pain on micturition, and discovered, so she says, 
several elevated ‘blister-like’ spots on the labia, and a swelling 
within the right one, which gradually increased to the size of a small 
egg, suppurated, burst, and healed along with the spots; no trace, 
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however, can be found of any such abscess. About the same time 
appeared the condylomata on the perineum, which have persisted 
ever since. Her throat and palate also about that period were sore 
and inflamed, so that she had difficulty in speaking and swallowing ; 
the particular character, however, of the throat affection cannot be 
clearly ascertained. She does not remember having felt the inguinal 
glands enlarge, though she felt some uneasiness there about a month 
ago, when also the condylomata reappeared on the labia which are 
now there. About two months ago, the inside of her ears ‘ broke 
out into little sores, and ran matter,’ and several papular spots, the 
- size of a sixpence, appeared on the forehead. These lasted three 
weeks or a month, and have left no trace. She denies having had 
any other skin eruption, and her hair never came out. Apart from 
the history of the syphilitic attack, patient states that ever since the 
beginning of September she has had more or less abdominal pain 
accompanied by constipation and some tympanitis ; and Dr. William. 
son, Leith, who had her under his care in the poorhouse, says that 
he suspected and treated her for some degree of deep-seated perito- 
nitis. ‘These symptoms have now disappeared. With the exception 
of the local affections, she has now no indications of disease, and has 
been making a satisfactory recovery from her labour.” é 

The foetus presented an enlargement of the abdomen, the cavity of 
which was found on section to be distended with fluid of a reddish 
tint. ‘There were traces of inflammatory action over the whole 
peritoneal surface—flakes of lymph lying on the surfaces of the liver, 
spleen, and several of the other viscera. It was interesting to note 
that bands of adhesive matter passed from the fundus uteri to the 
abdominal walls and the lower intestinal coils, which might easily 
have led to permanent displacement if the infant had survived. 


Dr. JaMEs YouNG communicated particulars of a case of early 
viability, by Dr. Porteous, of Pathhead. The child when born was 
six months eight days, or 189 days, old, eleven inches long, weight 
not ascertained ; nails and hair well developed, and lived for thirty- 
five hours. Dr. Young likewise mentioned a case which Dr. Porteous 
had communicated, that of a girl inwhom menstruation had begun at 
the seventh year. The girl’s mother, it was stated, had begun to 
menstruate at eleven years. 

Dr. MILNE remarked that he was at a loss to know how the case 
could be considered one of early viability, as the child died in thirty- 
five hours. 

‘Dr. Witson agreed with Dr. Milne in considering that there was 
nothing unusually peculiar about the case. He had met with many 
instances in which children, quite as premature as this one, had lived 
for many hours. 

Dr. Bruce had a case in which a six-months child lived forty 


hours, and such cases were not uncommon. 
Dr. KErLier would prefer to call the case one of live birth. He 
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had seen similar cases live as long. He recollected a foetus of four 
months that lived a short time, but which, of course, was not 
“viable,” although it was a case of “live birth,” inasmuch as the 
foetus presented certain indications of life after its expulsion. The 
case of Dr. Porteous, although an interesting enough one, was not, 
properly speaking, ‘‘a case of early viability,” which term can only 
be applied to a living child sufficiently developed to be capable of 
continuing to live after its birth. The term vzad/e is often confounded 
with that of “ve birth, which does not necessarily include a child’s 
viability, or power of not only surviving its birth for a limited time, 
but of continuing its existence under ordinary or extraordinary care. 
The questions of “live birth” and “viability” were important, 
especially in a medico-legal point of view. | 

Dr. Craic also objected to the case being termed one of early 
viability. 


Dr. MatrHews Duncan then read a paper on the laceration of 
the external genital organs (except the hymen) during labour in pri- 
miparee, which appeared in this Journal, p. 641. 

Dr. KeILLer thought the paper most interesting, and some points 
in it worthy of remark. Owing to the late hour of the evening, he 
would not make any remarks, but proposed the adjournment of the 
discussion till next meeting. ‘This was seconded by Dr. Milne, and 
agreed to by the Society. 





ROYAL MEDICAL AND CHIRURGICAL SOCIETY. 
Meeting, November 28th, 1876. 
Sir James Pacer, President, in the Chair. 


Mr. J. W. Hutke read a paper-entitled “Case of Complete 
Absence of both the Upper Limbs, and of Faulty Development of 
the Right Lower Limb.” The child described in this paper, Mary 
B , is four and a half years old, and excepting its deformity—viz., 
absence of both upper limbs, and faulty development of the right 
lower liinb—is a well-grown, healthy, pretty, and intelligent blonde, © 
the youngest of four children, none of whom, except herself, have any 
bodily peculiarity, and her father and mother are both well-formed 
and healthy. The clavicles and scapulee appear well formed, and the 
muscles attached to them act vigorously. ‘There is no external mark, 
except a minute congenital scar and a little dimple below the outer 
end of the right collar-bone. When placed upright on her left foot, 
the right foot does not reach the ground by several inches, but the 
thigh is plump and the leg well shaped, though smaller than the left. 
The foot has slight talipes equino-varus, the femur is short and mis- 
shapen, but its mobility upon the pelvis is great in abduction and 
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circumduction, the knee-joint is loosely knit, the axis of the tibia 
rotating upon the lower end of the femur both in its flexion and 
extension. The left lower limb is perfect, and dexterously performs 
offices usually devolving on the hands. She readily grasps and holds 
even small objects with the foot, can pick up a comb, arrange her 
hair, feed herself with a spoon, and even use her needle with it. The 
author thought that, passing by the vexed question of the influence of 
maternal emotion, the case supported the theory of absence, arrest, or 
misdirection of development rather than amputation of already formed 
limbs by constriction ; the small scars and appendages which are often 
present being the only evidence in favour of the latter hypothesis. 
The total absence of scar in this case from the child’s left shoulder 
excludes absolutely the notion of amputation, and the scar and dimple 
on the right shoulder imply that here a limb-bud had begun to grow 
out, but was blighted in its inception ; the defects in the right lower 
limb signifying a still later disturbance of development ; whilst the 
equino-varus may be regarded as an exaggerated continuance of the 
normal condition of the foot at birth, which has the sole turned 
slightly inwards. 

Mr. Lowne said that some years ago he had dissected several 
examples of similar malformations, and had found in them every 
variety of atrophy, generally of the distal portion of the limb. In 
nearly every case, whether in animals or man, the shoulder-girdle 
persisted. In one specimen at the College of Surgeons all four limbs 
are absent, yet, on dissection, some traces of a femur on one side 
was found, and muscles which should be attached to the tibia were 
present, but higher up in the limb. In these cases the bones are. 
often wanting, but the muscles persist, and have abnormal attach- 
ments. In the College collection there is a specimen of the hip of a 
wild boar, with a nipple-like projection composed of a low form of 
connective tissue and skin, as if, the arrest taking place early in 
foetal life, growth had continued without differentiation of tissue—a 
condition differing from other examples, where the differentiation of 
parts proceeds, but growth is arrested. He believed that in every | 
instance a small papilla, or dimple, occurs on the stump, marking out 
the position of the limb, showing that the limb-buds are developed. 
These facts disprove the theory of intra-uterine amputation by means 
of the umbilical cord, and to them may be added the common 
occurrence of the cord being twisted round the neck of the embryo 
without any severing of the parts. Mr. Lowne concluded his remarks 
by reference to an instance in which two mothers, residing in the 
same house, when about six weeks advanced in pregnancy, were both: 
subjected to fright caused by one of their husbands having had his 
arm torn off by a machinery accident. The fears which these two. 
women entertained that they would bring forth malformed children 
were not realised, the infants being perfectly well-formed. — He 
thought that there was little to prove the fact of parental Impressions 

Mr. JoHN Woop thought that some of these malformations were, 
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like anencephalous monsters and cases of ectopia vesice, ectopia . 
cordis, &c., evidently due to pathological changes in the ovum. He 
referred, in support of this, to Mr. Buckland’s experiments on salmon 
ova, in which it was found that arrest of development of the head or 
tail could be produced at will by placing a small fragment of dust 
upon either of these parts in the embryo ; and in like manner even 
the union of two embryos, and the resulting development of a double 
monster could be produced. Some slight inflammatory condition in 
early foetal life might, by leading to morbid adhesion of parts, lead 
to the arrest in growth of the part involved. To some such con- 
dition he had been accustomed to refer the production of ectopia 
yesice and epispadias, where all the structures forming the allantois 
and bladder are coherent, and a gap is left between the penis and 
umbilicus, the umbilical cicatrix being wanting. Similarly some 
inflammatory formation at the time of the budding of the extremities 
might lead to arrest in the development of the limb. He concurred 
in not attributing any of these cases to amputation by means of the 
umbilical cord. 

Mr. Morris, in support of the view that these cases are due to 
arrest of development, instanced an example where the ulna and 
some of the digits were wanting, the radius being perfect ; and another, 
recorded by Velpeau, where the femur was present, but the rest of 
the lower limb absent. Nor did the shoulder-girdle always persist in 
its entirety, for there are cases in which either the sternal or (more 
frequently) the acromial end of the clavicle is absent. He inquired 
of Mr. Hulke whether, in his case, the muscles bounding the axilla— 
the pectoral and the latissimus—were present. 

Mr. D. Napier recalled a case, which he had seen some years 
ago, of a child in whom there was absence of the humerus and bones 
of the forearm, but who retained perfect movement of the fingers of 
the hand, which was present. 

Mr. Woop remarked that it was quite possible that the interference 
to development might affect only the bones, the muscles remaining 
and having abnormal attachments. 

Mr. T. Smiru thought it scarcely conceivable that the umbilical 
cord should be the cause of constriction of the limbs sufficient to 
lead to their amputation without the circulation within it being greatly 
interfered with. But undoubtedly some cases of intra-uterine ampu- 
tation did occur, however produced, for he had seen limbs marked 
by deep constrictions through the soft parts as only could have 
resulted from ligature ; and in one case the limb was all but ampu- 
tated. Instances in which portions of a limb were wanting, with 
preservation of the most distal part, could not be explained upon 
Mr. Wood’s hypothesis. He had, for example, seen a case in which 
the foot was directly appended to the pelvis. Mr. Lowne had spoken 
of “parental” impressions; did he imply that the father had any 
influence in producing malformation ? and with regard to the instance 
quoted by Mr, Lowne he would like to know what was the age of the 
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* mothers when submitted to the shock. He narrated an instance— 
the converse of that quoted by Mr. Lowne—which was personally 
known to him, in which the mother, a well-educated lady, had, 
when pregnant, been startled by being addressed by a tradesman 
who had a cleft palate, but her faith in the efficacy of prayer had led 
her to feel certain that her child would not have this deformity ; but 
the child was born with harelip and cleft palate. 

The PRESIDENT said that it was impossible to doubt the occurrence 
of intra-uterine amputations, the number of facts collected by Sir James 
Simpson being incontrovertible; for not only are limbs sometimes 
found which have apparently been amputated, but there are others 
in which amputation has all but taken place. In some instances the 
stump is as perfect in all its structures as if amputation had been 
performed after birth, and the museum of St. Bartholomew’s Hospital 
contained a specimen in proof of this. Sir James Simpson did not 
attribute any part in the amputation to the umbilical cord, but to 
bands of lymph due to inflammatory changes, causing constriction of 
the limbs. Thus, although arrest of development explains several 
cases, yet many must be considered to be due to amputation in 
utero. 

Mr. Howarp MarsH remembered well one of the cases referred 
to by Mr. Smith. In that case three of the limbs were marked by 
deep constrictions, and one was nearly amputated in two places— 
viz., by a deep furrow close to the bone, just above the ankle, and a 
less deep constriction higher up in the leg. 

Mr. HuLkE said that he did not mean to imply that all cases of 
this malformation were instances of blight, for he had no doubt of 
instances of intra-uterine amputation where the withered member is 
found in the foetal membranes. In reply to Mr. Morris, he believed 
that both the pectoral and latissimus muscles were present in his 
case. 


Obstetric Summary. 


The Treatment of Chronic Inversion of the Uterus. 


In the Archiv fir Gynekologie, B. i. H. 1, 1876, Dr. Joseph 
Spaeth relates a case in which a uterus was replaced after inversion 
for two years and five months. The last confinement took place on June 
13th, 1873. ‘The patient was then twenty-eight years old, was preg- 
nant for the sixth time, and had suffered on several former occasions 
from post-partum hemorrhage. Immediately after the birth of the 
child considerable bleeding took place, whereupon the midwife is said 
to have made traction upon the cord. The effect of this was that 
the uterus was forced down externally. A practitioner was at once 
called, who removed the placenta and replaced the uterus within the 
‘vagina, No hemorrhage of importance took place for the next two 
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days. On the third day the patient suffered severe bearing down 
pain. Two doctors were called in, who found the uterus inverted, 
removed some remaining pieces of placenta, and for an hour and 
a half made strenuous efforts to reduce it, but invain. Considerable 
hemorrhage was caused by these attempts. The patient wore a 
pessary for three months, but afterwards got about as usual, and men- 
struation did not recur so long as lactation was continued, which was 
until October, 1874, sixteen months from delivery. Very soon after 
the child was weaned severe hemorrhage came on, and from this time 
metrorrhagia continued at intervals of six or eight days. The patient 
came under observation on October 19th, 1875. A pear-shaped 
tumour resembling a polypus was felt protruding through the os uteri. 
The sound, however, could not be passed more than 1 cm. through 
the os at any point, and the absence of the fundus from its usual posi- 
tion was clearly made out, and thus the diagnosis of almost complete 
inversion was established. On November 4th an attempt at imme- 
diate reduction was made under chloroform. ‘The left hand was in- 
troduced into the vagina, so as first to compress the uterus, and then 
force it upwards through the os, while the right hand made counter- 
pressure externally. The attempt was continued for more than a 
quarter of an hour, but without any effect. It was then decided, after 
some days’ intervai, to apply elastic pressure, and at the same time 
distend the vagina, by means of a colpeurynter filled with water, at 
first moderately, and afterwards more considerably. This was con- 
tinued at intervals from the 15th to the 22nd of November. Each 
time, on removing the elastic bag, the fundus could be pushed further 
up, but it quickly came down again. At length it could be pushed 
up so far as to be within the circle of the external os. Chloroform 
was then given, and the uterus compressed and pushed up as far as 
possible in the same way as before. Pressure was then made with 
one finger to restore the remaining inversion. This was first applied 
to the fundus, but without any effect. Next it was made upon one 
horn of the uterus, near the point of entrance of the Fallopian tube, 
according to the plan recommended by Kiwisch and Noeggerath, 
and restoration was then immediately and easily effected. 

The author contends that inversion is always due either to traction 
upon the funis or to pressure upon the fundus from without. He 
mentions a case in which a midwife made pressure above the pubes, 
in order to arrest hemorrhage, the uterus became inverted, and the 
patient died from loss of blood in less than a quarter of an hour. In 
restoring a chronic inversion he thinks that the colpeurynter distended 
with water is far safer and more effectual than an air-ball pessary, 
since it not only makes pressure upon the fundus, but distends the 
upper part of the vagina, and so dilates the cervix by traction, with- 
out the necessity for any incisions. 

In the same number a case of inverted uterus restored at the end 
of two months is related by Dr. Vetterlein of Bremen. The patient 
was delivered of her third child on October 17th, 1870. The mid- 
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wife made fruitless attempts for an hour before she could remove the 
placenta. At length it came away, accompanied by a considerable 
quantity of blood. The author saw the patient some hours later, but 
did not make a vaginal examination, hemorrhage having ceased. On 
the third day he met her walking out of doors. The same evening 
she felt something forced down to the vulva, which the midwife told 
her was the prolapsed womb. The author’s aid was not called in till 
two months had elapsed, the patient having suffered in the mean- 
while from profuse leucorrhcea, and severe hemorrhage at the men- 
strual periods. A pear-shaped tumour was then found continuous 
with the roof of the vagina, no os being discoverable. A diagnosis 
of complete inversion was made, and confirmed by the conjoint use 
of the sound in the bladder and finger in the rectum. 

Repeated attempts at reposition were first made, but in vain. 
Gradual pressure was then applied by means of the vaginal stem re- 
commended by Veit, supported by a T-shaped bandage. After some 
days this had to be discontinued, on account of cedema and excoria- 
tion of the vulva. A large colpeurynter was then placed in the vagina 
on December 17th, and distended. When it was removed on the 
rgth, the tumour was found to have become shortened by one-third, 
and a fold could be felt round its neck. The elastic bag was again 
introduced for two days more, and the fundus was then found to have 
been reduced within the circle of the external os. Application of the 
colpeurynter for another three days effected nothing more. ‘The 
tube of a uterine syringe was then passed into the vagina, and pressed 
gently against the fundus, until reposition was completed. 





Puerperal Endocarditis. 


In the Birmingham Medical Review for March, 1876, Mr. Lawson 
Tait relates the following case. A patient under the care of Dr. 
Morris, quite free from any family or personal tendency to rheumatism, 
was delivered on November 12th, 1875. Labour had been perfectly 
normal, except that it was preceded by a slight shivering. On the 
evening of the 15th, and on that of the 16th, pulse and temperature 
were slightly above normal, but the lochial discharge was natural and 
free from abnormal odour. When seen on the 17th, the pulse was 
160, and temperature 40° C. There was a soft, blowing, systolic 
murmur, most intense over the middle of the sternum, and distributed 
right and left in the direction of the divisions of the pulmonary artery, 
which had first been noticed by Dr. Morris on the morning of the 
13th. The diagnosis was that of puerperal endocarditis of | the pul- 
monary artery. Drop doses of tincture of aconite were given, first 
every quarter of an hour, and then every half hour. In the BEE 
the pulse had fallen to 132, temperature to 39 C., and the nex 
evening the murmur had become double. i 
- Until the 25th, progress towards recovery was ponte e ee 
then the pulse and temperature again rose suddenly, and a sligt 
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cedema of the conjunctiva was observed. Mr. Lawson Tait has 
previously described the latter symptom as occurring in surgical fever 
or pyzemia, in consequence of thrombosis of the cavernous and 
circular sinuses. He formed, accordingly, a very unfavourable prog- 
nosis, believing that the endocarditis had affected the aortic-as well 
as the pulmonary orifice, and that embolism had occurred. Notwith- 
standing liberal administration of ammonia, the cedema spread to the 
lids until they became closed, and on November 27th commencing 
panophthalmitis was found. On December 5th she became markedly 
deaf, and died on the 6th. The lochia had continued natural 
throughout. 

At the autopsy all organs were found healthy except the eyes and 
the heart. The contents of the eyeballs were simply a purulent pulp, 
but there was no suppuration outside them, and the optic nerves were 
healthy up to the point of their entrance into the sclerotic. It was 
found that an error had been made in supposing the pulmonary orifice 
to be affected. The endocarditis had occurred only at the aortic orifice. 
A saccular fibrinous mass was attached to a cusp on the posterior 
aspect of the valve. ‘There was a small rent near its apex, and from 
this rent thromballotic débris could be expressed. The author 
believes that the endocarditis commenced at the time of the shivering 
before the commencement of labour, as in cases recorded by Virchow. 
He thinks that there was embolism of the branches of the ophthalmic 
arteries, and that the total destruction of the eyes was due to the. 
peculiarity of their vascular supply, the emboli being purely mechanical 
and not septic, and having doubtless taken place in many other 
tissues which were able to resist their irruption. 


A Successful Case of Casarian Section, in which Silver Sutures were 
used for the Uterine Wound. 


Dr. Lungren of Toledo, U.S., relates the case of a patient, aged 
twenty-nine, the subject of severe rachitic deformity of the pelvis. 
She married at the age of twenty-one, and became pregnant four 
times. ‘The first time the foetus perished about the sixth month and 
was spontaneously expelled about a week after. The second time 
abortion was induced at the third month. The third time abortion 
occurred from unknown causes at the fourth month. In her fourth 
pregnancy she came under observation at the seventh month. Dr. 
Lungren decided to induce premature labour, and commenced doing 
so by dilating the os with Molesworth’s elastic dilators. This was 
done until the largest dilator was reached, and it was then found that 
there was an unexpected degree of contraction at the brim. The 
promontory of the sacrum reached into the centre of the cavity, 
resembling a foetal head, and the maximum antero-posterior diameter 
did not exceed from two and a quarter to two and a half inches. 
The membranes not having been ruptured, it was resolved to abandon 
the induction of labour, and let matters go on to full term. 
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Labour commenced on May 8th, 1875. The operation of Czsarian 
section was undertaken when the os uteri was dilated to about an 
inch, filled with the pouch of liquor amnii. A final examination 
having been made under chloroform, it was thought that embryotomy 
would be so difficult as to be very dangerous for the mother, while it 
would certainly sacrifice the child. The placenta was found to be 
attached at the anterior surface of the uterus, and was wounded 
before the incision in its walls was extended to a length of two inches. 
Upon this the membranes were ruptured by the vagina, to prevent 
the liquor amnii escaping into the peritoneal cavity. The uterine 
wound was then enlarged to a length of six inches, and the foetus was 
extracted by the head. It was alive, and immediately began to cry. 
The placenta was removed directly after. At this moment profuse 
hemorrhage occurred, but by grasping the uterus with both hands, 
“some contraction was induced, and the bleeding partially checked. 
The edges of the uterine wound, however, gaped widely, and blood 
continued to escape through the opening. Four sutures of silver 
wire were then inserted through the uterine wall, passing just short 
of its mucous membrane. Each wire was twisted twice only, care 
being taken to bring the edges of the peritoneum in apposition, then 
cut short, and the ends bent down into the wound. ‘The hemorrhage 
was then arrested. After sponging out the peritoneum, the abdominal 
wound was at once closed. For the first twenty-four hours there was 
rather acute pain, but after the first day the pulse never rose above 
80, nor temperature above 100°5°. Five weeks after the operation 
she was attending to her household duties and washing the household 
linen. (Reported in Archives de Tocologies, January, 1877.) 





: 


The Pathology of Hydrops Amniz, 


Dr. O. Kiistner gives the history of a case in which he believes 
that the causation of hydrops amnii, for that particular instance, was 
revealed by autopsy. The patient was thirty-three years old, and 
was pregnant for the sixth time. For five months she had suffered 
from hoarseness so severe as to produce aphonia, but in other respects 
was apparently in good health, She came under observation a month 
before full time, the abdomen having become excessively distended 
for the last three or four weeks, There was very distinct fluctuation 
of the abdomen, and the presence of a foetus could not be certainly 
made out. No cedema existed in other parts. The membranes 
being ruptured artificially, a pailful of liquor amnii was collected, and 
the mattresses were soaked in addition. A foetus presented by the 
foot, and was dead before it could be extracted. A double placenta 
was then pressed out by Crédé’s method, followed by a second foetus, 
which gave no sign of life. 

At the autopsy the second foetus was found healthy, but in the 
first a peculiar condition was found on microscopical examination of 
the liver. To the naked eye it appeared of normal consistence, but 
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pale and bloodless, its size being if anything diminished rather than 
increased. Under the microscope numerous masses of round cells 
were found uniformly diffused among the liver cells. They were not 
confined to the exterior of the lobules, but were numerous round the 
central vein. ‘The lobules were also surrounded and intersected by 
abnormal bands of fibrous tissue. ‘There was thus a growth of con- 
nective tissue diffused through the whole organ, most of its elements 
being young, and in the form of round cells. The heart was hyper- 
trophied equally on both sides, being as large as it usually is in a 
child of four months old. The abdomen was distended by ascitic 
fluid. The author considers that the lesion was due to syphilis, 
although both father and mother denied having ever suffered from it. 
The ascites and heart hypertrophy were clearly both mechanical 
effects of the cirrhosis of liver. By this the outlet of the umbilical 
vein into the portal vein would be hindered, and so hypertrophy of 
the whole heart would result, exactly as hypertrophy of the right 
ventricle is in adults the consequence of mitral disease, the elevated 
pressure being in both cases transmitted backwards through the 
organ of respiration. ‘The author believes that the hydrops amnii 
may be brought into the same chain of causation, as the effect of 
increased pressure in the placental circulation. Jungbluth has shown 
that in the earlier months of gestation, there is a special vascular 
circuit immediately beneath the placenta, and has found by experi- 
ment that, if liquor amnii be injected into this, it transudes into the 
amnial cavity. On the strength of one observation, he believes that 
the abnormal persistence of this vascular circuit to the end of preg- 
nancy is the usual cause of hydrops amnii. However this may be, 
an increased vascular pressure would prevent the obliteration of these 
vessels, and cause increased transudation of watery fluid from the 
blood into the amnial cavity. The author does not think that an 
increased flow of urine had anything to do with the result. For 
although the heart was hypertrophied, there was no obstruction in 
the systemic circulation, and therefore no increased fulness of arteries. 
He finds several other cases on record in which hydrops amnii was 
associated with a stillborn foetus, the subject of ascites. He believes 
that the cause here discovered will account for these cases, although 
not for those in which the fcetus is living and healthy.—Archiv fir 
Gynekologie, B. x. H. 1. 





Delivery Obstructed by an Intra-Pelvic Fibroid. 


In the last number of his treatise on the sacciform development 
of the posterior uterine wall during pregnancy, Prof. Depaul de- 
scribes a case in which such a condition was closely simulated by a 
subperitoneal fibroid tumour, occupying the posterior portion of the 
pelvis. The patient was thirty-six years old, had been married about 
eleven months, and had reached the full term of her first pregnancy. 
Menstruation had previously been regular, and had commenced at 
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-the age of twenty. She had never suspected the existence of any 
tumour ; her abdomen previous to pregnancy had been flat, and the 
course of the pregnancy itself had been normal. Labour pains com- 
-menced on the night of November 18th, 1876, and a few hours 
-afterwards the liquor amnti escaped. A midwife, who was sum- 
-moned, declared that all was nght, and that the labour would soon 
- be terminated. Not being able to detect the os or cervix, she had 
' probably supposed it to be fully dilated, and had mistaken the tumour, 
which was afterwards discovered, for the foetal head. Labour pains 
continued vigorous all through the 19th, but towards evening became 
less frequent and less strong. ‘They continued at somewhat long in- 
- tervals until the 22nd, but the patient was able during this time to 
get about the house. On the 22nd a loop of the funis, flaccid and 
20 cm. in length, became prolapsed outside the vulva. It was 
doubtful whether the midwife had made tractions upon it, but she 
denied having done so. A practitioner, who was now called in, 
found that the os uteri was out of reach, and recommended the 
patient to be removed to the hospital. 

She was not admitted until the 24th, five days from the commence- 
ment of labour. She was then much exhausted, pulse 112, tongue 
dry and abdomen tender. There was a sanious and feetid discharge 
from the vagina. <A rounded prominence was felt in the lower part 
-of the abdomen in the middle line, having a small subperitoneal 
fibroid, as large as a nut, attached to its surface, and itself resembling 
a fibroid tumour attached to the anterior uterine wall, although it 
- afterwards turned out to have been formed by a part of the foetus 
covered by the uterus. On vaginal examination a smooth firm 
rounded mass was felt, resting on the perineum, and resembling a 
foetal head covered by the uterine wall, but giving no sensation of 
osseous resistance. A narrow cleft existed between this mass and the 
pubes, and the cervix could with difficulty be reached, being situated 
-t cm. above the symphysis. It had still a length of 1o—12 mm. and 
admittted the finger, which, however, did not reach any presenting 
part. So far the diagnosis was uncertain between sacciform develop- 
ment of the posterior uterine wall and retro-uterine tumour. The 
‘patient was therefore placed under chloroform, and Professor Depaul, 
_with much difficulty, introduced his hand into the vagina. He suc- 
- ceeded in getting first two and then three fingers into the cervix, and 
dilating it somewhat. He then found that the mass in the pelvis 
was not formed by a part of the uterine cavity, but was closely united 
with the uterus. An attempt was made to push it up out of the pel- 
vic cavity, but it was found to be quite immovable. A foot could be 
felt above the os, but the hand could not be introduced high enough 
‘to seize it. Uterine contractions having been set up afresh by the 
manipulations, Professor Depaul decided to wait three hours to see 
whether the os would dilate, by the end of this time no advance 
had been made. He then again administered chloroform, and at 
Jength succeeded in seizing the foot with a pair of long-toothed 
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forceps, and drawing it down. The extraction then presented no ex- 
treme difficulty, on account of the advanced state of decomposition 
of the child. It was effected at first by the aid of the blunt hook, 
and then by that of two fingers hooked over the lower jaw. The 
mother afterwards had symptoms of peritonitis, which was treated by 
inunction of mercury with belladonna and antiseptic injec- 
tions. She died, however, on the tenth day. At the autopsy 
the intestines were found glued together by plastic peritonitis, and 
there was a small quantity of purulent fluid in the pouch of Douglas. 
There was no laceration of cervix or uterus. The tumour was not 
adherent ; it was a fibroid attached on a short narrow pedicle about 
the middle of the posterior uterine wall, measuring 13 cm. trans- 
versely, Io vertically, and 7 in thickness.—Archives de Tocologie, 
January, 1877. 


Gonecie Summary. 


Cure of an Ovarian Cyst by Ligature of the Pedicle. 


Dr. Samuel Howe relates the following case, which occurred in the 
practice of Dr. Freund, of Breslau. The patient was fifty-six years 
of age, and had had thirteen children and one miscarriage. After 
the miscarriage, which followed the seventh child, a tumour was 
noticed in the right iliac fossa. In the following six labours version 
and extraction were resorted to. For the last four years the tumour 
had grown very rapidly. At this time, in 1872, the abdomen was as 
large as at full term of pregnancy, and uneven. ‘The unevenness was 
due, first, to an umbilical hernia as large as a man’s fist; second, to 
numerous small protuberances, especially in the right iliac region, and 
apparently belonging to an ovarian tumour ; third, to a tumour just 
above the symphysis pubis, which proved to be the uterus. The tumour 
filled the cavity of the pelvis posterior to the uterus, and appeared to 
be adherent, especially on the right side. A connecting band from 
the right corner of the uterus to the tumour, which appeared to be 
the pedicle, was very noticeable. The diagnosis was confirmed by 
tapping the larger cyst. The fluid removed was clearly ovarian. 
During the following four years it was necessary to tap the tumour 
often, the time between each tapping becoming shorter and shorter. 
Dr. Freund considered ovariotomy out of the question, on account of 
the firm pelvic adhesions. He therefore resolved to tie the pedicle, 
and thus imitate the spontaneous cure which sometimes takes place 
by its becoming twisted or inflamed, trusting that the risk of gan- 
grene would be avoided on account of the adhesions, which would 
afford a secondary supply of blood. | 

Dr. Freund performed the operation according to Lister’s antiseptic 
method. An incision three inches long, to the right and below the 
lower border of the umbilical hernia, was made directly over the 
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pedicle. . After making certain that what was felt was the pedicle, a 
second smaller incision, at right angles to the first, was made Wari 
the pedicle. A large curved needle, carrying a thick carbolised suture, 
was passed through the Fallopian tube and the upper part of the 
broad ligament near the uterus, and tied as tightly as possible. The 
ligature took in about two-thirds of the pedicle, including its arteries 
which ran along the anterior part. A second ligature, about an inch 
from the first, was passed round the ligamentum ovarii and tied. 
Both ligatures were then cut short, and a drainage tube introduced 
at the lower angle of the wound. ‘The wound healed well, and in ten 
days the patient was out of bed. Her condition was very much im- 
proved, and the abdomen became progressively smaller, the abdominal 
walls becoming lax. The solid portions of the tumour also became 
smaller and more moveable. It would remain for time to show 
whether the tumour would begin to grow again, when the collateral 
circulation became stronger.—Soston Medical and Surgical Fournal, 
August 24th, 1876. 


A Case of Congenital Absence of the Lower Part of the Vagina with 
Retention of Menses. 


Dr. F. Houzé relates the case of a girl who came under his care in 
1872, at the age of nineteen, having had for the last six years periodic 
pains, recurring every month, with progressive enlargement of the 
abdomen. An abdominal tumour was found reaching one centimetre 
above the umbilicus, and about the size of the uterus at the sixth 
month of pregnancy. It was three-lobed, the central lobe appearing 
to be the body of the uterus, and the lateral lobes, which diverged 
like horns at a lower level, the Fallopian tubes. The labia majora 
and clitoris were normal, the meatus urinarius rather lower down 
than usual, the labia minora rudimentary, and the vaginal orifices 
entirely absent. A sound passed into the bladder could be readily 
felt by a finger in the rectum, only the thickness of urethral and rectal 
walls intervening. From the rectum the lower segment of the 
swelling, which seemed to be the distended uterus, could be felt at a 
distance of three centimetres from the anus. 

After consultation with Professor Tirifahy, it was decided that an 
operation was desirable. This was commenced on March 26th. A 
small excavation was torn by the finger-nail in the narrow space of 
mucous membrane below the urethra, and the cellular tissue was then 
separated for a short distance by the aid of both index fingers used con- 
jointly. No anesthetic was used, although acute pain was produced. 
A sponge-tent was left in the opening. On the 27th the same pro- 
ceeding was continued, the finger being aided or replaced by a blunt- 
pointed engraver’s tool, A sound was kept in the urethra, and the 
left forefinger in the rectum served as a guide. On this occasion a 
sponge-tent three centimetres long was left inthe wound. ‘The opera- 
tion was continued twice on the 28th, and on each of the two fol- 
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lowing days, until the artificial passage reached close to the tumour. . 
After this irrigations were continued daily until April roth. On that 

day the blunt instrument was pushed through dense tissue into a 

cavity, from which a litre and a quarter of dark treacly inodorous fluid . 
escaped. The central tumour visibly diminished, but the lateral 

lobes remained firm and distended. ‘he next day the orifice was 

found to be closing, and a laminaria-tent was introduced. From the 

21st to the 3oth the patient suffered from fever, with abdominal pain, 

exhaustion, and furred tongue. The tumour did not entirely subside, 

and on the 1st of May, the finger being carried into the supposed 

uterine cavity, a slight prominence with central depression, resembling 

the orifice of the uterus, was felt. It was evident therefore that what 

had been opened was an abdominal cavity, the relation of which to 

the uterus the author compares to that of the prepuce to the glans 

penis, and that there was still a partial atresia between this cavity and 

the uterus. After dilatation of the external orifice, attempts were made , 
to penetrate the uterus. On May 4th an aperture was detected be- 

hind the prominence already mentioned, into which the sound passed © 
5 cm. (2 inches). There was also an opening in the centre of the 

prominence, which had probably been made artificially. Through 

this a sound was passed into the uterus to a distance of 17 cm. 

(6°7 inches) from the vulva. An abundant foetid discharge took 

place, after which injections of a warm solution of carbolic acid. 
were made. <A female sound was retained in the opening, which was 

eventually replaced by one of gutta-percha. From this time the 
patient became convalescent. She continued to wear the gutta-percha | 
sound for three weeks after leaving the hospital on June 1st. She. 
was seen again in 1875, menstruation having continued normal since 
the operation, but no local examination was made.—Avznales de 
Gynécologie, August, 1876. 


Ablation of an Inverted Uterus by the Elastic Ligature. 


Prof. A. Courty recommends the elastic ligature as preferable to 
all other modes of removing an inverted uterus, when amputation 
becomes necessary, and relates two cases illustrating this mode of | 
treatment. The first was that of a patient upon whom he performed 
the operation in January, 1875. She was a young woman who had 
been secretly delivered of an illegitimate child. The midwife had 
made forcible traction upon the funis, while she was in a standing | 
posture, in order to remove the placenta, and the uterus had become 
inverted. Six months after the accident metrorrhagia had become so 
grave as to threaten life, and she was scarcely able to leave her bed. 
Two attempts at reduction under chloroform were made, counter- _ 
pressure being made upon the cervix by two fingers of the left hand 
introduced into the rectum, and hooked on either side so as to restrain 
it from being pushed upward. ‘These were ineffectual, and it was’ 
found that an air-ball pessary, which was also tried, could not be. 
endured. The uterus was then drawn down externally by tenaculum ~ 
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forceps, and a piece of thin india-rulbber tubing fastened round it with 
moderate tightness, and fixed in this position by a waxed thread. 
Subcutaneous Injections of morphia were given, and little pain was 
felt. The next day the ligature was tightened as much as the strength 
of the india-rubber would allow. Disinfectant vaginal injections were 
made every four hours. Some hypogastric tenderness was set up 
and it was found necessary to use the catheter. The bowels were 
kept confined until the eighth day, and then evacuated by a dose of 
castor oil, On the fourteenth day the uterus was entirely detached. 
About two centimetres in length of the Fallopian tubes, with the cor- 
responding part of the broad ligaments, were removed with it. The 
opposed surfaces of the uterine peritoneum were adierent at several 
points. After a fortnight’s more rest in bed, the patient was able to 
leave the hospital. 

The second case was that of a patient operated on according to 
the same method by M. Arles, in November, 1875. The inversion 
was of eighteen months’ duration. The uterus was separated on the 
twelfth day without any accident. The opposed peritoneal surfaces 
were found to be adherent at two points. 

Previous to his use of the elastic ligature, the author had recom- 
mended the ordinary ligature as the best mode of ablation. Since, 
however, this has the disadvantage that it may not be drawn tight. 
enough, and so may prove inefficacious ; or may be drawn too tight, 
and then may give rise to too rapid gangrene and septic absorption, 
he had made trial in three cases of the galvanic cautery écraseur 
before having recourse to the elastic ligature. In a first patient, in 
order to avoid leaving an opening into the peritoneum, the galvanic 
wire was applied every four hours, so as to cut only a little at a time. 
At the end of two days the uterus was removed, slight peritonitis 
occurred, but the patient soon recovered. In asecond case, in order 
to avoid the peritonitis, he cut only a groove with the galvanic wire, ° 
and then applied a ligature, which was tightened by an écraseur. An | 
easy cure was the result; but the ligature had to be twice reapplied 
in the course of six days, and frequent antiseptic injections employed. 
In the third case the galvanic wire was repeatedly applied, as in the 
first. Such an impression, however, was made upon the nervous 
system that epileptiform convulsions set in, and the patient died on 
the fourth day after the complete detachment of the organ, although 
there was not a trace of peritonitis. Since this time, Professor Courty 
has abandoned all other methods in favour of the elastic ligature. 
For its application in cases when it is not possible to draw down the 
uterus externally, he recommends the use of Gooch’s canulze.—. - 
Annales de Gynécologie, September, 1876. 


The Treatment of Retro- Uterine Hematocele by Incision. 


In the Zancet, of December 2nd, 1876, is related the case cf a : 
patient under the care of Mr. John Clay. She was twenty-four years 
old, and had had three children, the youngest of which was twenty 
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months old, and was suckled until a month before admission. Men- 
struation occurred a month after the last confinement, and continued 
regularly afterwards. During her last menstrual period, about a 
month since, while engaged in washing the yard, she was suddenly 
attacked with a violent pain in the back and in the hypogastric and 
right iliac regions. She had frequent attacks after this of pain of a 
spasmodic character, accompanied by distressing dysuria. _Metror- 
rhagia continued during the whole of the month previous to admission. 
A fortnight before she had rigors, accompanied by nausea and vomit- 
ing, and was compelled to take to her bed. She then noticed a pain- 
ful swelling in the right iliac region, which gradually increased in 
size. | 

At her admission on August 29th, there was a firm nodulated swell- 
ing of the size of a large orange in the right iliac region. Its upper 
border was about an inch and a half from the umbilicus, and ran in an 
oblique direction from the right iliac crest to the middle of the left 
groin. There was a free vaginal discharge of a dark rusty colour. 
Per vaginam a hard rounded mass was felt behind the cervix, 
pushing the uterus downwards and forwards, simulating in size and 
feel a gravid uterus of the fourth month in a retroverted condition. 
‘The sound passed three inches in a normal direction. Pulse 
100 ; temperature IOI’. 

On the gth there were signs of peritonitis ; pulse 140; temperature 
102°6°. The aspirator was used to the vaginal swelling, but only a 
little thick blood followed. The patient continued to grow worse until 
the rrth, when she had vomiting and hiccough; abdomen enormously 
distended ; pulse 142, temperature 103°. It was determined to incise 
the tumour without further delay. Mr. Clay, with a guarded histoury, 
made an incision of about one inch and three-quarters in length into 
the centre of the vaginal swelling. The finger was passed through 
this opening, and the clot broken up. About two pounds of hard 
offensive clot and coloured liquid were removed. ‘The cavity was 
carefully syringed with diluted Condy’s fluid. After the incision and 
syringing the boundary line of the solid mass was felt to be about two 
inches nearer the pubes. Insufflation of the cavity with salicylic acid 
was afterwards ordered every three hours. Salicylic acid in ten grain 
doses was also administered internally for several days. On the 14th 
a large quantity of dark offensive clots was again removed by *syring- 
ing the cavity with Condy’s fluid. The pulse and temperature then 
daily declined until they became normal. 

No trace of foetal development was discovered, although careful 
examination was daily made of the débris brought away by syringing. 
By the end of a month the patient was quite convalescent, all traces 
of the abdominal hardness having disappeared, and the incision quite 
healed. 

Mr. Clay considers that this and similar cases show that the re- 
moval by absorption of large extravasations cannot be expected. It 
would, however, have been a fatal mistake to open the tumour at too 


Gynecic Summary. 841 


early a period of its development, before the peritonitis set up had 
completely encapsulated the clot. In such cases when temperature 
and pulse show extensive abdominal complications to be taking place 
whether softening takes place or not, an opening should at once be 
made for the coagulated blood. In this instance the rapid diminution 
of temperature, pulse and meteorism in the first twenty-four hours 
after the incision were especially noticeable. The employment of 
salicylic acid as a local antiseptic was only partially successful in con- 
sequence of the large amount of blood to be acted on, but its internal 
administration was marked with the best effects. 





Vaginal Ovariotomy. 


Dr. Clifton Wing relates a case in which a small hemorrhagic 
Ovarian cyst was removed through the vagina. The patient was 
thirty-two years old, and unmarried. Menstruation had always been 
painful, and for the last six years she had been obliged to resort to 
the use of morphia, and, at times, to etherisation at the periods. Five 
years ago a local examination showed a retroverted uterus, for which 
pessaries were tried without much result, and a year later a body was 
felt in Douglas’s fossa, which was thought at the time to bean ovary. 
When the patient came under observation, an elastic but not dis- 
tinctly fluctuating mass was felt behind the cervix, pushing the uterus 
forward. ‘The fundus uteri was turned somewhat backward, but was 
moveable with the sound, which entered to the normal depth. When 
the patient was under ether, the tumour could not be pressed from its 
position.. On February roth, 1876, an aspirator was inserted into the 
mass fim the vagina, but only a small quantity of dark bloody fluid 
was withdrawn. ‘The tapping was not followed by any symptoms. 
On March 3oth the tumour remaining the same, the aspirator was 
again used, and this time several ounces of the same fluid were re- 
moved, and the mass much diminished in size. Symptoms of mild 
septicemia followed, and the patient continued to lose strength and 
appetite, although not confined to bed. When next seen, April rgth, 
an examination showed the mass behind the uterus to be as large as 
ever, and more tense and cyst-like. Upon passing an exploratory needle 
from the vagina, a few drops of exceedingly offensive matter escaped. 
It was therefore decided at once thoroughly to evacuate the fluid. 
With the aid of Sims’ speculum and position, an opening was made 
through the upper part of the vagina and the peritoneum into 
Douglas’s fossa. The finger being passed through this, a small 
ovarian cyst, about the size of an orange, was felt, fixed by some loose 
adhesions which easily gave way before the finger. There was no 
proper pedicle, but the broad ligament with the Fallopian tube came 
into the vagina, and the tumour was separated by enucleation. 
Bleeding soon ceased, and no ligature whatever was used, but a coil 
of small intestine appearing at the opening, three silk sutures were 
inserted, closing the wound sufficiently to prevent hernia, but leaving 
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room to pass a catheter. For several days foetid fluid was washed 
out of the cul-de-sac by means of a double catheter, but the patient 
had no grave symptoms, and by May 18th she was convalescent. 

The author reviews the cases hitherto reported of vaginal ovario- 
tomy. Dr. Thomas first performed it successfully, and recommends it 
in the case of small cysts, when unattached. Attempting the opera- 
tion in a second case, however, in order to remove a large and tender 
ovary, he failed to open the peritoneal cavity on account of adhesions. 
‘Attempting to separate them he broke through into the rectum, and 
finally closing the rectal wound with sutures, he removed the ovary 
by the abdominal operation. Dr. Peaslee, who was at Dr. Thomas’s 
first case, has formed a very unfavourable opinion of the vaginal 
operation. Dr. Gilmore of Mobile successfully removed a tumour 
as large as an orange by this means. Dr. Battey of Georgia has 
also removed a small tumour by the vagina, and has operated by the 
vagina nine times, in doing the so-called “ normal ovariotomy,” with 
two deaths. Dr. Davies, in 1872, successfully removed by the vagina 
an ovarian cyst weighing nine pounds, forming a tumour as large as 
the uterus at the seventh month of pregnancy. The author considers 
that the vaginal operation is more difficult than the abdominal, and 
that an ovarian tumour so small as to be suitable for it should not be 
removed, unless, as in his own case, symptoms exist which impera- 
tively call for interference.—Boston Medical and Surgical Journal, 
November 2, 1876. 
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